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THE  FEDERAL  PLAN  FOR  PROVIDING  OBSTETRIC  AND  PEDIATRIC 
CARE  FOR  WIVES  AND  INFANTS  OF  SERVICEMEN* 

L.  FERNALD  FOSTER,  M.D.,  Secretary  Michigan  State  Medical  Society,  Bay  City,  Michigan 


Mr.  Chairman  and  Members  of  the  Con- 
ference: 

When  asked  to  prepare  a paper  relative 
to  the  Children’s  Bureau  plan  of  providing 
obstetrics  and  pediatric  care  for  the  wives 
and  infants  of  servicemen,  it  was  very  ap- 
parent that  any  presentation  given  at  this 
time  could  be  only  one  of  reporting  obser- 
vations and  views  as  gathered  from  various 
physicians  throughout  the  country.  Each 
state  association  represented  here  today  has 
probably  taken  some  action  relative  to  this 
subject — either  having  accepted  the  plan  as 
presented,  rejected  it  in  toto,  or  accepted 
it  with  modifications.  A discussion  of  the 
plan  a year  ago,  when  some  uniformity  of 
action  might  have  been  developed,  would 
probably  have  been  more  apropos. 

The  history  and  background  of  the  Chil- 
dren’s Bureau  plan  is  well  known  to  every- 
one present  and  needs  no  reiteration  today. 
It  might  not  be  amiss,  however,  to  refresh 
our  memories  on  the  action  of  the  American 
Medical  Association  House  of  Delegates 
taken  in  June,  1943,  on  this  subject,  which 
approved  the  reference  committee’s  recom- 
mendations that — 

(a)  The  action  of  the  federal  govern- 
ment in  making  funds  available  for 


*Read  before  the  Annual  Conference  of  Secre- 
taries of  the  Constituent  State  Medical  Societies 
of  the  American  Medical  Association,  Chicago, 
November  20,  1943. 


maternity  and  infant  care  for  the 
wives  and  infants  of  enlisted  men  be 
approved,  and  that 

(b)  The  adoption  be  urged  of  a plan  un- 
der which  the  federal  government 
will  provide  for  the  wives  of  enlisted 
men  a stated  allotment  for  medical, 
hospital,  maternity,  and  infant  care 
similar  to  the  allotments  already 
provided  for  the  maintenance  of  de- 
pendents, leaving  the  actual  arrange- 
ments with  respect  to  fees  to  be 
fixed  by  mutual  agreement  with  the 
wife  and  the  physician  of  her  choice. 

The  war  emergency  offered  a good  op- 
portunity for  the  proponents  of  the  present 
program  to  utilize  the  great  interest  appeal 
of  maternal  and  child  health  for  the  fam- 
ilies of  servicemen.  Is  this  project,  em- 
bracing a small  segment  of  medical  prac- 
tice, being  utilized  as  a trial  balloon  for 
complete  federalization  of  medical  practice? 

Are  the  proponents  of  a plan  of  complete 
federalized  medical  care  watching  the  at- 
titude of  the  medical  profession  toward  this 
plan  in  order  to  determine  what  their  ac- 
tivities shall  be — either  to  make  bolder 
strides  toward  their  totalitarian  objective 
or  to  retreat  from  their  grandiose  scheme? 

Many  physicians  question  the  sincerity 
of  purpose  in  this  program.  In  the  first 
place  they  are  suspicious  of  this  measure 
which  was  enacted  not  as  a legislative  pro- 
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posal,  but  as  an  amendment  slipped  into  an 
important  appropriation  act.  They  further 
suspect  sharp  practice  in  the  wholesale  pre- 
mature presentation  of  the  program  to  the 
thousands  of  servicemen  in  camps  before 
the  matter  was  even  presented  to  the  neces- 
sary purveyors  of  the  services,  the  doctors. 
Physicians  resent  the  modern  method  of 
“legislation  by  edict”  as  exemplified  in  the 
Children’s  Bureau  ruling  that  payments 
cannot  be  made  to  the  servicemen’s  wives, 
but  shall  be  made  direct  to  physicians. 
Many  physicians  say  that  the  published  re- 
ports of  approval  by  some  two  score  of 
states  are  misleading  in  that  the  plan  ap- 
proved was  in  many  instances  that  of  the 
State  Health  Department  and  not  of  the 
medical  profession  of  the  state. 

These  physicians  feel  that  no  program, 
no  matter  how  worthy,  can  be  successful  if 
founded  on  bad  faith  and  lack  of  mutual 
trust. 

In  our  own  state  we  were  promised  by 
the  Director  of  Maternal  Health  and  Child 
Welfare  that  no  “Michigan  Plan”  would  be 
presented  to  the  Children’s  Bureau  until  the 
Executive  Committee  of  our  council  met 
and  took  action.  The  meeting  of  this  com- 
mittee was  scheduled  for  May  20,  1943.  The 
Children’s  Bureau,  however,  announced 
that  a “Michigan  Plan”  was  approved  on 
May  12,  1943,  and  a newspaper  release  of 
May  17  gave  the  announcement  nation-wide 
publicity.  This  experience  can  scarcely  be 
called  good  faith. 

Obviously,  our  Health  Departments  have 
little  to  say  in  the  matter  of  policies  in  this 
matter.  On  the  occasion  of  the  meeting  of 
the  House  of  Delegates  of  the  Michigan 
State  Medical  Society  held  in  Detroit  in 
September,  our  Health  Commission  very 
graciously  agreed  to  practically  all  the  pro- 
posals of  the  delegates  and  the  delegates 
felt  a difficult  problem  was  being  readily 
solved.  Within  one  hour  of  the  Health 
Commissioner’s  acquiescence  a five-page  day 
letter  was  received  from  the  Children’s  Bu- 
reau and  his  every  promise  was  repudiated 
before  the  same  House  of  Delegates. 

The  following  day  Doctor  Dailey  of  the 
Children’s  Bureau  appeared  before  the 
Council  of  the  State  Medical  Society  and 
made  it  quite  clear  that  the  only  acceptable 


plans  were  those  containing  the  features 
objectionable  to  the  medical  profession,  fea- 
tures which  are  wholly  bureaucratic  edicts. 

The  main  objection  to  the  program  is  ex- 
pressed in  the  American  Medical  Associa- 
tion resolution — payment  direct  to  doctors 
of  medicine.  Everyone,  including  the  de- 
pendents themselves,  would  favor  a pro- 
gram based  on  allotments  to  servicemen’s 
dependents.  There  appears  to  be  nothing 
in  the  law  (the  brief  amendent  to  the  ap- 
propriation act)  that  specifically  prohibits 
payments  to  servicemen’s  families.  The 
present  refusal  of  the  Children’s  Bureau  to 
try  such  an  arrangement  is  based  on  a mere 
legal  opinion. 

Further  serious  objection  lies  in  the  fact 
that  the  plan  does  not  take  into  considera- 
tion obstetric  complications,  emergencies, 
and  compensation  commensurate  with  care 
demanding  special  technical  skill.  Such  lack 
of  consideration  would  tend  to  lower  the 
quality  of  care,  which  is  one  of  the  most 
serious  objections  to  all  schemes  of  fed- 
eralized medicine.  Considerable  objection 
has  also  been  had  to  the  very  meager  pro- 
visions made  for  pediatric  services. 

The  actual  need  for  such  a broad  pro- 
gram as  the  present  project  promises  to  be 
is  questionable.  However,  the  widespread 
publicity  given  the  plan  has  definitely  stim- 
ulated a big  demand.  The  bait  of  “some- 
thing for  nothing”  is  always  alluring  to 
the  unthinking  populace.  It  is  incompre- 
hensible to  the  average  American  that  his 
wife  and  children’s  free  obstetric  and  pe- 
diatric care  may  lead  to  complete  regimen- 
tation of  medicine  which  in  itself  may  be 
the  entering  wedge  for  the  general  sociali- 
zation of  the  country. 

Experience  has  shown  in  many  cases  that 
where  the  doctor  has  had  the  time  to  ex- 
plain the  implications  of  this  scheme  to  his 
patients  they  prefer  to  remain  as  private 
patients  instead  of  wards  of  the  federal 
government. 

Doctors  in  those  states  which  have  re- 
fused to  approve  the  plan  in  its  present 
form  are  concerned  over  the  position  of 
those  state  medical  associations  which  have 
endorsed  officially  the  federal  program  of 
obstetric  and  pediatric  care.  They  have 
established  a precedent  which  is  not  con- 
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sistent  with  their  general  opposition  to 
complete  state  medicine.  This  action  by 
state  associations  is  being  utilized  to  good 
advantage  by  representatives  of  the  Chil- 
dren’s Bureau  in  their  attempts  to  influence 
other  states  to  adopt  the  program.  It  has 
helped  to  make  the  stand  of  some  state  as- 
sociations extremely  difficult  and  almost 
hopeless. 

In  our  own  state  (Michigan)  the  House 
of  Delegates  took  the  following  action  last 
September : 

(a)  “Because  this  plan  is  a form  of  state 
medicine  the  Michigan  State  Medical 
Society  refuses  to  cooperate  in  any 
of  the  provisions  of  the  plan  in  its 
present  form. 

(b)  “That  until  satisfactory  adjustments 
in  the  program  can  be  made  the 
members  of  the  Michigan  State  Med- 
ical Society  are  requested  to  give 
professional  care  gratis  in  order  that 
the  wives  and  children  of  servicemen 
may  obtain  hospital  care.” 

My  attention  has  been  invited  to  a reso- 
lution passed  by  the  Executive  Board  of  the 
American  Academy  of  Pediatics  as  follows : 

“Whereas,  the  Executive  Board  of  the 
American  Academy  of  Pediatrics,  meeting 
in  full  executive  session  at  the  Palmer 
House  in  Chicago  on  November  6,  1943,  is 
in  complete  sympathy  with  the  objective 
that  the  wives  and  infants  of  servicemen 
should  receive  the  best  quality  of  obstetric 
and  pediatric  care  during  the  present  emer- 
gencyq  and 

“Whereas,  the  Children’s  Bureau  has  in- 
augurated plans  and  regulations  to  carry 
out  the  intent  of  Congress  to  provide  a 
high  type  of  medical  care  for  the  wives  and 
children  of  our  men  in  the  armed  services; 
and 

“Whereas,  the  present  administrative 
regulations  as  set  up  by  the  Children’s 
Bureau  have,  in  the  application  of  the  pro- 
gram, revealed  certain  weaknesses  which 
seriously  interfere  with  securing  such  high 
type  of  medical  care  for  wives  and  infants 
of  servicemen. 

“Be  It  Resolved,  That  in  order  to  attain 
the  high  quality  of  medical  service  to  which 
the  wives  and  children  of  servicemen  are 
entitled,  it  is  the  sense  of  this  board  that 


the  Children’s  Bureau  should  call  forth- 
with a conference  of  official  representatives 
of  the  servicemen,  together  with  official 
representatives  of  the  professions  actually 
rendering  this  service — namely,  the  Amer- 
ican Medical  Association,  the  American 
Hospital  Association,  the  United  States 
Public  Health  Service,  the  American  Asso- 
ciation of  Obstetricians  and  Gynecologists, 
and  the  American  Academy  of  Pediatrics. 
The  purpose  of  the  initial  and  future  con- 
ferences to  be  the  solution  of  the  common 
problems  which  have  arisen  and  will  con- 
tinue to  arise  until  a method  based  on 
American  democratic  principles  shall  be  es- 
tablished and  utilized; 

“ Further  Be  It  Resolved,  That  copies  of 
this  resolution  shall  be  sent  to  the  central 
offices  of  the  above  named  and  other  inter- 
ested organizations.” 

On  Monday,  November  15,  a meeting  of 
representatives  of  the  Academy  of  Pedi- 
atrics met  with  Dr.  Martha  Elliott  of  the 
Children’s  Bureau  in  Cincinnati,  and  she 
expressed  a willingness  to  follow  the  sug- 
gestion of  the  academy’s  resolution. 

It  has  been  recommended  to  the  United 
States  Children’s  Bureau  that  payments  in 
Michigan  be  made  to  doctors  of  medicine 
through  Michigan  Medical  Service,  our  vol- 
untary group  medical  care  plan.  A poll 
of  our  membership  has  been  taken  and  it 
indicates  that  such  an  arrangement  is  ap- 
proved by  a great  plurality.  A special  com- 
mittee is  handling  negotiations  with  the 
Children’s  Bureau  and  Michigan  Medical 
Service  at  the  present  time. 

Pending  the  outcome  of  these  negotia- 
tions and  being  cognizant  of  the  many 
local  problems  confronting  the  profession 
throughout  the  state,  the  Executive  Com- 
mittee of  our  council  has  registered  the  fol- 
lowing opinion: 

1.  An  unalterable  disapproval  of  the 
plan  in  its  present  form. 

2.  That  the  members  individually  might 
properly 

(a)  Sign  the  blanks  to  provide  hospi- 
tal service,  giving  the  profes- 
sional care  gratis ; 

(b)  Sign  the  blanks  and  accept  the 
government  fee ; 
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(c)  Decline  to  participate  in  the  pro- 
gram. 

In  conclusion  we  might  summarize  the 
whole  subject  as  follows: 

1.  Everyone  is  desirous  of  having  quality 
medical  service  accorded  the  dependents  of 
our  fighting  men. 

2.  The  program  of  the  Children’s  Bureau 
is  definitely  one  of  federalized  or  state  medi- 
cine with  direct  subsidization  of  physicians. 

3.  It  does  not  insure  quality  service. 

4.  Federal  health  and  medical  projects 
are  seldom  discontinued  after  an  emer- 
gency. This  program  is  probably  no  ex- 
ception. 

5.  The  plan  gives  no  assurance  of  a 
maintenance  of  reasonable  fees  (even  if  the 
present  fees  were  considered  reasonable). 

6.  The  program  is  not  limited  to  doctors 
of  medicine. 

7.  The  program  could  be  used  as  a prece- 


dent to  extend  federal  medical  care  to  all 
branches  of  medicine  and  surgery. 

8.  Complete  refusal  to  cooperate  in  the 
plan,  even  with  an  offer  to  render  service 
gratis,  might  well  evoke  a criticism  of  the 
medical  profession. 

9.  Official  acceptance  of  the  plan  is  a 
definite  approval  of  federalized  medicine. 

10.  Where  participation  in  the  plan  seems 
necessary  might  it  not  be  better  to  make 
such  a participation  on  an  individual  basis 
— not  on  a basis  of  official  approval  by  state 
associations? 

The  Children’s  Bureau  plan  has  been  so 
developed,  publicized,  timed,  and  adminis- 
tered that  the  medical  profession  is  being 
forced  to  defend  its  traditions  against  a 
very  vicious  bureaucratic  setup.  Such  de- 
fense calls  for  a concerted  educational  ac- 
tivity both  with  the  public  and  with  the 
Congress. 


110th  STATE  MEETING 

will 

be 

held 

at 

NOEL  HOTEL,  NASHVILLE,  APRIL  11-12-13 
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SUCCESSFUL  TREATMENT  OF  GOUT* 

ELMER  C.  BARTELS,  M.D.,  F.A.C.P.,  Boston,  Massachusetts! 


Gout  has  received  widespread  publicity 
during  the  last  ten  years,  with  most  writers 
giving  attention  to  all  the  various  phases 
of  the  disease  except  the  prevention  of  re- 
curring attacks.  We  have  in  reality  reached 
a point  in  the  therapy  of  gout  similar  to 
that  in  diabetes  if  investigators  in  that  field 
had  continued  to  give  their  attention  to 
the  treatment  of  coma  and  not  to  its  pre- 
vention. Significant  is  the  fact  that  lead- 
ing students  of  gout  are  at  present  at  odds 
on  the  vital  question  as  to  whether  the  re- 
curring attacks  of  gout  can  be  prevented. 
Can  the  treatment  be  offensive  or  must  it 
remain  defensive?  Besides  the  accepted 
fact  that  gout  shortens  life,  the  economic 
aspect  indicates  the  dire  need  for  some  type 
of  therapy  to  prevent  loss  of  time  and 
money  (figure  1).  An  analysis  of  fourteen 


Average  duration  of  disease 11  years 

Average  loss  of  time  from  woi-k  20  mos. 
Average  loss  in  salary  $3,640 

Average  medical  expense  $489 


Fig.  1.  Economic  aspect  of  gout  in  four- 
teen cases. 

patients  who  had  suffered  from  gout  for 
an  average  of  eleven  years  showed  they  lost 
an  average  of  twenty  months  away  from 
work,  with  an  average  salary  loss  of  $3,640 
and  with  medical  expenses  of  $489. 

In  the  latest  textbook  on  Diseases  of  Me- 
tabolism, edited  by  Duncan,1  Bauer  and 
Klemperer  state:  “It  is  unfortunate  for 
both  the  patient  and  physician  that  interval 
therapy  in  the  prevention  of  future  attacks 
(of  gout)  does  not  exist.”  They  admit  that 
a high  purine  diet  may  be  harmful  in  some 
cases,  but  that  the  addition  or  omission  of 
purine  containing  foods  is  probably  ineffec- 
tive in  changing  the  clinical  course  of  gout. 
They  allow  small  amounts  of  alcohol  and 
advise  against  the  use  of  cinchophen.  It 
is  their  opinion  that  a sympathetic  under- 
standing on  the  part  of  the  physician  is 

*Read  at  the  St.  Paul  meeting  of  the  American 
College  of  Physicians,  April  24,  1942.  Reprinted 
from  Annals  of  Internal  Medicine,  Vol.  18,  No.  1, 
January,  1943. 

fFrom  the  Department  of  Internal  Medicine, 
Lahey  Clinic,  Boston,  Massachusetts. 


all  that  can  be  offered  since  recurring  sei- 
zures defy  all  therapeutic  efforts. 

Hench-  does  not  agree  with  this  discour- 
aging outlook  for  patients  with  gout.  He 
believes  that  by  faithfully  adhering  to  well- 
planned  interval  treatment,  patients  can 
reduce  the  number  and  severity  of  acute 
attacks  and  thereby  reduce  the  chance  of 
chronic  gouty  arthritis  and  perhaps  the  late 
manifestations  and  complications  of  the 
disease.  His  plan  consists  of  a reduced 
purine  intake,  avoidance  of  alcohol,  and  the 
intermittent  use  of  “urate  eliminants” 
when  necessary.  These  latter  substances 
include  aspirin,  sodium  salicylate,  neocin- 
chophen  or  cinchophen.  This  combination 
of  diet  and  drugs  is  directed  at  control  of 
the  hyperuricemia. 

There  is  a noteworthy  absence  in  the 
literature  on  gout  of  any  statistical  studies 
giving  the  results  of  carefully  observed  in- 
terval treatment.  It  was  this  fact  which 
Bauer  and  his  coworkers  used  in  discount- 
ing the  results  of  those  who  advocate  in- 
terval treatment.  They  wished  proof  of 
the  value  of  interval  treatment  through  a 
carefully  controlled  study  of  a sufficient 
number  of  subjects  on  a constant  regimen 
in  which  the  level  of  the  blood  uric  acid 
was  taken  into  consideration.  The  present 
study  meets  these  investigative  require- 
ments. 

Basis  of  Present  Treatment. — In  1935, 
Lockie  and  Hubbard3  proposed  the  use  of 
a high  carbohydrate,  low  fat  diet  for  the 
treatment  of  gout.  Their  suggestion  was 
based  on  the  fact  that  a high  fat  diet  was 
found  to  provoke  attacks  of  gout.  Earlier 
(1925),  Lennox4  demonstrated  that  a high 
fat  diet  causes  a retention  of  uric  acid, 
which  was  confirmed  by  Adlersberg  and 
Ellenberg,3  and  Lennox  suggested  the  use 
of  a low  fat  diet  in  the  treatment  of  gout. 

A.  Low  purine  intake  relieves  overtaxed 
purine  metabolizing  mechanism 

B.  High  fat  intake  increases  tubular  re- 
sorption of  urates 

C.  High  carbohydrate  intake  produces  uric 
acid  diuresis 

D.  Cinchophen  produces  uric  acid  diuresis 

Fig.  2.  Rationale  of  treating  gout  with 

low  purine,  low  fat,  high  carbohydrate 
diet  and  cinchophen. 


6 


SUCCESSFUL  TREATMENT  OF  GOUT— Bartels 


January,  1944 


The  plan  of  treatment  utilized  in  this 
study  (figure  2)  was  begun  at  the  Lahey 
Clinic  early  in  1937,  a preliminary  report 
of  satisfactory  results  having  been  made  in 
1939.6  It  consists  of  a diet  low  in  purine 
and  fat  and  high  in  carbohydrate,  to  which 
is  added  the  periodic  administration  of 
cinchophen.  The  mode  of  action  of  this 
regimen  is  multiple.  Purine  restriction  re- 
lieves the  overburdened  purine  metaboliz- 
ing mechanism,  the  low  fat  intake  prevents 
retention,  and  the  high  carbohydrate  aspect 
of  the  diet  tends  toward  the  diuresis  of 
uric  acid.  To  the  diet  is  added  cinchophen 
to  further  uric  acid  elimination.  The 
cinchophen  is  given  at  the  beginning  of 
treatment  according  to  the  plan  of  Graham7 
(seven  and  one-half  grains  three  times  a 
day  for  three  days  a week)  which  has  been 
popularized  by  Hench.  Alcohol  is  not  per- 
mitted since  most  students  of  gout  recognize 
it  as  harmful. 

As  treatment  progresses,  periodic  deter- 
minations of  the  uric  acid  are  made  at  one 
to  three-month  intervals,  and  when  a re- 
duction in  the  serum  uric  acid  occurs  the 
dose  of  cinchophen  is  reduced  from  three 
days  a week  to  two,  to  one,  and  omitted 
entirely  when  the  uric  acid  reaches  a nor- 
mal or  near  normal  level.  Patients  under- 
stand that  the  diet  is  the  basis  of  treatment 
and  that  it  is  to  be  followed  indefinitely. 
However,  if  the  uric  acid  continues  at  a 
normal  level,  a more  liberal  diet  is  given. 

Acute  attacks  of  gout  have  been  treated 
(figure  3)  by  the  intravenous  injections  of 
glucose  in  addition  to  the  plan  outlined. 
Since  the  diet  is  low  in  both  vitamins  A 
and  B,  these  vitamins  are  added.  At  times 


CLINICAL  COURSE 

BEFORE.  TREATMENT 

DURING  TREATMENT 

CASE  Lip 
5EX  MALE 
AGE  45  years 

' 

5 

SERUM  URIC  ACID  LEVEL 



0 *ttd'k  f/’year) 

\ iftnnq  c!  year  / 

kkkkkkkkkk 

Z dt  t AC  As  f>cr  yrjr 

kkkkkkkk 

Mo»  4 6 U 14.  10  24  X 

i^Oc  < updt  iOr>  full  tunc) 

k Diminishing  joint  stiffness 

(fectj 

feet  Ant'd  c/bcn> 
u rtf  ft  Meu/jerj 

k MAINTENANCE  TREATMENT 

I OICT 

2.  CINCHOPHEN  ♦ SOOA 

(■>"  9r‘fh) 

3 VITAMINS 

G*ai*s  pen  hick 

. 1 ' "I 

' 2 WEEKS  HOSPITAL  TREATMENT 

1 DIET  Low  purine  - Low  fat 

Hiqh  carbohydrate  0«s 

2 CINCHOPHEN 

3 INTRAVENOUS  20  % 0LWCO3E  DAILY 

20 

A REMOVAL  OF  TOPHI  f ROM  TOC 

H CEL  AND  ELBOW 

J wdrs  5 ro 

rlos  4 8 12  1 <0  20  2-1  30 

3 VITAMINS 

in  gouty  arthritis  physiotherapy  is  helpful 
and  large  tophi  are  removed,  if  trouble- 
some. 

Patients  Treated. — Increasing  numbers 
of  patients  with  gout  have  come  under  our 
observation  (table  1),  and  it  has  been  pos- 
sible to  follow  the  course  of  many  of  these 
patients  at  frequent  intervals.  The  results 
of  treatment  of  thirty-eight  patients  who 
were  carefully  followed  are  herewith  re- 
ported. All  of  these  patients  with  the  ex- 
ception of  three  were  seen  prior  to  January, 
1941.  These  three  were  included  because 
they  had  had  their  disease  for  a sufficient 


Table  I 

New  Cases  of  Gout 


Year 

Number  of  Cases 

1930 

2 

1931 

2 

1932 

7 

1933 

2 

1934 

11 

1935 

12 

1936 

9 

1937 

12 

1938 

14 

1939 

21 

1940 

41 

1941 

50 

Total 

183 

length  of  time  to  produce  a constant  pat- 
tern of  attacks.  All  of  these  cases  were 
followed  up  to  January,  1942. 

Results  of  Treatment.  — These  thirty- 
eight  cases  have  been  divided  into  three 
groups.  The  first  group  includes  eighteen 
patients  who  have  had  the  disease  over  nine 
years,  in  all  of  whom  a pattern  of  attacks 
had  been  well  established  (figure  4).  The 
second  group  contains  thirteen  patients  who 
have  had  the  disease  for  seven  years  or  less 
(figure  5).  In  both  of  these  groups  the 
diet  plan  was  carefully  adhered  to  and 
cinchophen  was  used  in  decreasing  doses. 
In  the  third  group  (figure  6)  have  been 
placed  seven  patients  who  had  the  disease 
from  three  to  fifteen  years.  None  of  these 
patients  followed  the  diet  carefully,  usually 
saying  “fifty  per  cent,”  and  all  used  alcohol 
in  varying  amounts.  Some  of  these  pa- 
tients took  cinchophen,  but  without  regu- 
larity. 

The  result  of  therapy  in  the  first  two 
groups  was  found  to  be  satisfactory  since 
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Fig.  4 

two  major  requisites  for  successful  therapy 
were  met:  (a)  drop  in  uric  acid  level  and 
(b)  prevention  of  further  attacks  (figure 
7).  The  eighteen  patients  in  the  first  group 
had  suffered  from  attacks  of  gout  for  an 
average  of  seventeen  years,  the  longest  time 
being  twenty-seven  years.  The  serum  uric 
acid  level  when  they  were  first  seen  varied 
from  6.3  milligrams  per  cent  to  10.2  mil- 
ligrams per  cent,  the  average  being  8.3  mil- 
ligrams per  cent.  The  patients  were  treated 
for  an  average  of  two  years,  during  which 
time  there  were  only  three  minor  episodes 
in  the  entire  group  as  compared  with  sixty- 
one  major  attacks  during  an  equal  time 
before  treatment.  The  uric  acid  level  fell 
to  an  average  of  6.3  milligrams  per  cent. 
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FREQUEf  JC  r OF  GOUT  ATTACKS  WHEN  TREATMENT  NOT  FOLLOWED 
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Diet  and  cinchophen  were  used  three- 
fourths  of  the  total  time  the  patients  wei'e 
treated  and  diet  alone  approximately  one- 
fourth  of  the  time. 

The  thirteen  patients  in  the  second  group 
had  had  attacks  of  gout  over  an  average 
period  of  four  years,  with  an  average  uric 


acid  level  on  admission  of  7.6  milligrams 
per  cent.  In  the  average  period  of  twenty 
months,  during  which  time  these  patients 
were  treated,  four  minor  attacks  of  gout 
occurred  as  compared  with  twenty-three 
major  attacks  during  an  equal  period  be- 
fore treatment  was  begun.  A combination 
of  diet  and  cinchophen  was  used  for  prac- 
tically the  same  length  of  time  (sixteen  pa- 
tient years)  as  the  diet  alone  (fourteen  pa- 
tient years). 
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Fig.  8.  Frequency  of  attacks  when  diet  was  followed  only 
partially  and  alcohol  was  taken. 


The  seven  patients  who  did  not  carefully 
follow  the  diet  (figure  8)  had  attacks  of 
gout  for  an  average  of  seven  years,  the 
average  value  of  serum  uric  acid  being  8.5 
milligrams  per  cent.  Over  the  average  pe- 
riod of  three  years,  during  which  time  their 
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course  was  followed,  twelve  major  and  four 
minor  attacks  took  place.  This  number  was 
half  the  number  of  major  attacks  (twenty- 
three)  which  had  occurred  during  a similar 
period  before  treatment.  The  average  uric 
acid  level  fell  from  8.5  to  seven  milligrams 
per  cent. 

Little  difficulty  was  experienced  in  hav- 
ing patients  adhere  to  the  diet  plan.  It  was 
necessary  to  make  rather  drastic  changes 
in  the  eating  habits  of  a number  of  the 
individuals  who  were  accustomed  to  large 
amounts  of  olive  oil  in  their  food.  Re- 
peated reviews  of  the  diet  were  found  nec- 
essary to  prevent  patients  from  making 
mistakes  which  they  honestly  did  not  realize 
they  were  making. 

It  is  readily  appreciated  that  the  use  of 
cinchophen  in  the  management  of  these  pa- 
tients permits  wide  criticism  in  the  face  of 
the  inherent  toxic  possibility  of  this  sub- 
stance. This  fear  may  be  overemphasized 
as  in  an  analysis  of  the  toxicity  of  cin- 
chophen Hench  reported  finding  only  250 
such  cases  in  the  literature,  and  of  these, 
only  six  patients  had  gout.  He  estimated  a 
one  to  sixty  thousand  chance  of  a toxic  re- 
sult from  the  use  of  this  drug.  In  our  use  of 
cinchophen  any  possible  chance  of  toxicity 
was  minimized  by  certain  factors:  (a)  pa- 
tients were  always  advised  as  to  the  early 
toxic  manifestations  of  the  drug  and  told 

Table  II 


Serum  Uric  Acid  Level  and  Non-Protein  Nitrogen 


Case 

Serum  Uric 
Acid  Before 
Treatment 

Serum  Uric 
Acid  During 
Treatment 

Non-protein 
Nitrogen, 
mg.  % 

Clinical 

Progress 

1 

6.4 

6.6 

44 

Good 

2 

8.0 

7.1 

55 

Good 

3 

8.3 

7.3 

45 

Good 

4 

8.0 

6.7 

45 

Good 

5 

6.6 

7.3 

40 

Good 

6 

9.2 

7.5 

43 

Good 

to  discontinue  its  use  if  such  occurred,  (b) 
It  was  used  only  as  an  adjunct  to  careful 
dietary  management.  The  dose  of  cin- 
chophen was  reduced  as  the  level  of  uric  acid 
fell,  with  the  patient’s  knowledge  that  its 
use  would  at  some  time  be  discontinued, 
(c)  Since  the  diet  was  high  in  carbohydrate 
it  acted  to  fortify  the  liver  against  toxic 
agents,  (d)  In  discontinuing  alcohol,  pos- 


sible toxicity  through  the  synergistic  or  in- 
tensified action  of  alcohol  and  cinchophen 
on  the  liver  was  avoided,  (e)  A moderate 
serving  of  meat,  fish,  or  fowl  was  given 
once  a day  in  addition  to  other  proteins  to 
keep  the  protein  intake  at  a proper  level, 
this  being  another  means  of  fortifying  the 
liver  against  toxic  damage,  (f ) In  the  last 
two  years  liver  function  tests,  by  the  in- 
travenous hippuric  acid  method,  were  made 
at  intervals  during  treatment  with  cin- 
chophen. In  some  instances  cinchophen  was 
stopped  because  the  results  of  the  liver 
function  test  fell  below  normal.  Since  renal 
damage  may  cause  faulty  results  in  the  liver 
function  test,  care  must  be  taken  in  its 
interpretation.  In  the  first  group,  fourteen 
of  the  eighteen  patients  have  continued  to 
take  cinchophen  at  least  one  day  a wreek. 
In  the  second  group,  those  of  short  dura- 
tion, only  five  of  thirteen  patients  are  now 
taking  cinchophen. 

A return  of  the  serum  uric  acid  level  to 
normal  did  not  occur  in  all  cases  (nine  in 
the  first  group  and  three  in  the  second 
group)  in  spite  of  the  continued  use  of 
cinchophen.  This  was  especially  true  in 
patients  in  whom  the  disease  was  of  long 
duration.  It  was  found  that  this  failure 
usually  occurred  in  patients  who  had  renal 
insufficiency,  as  indicated  by  an  elevated 
nonprotein  nitrogen  (table  2).  These  six 
patients  responded  well  to  treatment,  as  in- 
dicated by  failure  of  recurring  attacks,  in 
spite  of  continued  elevated  level  of  uric 
acid.  In  four  of  these  patients  there  was  a 
decrease  in  the  uric  acid  level.  Perhaps 
continued  effort  to  return  the  uric  acid  level 
to  normal  by  the  use  of  cinchophen  need 
not  be  exerted  in  patients  with  long-stand- 
ing gout  or  in  those  in  whom  the  uric  acid 
level  has  been  stabilized  and  symptomatic 
benefit  has  been  obtained. 

Perhaps  sufficient  time  has  not  elapsed 
in  all  the  cases  reported  to  satisfy  critical 
evaluation  of  the  treatment  from  the  stand- 
point of  preventing  further  attacks,  since 
it  is  well  recognized  that  at  times  years 
may  separate  the  recurring  attacks.  In 
patients  in  whom  this  criticism  may  be  jus- 
tified, a substantial  drop  in  the  level  of  the 
serum  uric  acid  was  always  obtained,  which 
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is  a prerequisite  to  the  prevention  of  fur- 
ther attacks. 

Summary 

Indisputable  benefit  was  obtained  in  a 
group  of  thirty-one  patients  with  gout  who 
carefully  adhered  to  a low  fat,  low  purine, 
high  carbohydrate  diet,  with  the  addition 
of  decreasing  doses  of  cinchophen.  On  this 
plan  of  treatment  seven  minor  attacks  of 
gout  occurred,  as  compared  with  eighty- 
four  major  attacks  during  a comparative 
period  before  treatment.  This  plan  of 
treatment  secured  the  desired  results  of 
reducing  the  blood  uric  acid  level  and  re- 
ducing the  number  and  severity  of  further 
attacks  of  gout.  Even  patients  in  the  phase 
of  chronic  gouty  arthritis  responded  to  this 
plan  of  treatment.  It  is  urged  that  this 
treatment  be  given  further  consideration 
by  other  physicians. 
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UNSOLVED  PROBLEMS  IN  THE  PREOPERATIVE  AND  POSTOPERATIVE 
CARE  OF  PATIENTS  WITH  HYPERTHYROIDISM* 


CHARLES  E.  REA,  M.D.,  Oalc  Ridge,  Tennessee 

There  are  few  diseases  in  which  careful 
preoperative  and  postoperative  care  are  as 
necessary  as  in  hyperthyroidism.  The  im- 
portance of  mental  and  physical  rest  by 
environment  and  drugs,  high  caloric  intake, 
and  the  judicious  use  of  iodine  therapy  in 
the  form  of  Lugol’s  solution  is  well  recog- 
nized. The  surgeon’s  care  and  skill  at  oper- 
ation and  attention  to  the  postoperative 
care  means  the  difference  between  a smooth 
or  stormy  convalescence.  In  spite  of  our 
present  knowledge,  there  are  several  un- 
solved aspects  of  the  goiter  problem : 

1.  The  Use  of  LugoVs  Solution. — When 
iodine  first  came  into  generalized  use  in  the 
early  1920’s,  the  answer  to  the  goiter  prob- 
lem was  thought  to  be  found.  However, 
this  has  proven  not  to  be  the  case  in  the 
ensuing  years;  in  fact,  there  is  no  phase 
of  the  therapy  of  goiter  more  abused  than 
the  use  of  Lugol’s  solution.  Empirically, 
one  gives  five  to  ten  drops  of  Lugol’s  solu- 
tion three  times  daily  to  patients  with 
hyperthyroidism.  One  should  never  give 
Lugol’s  solution  for  more  than  two-week 
periods  without  evaluating  the  clinical 
status  of  the  patient.  The  practice  of  giv- 
ing Lugol’s  solution  for  months  to  goiter 
patients  is  to  be  condemned,  as  it  is  not 
only  unnecessary,  but  also  it  may  confuse 
the  clinical  picture. 

Patients  whose  clinical  condition  does  not 
improve  in  spite  of  Lugol’s  solution  (iodine 
fast)  are  often  improved  by  attention  to 
rest,  diet,  sedation,  or  thiamine  chloride. 
In  our  experience,  the  use  of  diiodotyrosine 
in  six  iodine-fast  patients  gave  no  more 
benefits  than  that  obtained  with  Lugol’s 
solution.  In  spite  of  varying  the  different 
components  of  the  preoperative  therapy, 
some  hyperthyroid  patients  do  not  improve. 
In  such  cases  the  possible  use  of  spinal  an- 
esthesia before  operation  may  be  consid- 
ered. It  will  be  discussed  later. 

The  practice  of  treating  children  or 
adults  with  mild  hyperthyroidism  with 


*From  the  Department  of  Surgery,  Minnesota 
Medicaf  School,  Minneapolis,  Minnesota. 


small  doses  of  iodine  over  a long  period  of 
time  has  been  advocated  by  some  clinicians. 
In  our  opinion,  this  is  a dangerous  form 
of  therapy  for  the  reasons  mentioned  above, 
and  it  puts  a big  responsibility  on  the  physi- 
cian prescribing  the  treatment.  Thyroid- 
ectomy is  safer  and  surer  method  of  treat- 
ment. It  is  our  policy  to  be  more  conserva- 
tive with  children  developing  mild  degrees 
of  hyperthyroidism  about  the  time  of  pu- 
berty. Two  instances  of  mild  exophthalmic 
goiter  in  children  have  come  to  our  atten- 
tion, in  which  spontaneous  remission  of 
symptoms  after  puberty  occurred.  Older 
children  with  hyperthyroidism  have  been 
subjected  to  thyroidectomy  similar  to  that 
in  adults. 

It  is  our  practice  to  give  Lugol’s  solution 
to  patients  with  hyperplastic  goiters  and 
also  to  those  with  nodular  goiters  with 
hyperthyroidism,  both  preoperatively  and 
postoperatively.  In  our  experience  it  is  not 
necessary  to  give  iodine  medication  to  pa- 
tients with  nodular  goiter  without  hyper- 
thyroidism either  before  or  after  operation. 
Rather  disturbing,  however,  is  the  fact  that 
155  patients  with  “nontoxic  adenoma  of 
the  thyroid,”  operated  upon  at  the  Univer- 
sity of  Minnesota  Hospitals  between  the 
years  of  1933  and  1940,  who  had  not  re- 
ceived Lugol’s  solution  preoperatively,  three 
showed  degrees  of  thyroid  storm  postopera- 
tively. These  were  probably  cases  of  latent 
hyperthyroidism,  not  diagnosed  clinically. 
For  this  reason,  it  is  the  author’s  personal 
opinion  that  it  does  no  harm  to  give  the 
majority  of  patients  with  nontoxic  ade- 
nomata of  the  thyroid  Lugol’s  solution  be- 
fore operation.  The  question  of  what  per- 
centage of  nodular  goiters  without  hyper- 
thyroidism will  be  made  toxic  by  the  use 
of  iodine  is  important  (so-called  Jodbase- 
dow).  It  is  said  that  in  Kocher’s  clinic  the 
use  of  iodine  for  sterilizing  the  skin  in 
goiter  operations  was  forbidden.  Kocher’s 
successor,  de  Quervain,  listed  thirty-three 
cases  of  Jodbasedow  in  nine  years.  How- 
ever, Dr.  Carl  Rice,  at  the  University  of 
Minnesota  Hospitals,  has  purposely  treated 
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cases  of  nodular  goiter  without  hyperthy- 
roidism with  low  doses  of  Lugol’s  solution 
(one  or  two  drops  a day)  up  to  a period  of 
two  years,  and  has  never  seen  a case  that 
was  made  toxic  by  the  iodine  medication. 
Further,  there  are  no  statistical  studies  to 
show  that  there  are  more  cases  of  toxic 
goiter  developing  among  persons  who  took 
iodine  for  nodular  goiter  than  among  goi- 
terous  persons  who  did  not  take  iodine  (Mc- 
Clendon). It  is  the  author’s  opinion  that 
some  instances  of  Jodbasedow  are  really 
cases  of  latent  hyperthyroidism  flared  up 
by  stimuli  other  than  iodine.  The  whole 
question  of  Jodbasedow  merits  a complete 
and  critical  reinvestigation  before  definite 
conclusions  are  warranted. 

2.  Nature  of  the  Toxicity  of  Goiter. — As 
yet,  no  differences  have  been  found  either 
grossly  or  microscopically  between  a toxic 
and  nontoxic  adenomatous  goiter.  Whether 
the  “toxic”  substance  is  the  same  in  toxic 
adenomatous  goiter  and  hyperplastic  goi- 
ters is  not  known.  In  hyperplastic  goiter, 
it  is  unknown  whether  the  toxic  symptoms 
are  due  to  a perverted  secretion  or  to  an 
excess  of  normal  secretion. 

The  following  case  summary  is  interest- 
ing, as  it  gives  indirect  evidence  that  the 
toxicity  in  hyperplastic  goiter  may  be  due 
to  an  abnormal  secretion  and  not  to  an 
excess  amount  of  thyroxin : 

The  patient  was  a white  female,  thirty- 
six  years  of  age,  who  had  symptoms  of 
exophthalmic  goiter  for  about  one  year. 
The  basal  metabolic  rate  before  operation 
was  plus  forty-three  per  cent.  After  suit- 
able preoperative  care,  a bilateral  subtotal 
thyroidectomy  was  performed.  Two  months 
after  operation  her  basal  metabolic  rate  was 
plus  ten  per  cent.  Her  weight  was  126 
pounds.  She  failed  to  return  until  eight 
months  later,  at  which  time  she  complained 
of  nervousness  and  tachycardia.  She  stated 
that  right  after  the  operation  she  began 
to  gain  weight;  six  months  after  operation 
she  weighed  150  pounds.  On  the  advice  of 
friends,  she  began  to  take  desiccated  thy- 
roid to  reduce  her  weight.  At  first  she  took 
thyroid  extract  one-half  grain  daily,  but 
as  she  did  not  lose  weight  fast  enough,  she 
increased  the  dose  until,  at  the  time  of  ad- 
mission, she  was  taking  one  grain  of  des- 


iccated thyroid  four  times  a day.  Her  basal 
metabolic  rate  at  this  time  was  plus  thirty- 
eight  per  cent.  She  said  that  while  she  was 
suffering  from  nervousness,  tachycardia, 
and  perspired  easily,  she  did  not  have  the 
sense  of  apprehension,  weakness  or  irrita- 
bility that  she  had  with  the  exophthalmic 
goiter.  There  had  been  no  increase  in 
exophthalmos.  Her  weight  had  decreased 
to  132  pounds. 

3.  X-ray  Therapy  of  Goiter. — Some  pa- 
tients with  persistently  toxic  goiter  have 
been  treated  by  means  of  deep  X-ray  ther- 
apy. There  is  no  question  but  that  selected 
cases  of  hyperplastic  goiter  can  be  success- 
fully treated  by  this  method  alone.  It  is 
this  author’s  opinion,  however,  that  it  is 
best  used  only  as  a temporary  method  until 
the  patient’s  condition  permits  surgical  re- 
moval of  the  gland.  There  are  some  ob- 
jections to  the  use  of  irradiation  therapy 
in  cases  of  hyperplastic  goiter:  (1)  as 
compared  to  surgical  removal,  radiation 
therapy  takes  a longer  time  to  produce  bene- 
ficial results;  (2)  thyroid  crisis  may  de- 
velop in  patients  with  hyperplastic  goiter 
during  a course  of  deep  X-ray  therapy;  (3) 
it  is  of  little  value  in  the  treatment  of  toxic 
nodular  goiter;  (4)  in  comparable  cases,  the 
end  results  of  the  irradiation  therapy  do 
not  equal  those  obtained  with  surgery. 

4.  Operation  for  Goiter. — Since  the  whole 
rationale  of  thyroidectomy  in  hyperthyroid- 
ism is  to  shift  the  patient  from  a state  of 
hyperthyroidism  to  one  of  hypothyroidism, 
hoping  to  hit  a happy  medium,  one  can 
realize  how  much  the  experience  of  the 
surgeon  counts  in  judging  how  much  of  a 
thyroid  should  be  removed.  Whether  one 
uses  local,  general  inhalation  or  intrave- 
nous anesthesia  or  combinations  of  these 
depends  somewhat  on  the  choice  and  tem- 
perament of  the  surgeon.  Ether  is  a bad 
anesthetic  for  severe  thyrotoxic  patients, 
as  it  tends  to  produce  pulmonary  edema. 
The  use  of  intravenous  pentothal  (“sneak 
thyroidectomy”)  has  proven  of  value  in  pa- 
tients with  toxic  goiters.  On  the  day  of 
operation  the  patient  is  given  intravenous 
glucose.  No  other  preparation  is  made. 
Just  before  operation  when  the  infusion  has 
just  about  been  completed,  intravenous  pen- 
tothal is  given  through  the  same  infusion 
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needle.  The  sleeping  patient  is  taken  to 
the  operating  room,  where  the  neck  is 
prepared  for  surgery  and  inhalation  anes- 
thesia is  instituted,  after  which  the  intra- 
venous pentothal  is  discontinued. 

In  severe  thyrotoxic  patients,  one  aims 
to  do  a bilateral  subtotal  thyroidectomy  in 
one  or  more  stages.  It  is  interesting  to  note 
how  the  stage  procedure  has  passed  from 
one  necessity  to  one  of  election. 

In  patients  with  severe  hyperthyroidism 
one  may  fear  to  do  even  stage  operations 
to  remove  the  goiter.  In  1935,  the  proce- 
dure, suggested  by  Miles  Porter,  of  inject- 
ing boiling  water  into  the  thyroid  gland 
in  order  to  destroy  its  substance,  was  car- 
ried out  upon  eight  patients.  Our  impres- 
sion is  that  it  is  at  best  a good  form  of 
psychotherapy.  For  one  thing,  it  is  ques- 
tionable whether  boiling  water  is  actually 
injected  into  the  thyroid  gland.  While  the 
water  may  be  so  hot  that  the  surgeon  can 
hardly  hold  the  syringe  in  his  hands  with 
cotton  gloves,  one  can  touch  the  needle 
through  which  the  water  is  injected  with- 
out undue  discomfort.  Also  except  for 
some  areas  of  hemorrhage,  the  microscopic 
studies  of  the  thyroid  gland  subsequently 
removed  did  not  show  marked  fibrosis  or 
parenchymal  destruction.  The  procedure 
has  some  merit  in  that  it  accustoms  the 
patient  to  the  operating  room. 

Ligation  of  the  superior  thyroid  vessels 
is  often  suggested  as  a preliminary  treat- 
ment of  severe  thyrotoxic  patients.  It  is 
becoming  less  and  less  popular  as  a form 
of  therapy  at  this  clinic;  in  fact,  it  has  not 
been  performed  as  a stage  procedure  here 
in  the  last  two  years.  In  the  opinion  of  this 
author,  there  are  several  unsatisfactory  as- 
pects of  polar  ligation:  (1)  In  order  to 
carry  out  a ligation  of  the  superior  thyroid 
artery  properly,  the  vessels  should  be  li- 
gated where  they  come  off  the  external 
carotid  artery.  It  is  the  author’s  opinion 
that  too  often  just  branches  of  the  superior 
thyroid  vessel  are  ligated.  (2)  It  often 
takes  more  time  and  is  more  of  a strain 
on  the  patient  than  the  surgeon  realizes. 
There  is  at  least  one  instance  of  thyroid 
storm  following  polar  ligation  at  this  clinic. 
(3)  Reference  to  the  records  available  in 
six  polar  ligations  done  at  this  hospital 


within  the  last  seven  years  shows  that  the 
results  are  questionable  as  far  as  improve- 
ment in  the  blood  pressure,  pulse,  and  gen- 
eral condition  of  the  patient  is  concerned. 

The  following  factors  should  be  taken 
into  consideration  before  performing  sur- 
gery on  the  thyroid  gland:  the  patient’s 
age,  the  size  of  the  gland,  the  response  to 
Lugol’s  solution,  the  duration  of  the  hyper- 
thyroidism, the  basal  metabolism  rate,  the 
pulse,  the  gain  in  weight,  and  the  patient’s 
general  physical  and  mental  condition.  The 
procedure  to  be  used  should  be  decided  in 
the  surgeon’s  mind  in  the  patient’s  room 
before  operation  and  not  at  the  operating 
table.  If,  from  an  evaluation  of  the  pa- 
tient’s condition,  just  a ligation  of  the  supe- 
rior poles  of  the  thyroid  gland  or  a lobec- 
tomy is  agreed  upon,  it  is  inviting  disaster 
to  proceed  further  just  because  the  patient 
stood  the  stage  procedure  well.  Moreover, 
if  the  patient  begins  to  react  badly  while 
the  surgeon  is  doing  the  procedure  contem- 
plated before  operation,  it  is  best  to  do  the 
minimum  and,  if  the  operation  has  not  gone 
too  far,  to  close  the  wound  as  quickly  as 
possible.  The  three  fatalities  that  have 
occurred  in  this  clinic  during  the  past  two 
years  in  thyroid  patients  (out  of  a total  of 
286  operations)  have  been  due  to  failure 
to  observe  one  or  both  of  these  two  rules. 

However,  even  when  intravenous  pen- 
tothal and  inhalation  anesthesia  have  been 
used,  some  patients  with  severe  hyperthy- 
roidism have  had  degrees  of  thyroid  storm 
a crisis  postoperatively.  A review  of  thy- 
roid crisis  is  beyond  the  scope  of  this 
paper,  but  it  will  be  mentioned  here  as  it 
has  a bearing  on  what  will  be  discussed 
later.  The  disturbing  feature  in  the  treat- 
ment of  thyroid  crisis  or  storm  is  that 
there  is  no  specific  therapy  known  to  date. 
Fundamentally,  the  cause  of  this  condition 
is  still  obscure.  It  is  not  certain  whether 
the  primary  difficulty  lies  in  the  thyroid 
gland  itself  or  whether  other  organs,  such 
as  the  adrenal,  liver,  pituitary,  etc.,  are 
the  site  of  the  disorder.  If  the  primary 
organ  at  fault  is  the  thyroid  gland,  it  is 
unknown  whether  the  symptoms  are  due 
to  an  excess  of  normal  secretions  or  to 
an  abnormal  secretion.  Crile  seems  to  be- 
lieve that  the  adrenals  are  at  fault  in  thy- 
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roid  crisis.  Maddock,  Coller,  and  Pedersen 
have  found  “adrenalin”  in  the  peripheral 
venous  blood  of  some  patients  with  reac- 
tions to  hyperthyroidism,  the  quantities 
found  suggesting  a direct  relationship  to 
the  severity  of  the  reaction.  Lahey  states 
that,  in  his  opinion,  “most  thyroid  deaths 
are  largely  liver  deaths.”  The  results  of 
the  thorough  review  by  Foss,  Hunt,  and 
McMillan  showed  that  neither  the  heart, 
liver,  thyroid,  or  thymus  alone  seemed  to 
be  at  fault  in  thyroid  crisis.  In  their  opin- 
ion, there  was  no  proof  that  thyroid  crisis 
followed  sudden  hypersecretion  of  thyrox- 
ine, epinephrine,  or  both.  Good  summaries 
of  the  present  concepts  of  thyroid  crises  are 
given  by  Foss,  Hunt,  and  McMillan,  and 
also  Pemberton.  One  reason  why  post- 
operative crisis,  in  association  with  typical 
exophthalmic  goiter  is  now  uncommon,  is 
that  these  patients  are  given  careful  pre- 
operative care. 

Postoperatively,  it  is  important  to  watch 
the  blood  pressure,  pulse,  respiration,  and 
temperature  because,  if  they  begin  to  rise, 
one  should  suspect  a thyroid  storm  or  crisis. 
When  a thyroid  crisis  begins  or  seems  im- 
minent, the  therapy  consists  of  the  judi- 
cious administration  of  sedation ; iodine 
medication  by  vein,  mouth  or  rectum;  oxy- 
gen therapy,  intravenous  glucose  and  fluid ; 
cold  compresses;  etc.  Occasionally  blood 
transfusions  have  been  given.  It  would  be 
interesting  to  see  what  effect  transfusions 
of  blood  from  patients  with  myxedema 
would  have  on  patients  with  a thyroid 
storm. 

Occasionally,  however,  in  spite  of  the 
above  measures,  the  patient  does  not  im- 
prove. In  such  instances,  the  use  of  spinal 
anesthesia  might  be  considered.  Crile  has 
reported  beneficial  results  following  spinal 
anesthesia  in  a few  cases  of  thyroid  crisis. 
Bartels,  Stuart,  and  Johnson  tried  it  in  one 
case.  While  the  immediate  clinical  im- 
provement was  striking,  the  patient  sub- 
sequently died.  The  procedure  is  not  irra- 
tional on  the  basis  that  spinal  anesthesia 
temporarily  denervates  the  adrenal  glands. 

To  date,  the  author  has  used  spinal  an- 
esthetic in  three  cases  of  thyroid  crisis.  One 
of  these  cases  has  been  reported  in  detail 
elsewhere;  in  all  three  cases,  the  patients 


recovered.  While  the  spinal  anesthetic  was 
not  the  only  treatment  used,  the  results 
were  so  satisfactory  that  the  author  would 
not  hesitate  to  use  it  upon  a patient  with 
severe  thyroid  storm  in  which  the  usual 
therapy  had  failed. 

Because  of  the  good  results  following  the 
use  of  spinal  anesthesia  in  cases  of  thyroid 
crises,  it  was  suggested  that  spinal  anes- 
thesia might  be  used  as  a preoperative 
measure  in  cases  of  severe  hyperthyroid- 
ism. 

To  date,  we  have  operated  upon  fifteen 
patients  with  severe  hyperthyroidism,  using 
a combination  of  intravenous  pentothal, 
spinal,  and  inhalation  anesthesia.  Under 
this  regimen  we  have  been  able  to  do  bi- 
lateral subtotal  thyroidectomy  upon  pa- 
tients who  heretofore  we  would  have  only 
done  stage  procedures.  The  basal  metabolic 
rate  in  these  patients  before  operation  was 
never  lower  than  forty  per  cent.  We  have 
been  impressed  with  the  smooth  operative 
and  postoperative  course  in  these  cases. 
The  whole  purpose  of  the  spinal  anesthesia 
as  used  in  these  cases  is  to  inhibit  medul- 
lary adrenal  releases  during  the  operation, 
which  would  forestall  the  occurrence  of  an 
immediate  severe  postoperative  reaction.  It 
was  not  the  intent  to  secure  anesthesia  to 
a level  (second  to  fourth  cervical  segment) 
which  would  permit  the  operation  being 
done  under  this  agency  alone.  It  is  im- 
portant that  a somatic  analgesia  to  about 
the  foui’th  dosal  segment  be  derived  from 
the  use  of  spinal  anesthesia,  if  one  hopes 
to  inhibit  the  splanchnic  nerves  to  the  ad- 
renal glands.  We  have  checked  the  anes- 
thesia by  noticing  when  the  patient  gives 
evidence  of  pain  by  pinching  the  skin  of 
the  chest  at  different  levels  while  the  pa- 
tient is  under  light  anesthesia. 

It  is  not  the  purpose  of  this  paper  to  rec- 
ommend the  use  of  spinal  anesthesia  in 
the  routine  treatment  of  thyroid  crisis.  In 
fact,  there  are  several  objections  that  might 
be  voiced  against  its  use:  (1)  spinal  anes- 
thesia is  not  a harmless  form  of  therapy  in 
itself  and  its  use  in  an  ill  patient  is  not 
without  danger;  (2)  there  is  no  definite 
proof  that  the  adrenal  glands  are  prima- 
rily at  fault  in  thyroid  crisis;  (3)  the  post 
hoc,  ergo  propter  hoc  type  of  reasoning  is 


14 


UNSOLVED  PROBLEMS  IN  HYPERTHYROIDISM— Rea 


January,  1944 


dangerous,  especially  when  other  medica- 
tions were  used;  and  (4)  thyroid  crisis  may 
cure  itself  spontaneously.  On  the  other  the 
whole  treatment  of  thyroid  crisis  is  symp- 
tomatic, and  until  a specific  cause  and  treat- 
ment for  the  condition  is  known  the  ther- 
apy will  be  rather  empirical.  It  would  seem 
justified  to  use  spinal  anesthesia  in  selected 
cases  when  the  usual  methods  of  treatment 
of  severe  thyroid  crisis  have  failed.  Cer- 
tainly its  use  in  the  operative  treatment  of 
severe  hyperthyroidism  would  seem  justi- 
fied and  the  risk  seems  less  than  it  would 
be  if  one  attempted  to  do  the  same  opera- 
tion without  spinal  anesthetic.  The  patients 
must  be  carefully  selected,  however,  and 
wholesale  application  of  the  method  cer- 
tainly is  not  warranted. 

Summary 

Some  impressions  concerning  the  treat- 
ment of  goiters  have  been  received.  A plea 
for  a more  rational  use  of  Lugol’s  solution 
is  made.  In  the  patient  with  severe  hyper- 
thyroidism, who  does  not  respond  well  to 
preoperative  therapy,  the  use  of  deep  X ray 
or  thyroidectomy  in  stages  has  been  usually 
carried  out,  although  the  use  of  the  former 
therapeutic  agent  is  limited. 

We  have  been  impressed  with  the  use  of 
spinal  anesthetic  as  an  adjunct  to  the  oper- 
ative and  postoperative  management  of 
severe  hyperthyroidism.  The  basis  of  the 
proposal  is  predicated  on  the  thesis  that  an 
effective  spinal  anesthesia,  which  would  in- 
hibit medullary  adrenal  releases  during  the 
operation,  would  help  to  forestall  the  oc- 
currence of  immediate  severe  postoperative 
reactions.  It  is  not  the  intent  to  secure  an- 
esthesia to  a level  (second  to  fourth  cervical 


segment)  which  would  permit  the  operation 
being  done  under  this  agency  alone.  On  the 
contrary,  a somatic  analgesia,  the  analgesic 
for  the  performance  of  the  operation  upon 
the  neck  being  obtained  with  the  use  of 
other  agents — usually  a combination  of  pen- 
tathol  and  cyclopropane.  The  idea  is  ra- 
tional and  feasible.  Further  investigation 
is  necessary  to  determine  how  valid  the 
premises  are. 
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VENEREAL  DISEASE  CASE  REPORTING  AS  A PROTECTION 
TO  THE  PHYSICIAN-PATIENT  RELATIONSHIP* 

MURRAY  C.  BROWN,  M.D.,  Director,  Nashville  V.  D.  Control  Program 


The  reporting  of  venereal  diseases  has 
always  been  sketchy  and  incomplete.  This 
has  been  in  large  part  due  to  the  nature  of 
the  diseases,  the  stigma  which  the  public 
attaches  to  them,  and  the  feeling  on  the 
part  of  the  physician  that  such  reports  rep- 
resent an  invasion  of  the  privacy  of  the 
physician-patient  relationship.  This  feel- 
ing that  reporting  invades  the  privacy  of 
the  doctor’s  office  has  undoubtedly  been  the 
most  important  factor  in  retarding  good 
venereal  disease  case  reporting. 

It  is  interesting  to  note  that  the  report- 
ing of  venereal  diseases  is  required  by  spe- 
cific statute.  Other  communicable  diseases 
are  for  the  most  part  reported  by  Health 


*Paper  read  before  the  Nashville  Academy  of 
Medicine  and  Davidson  County  Medical  Society, 
Nashville,  October  20,  1943. 


Department  regulation  under  general  pow- 
ers given  to  the  State  Health  Officer  by 
the  legislature.  The  State  Legislature  has 
taken  action  twice  in  the  past  decade,  the 
last  time  in  1943,  when  record  of  full  name 
and  address,  as  well  as  race,  sex,  age,  diag- 
nosis, and  other  medical  data,  were  made 
requisite.  That  there  should  have  been  at 
least  two  distinct  statutes  requiring  this 
case  reporting  is,  I believe,  significant.  Un- 
doubtedly, the  reporting  of  venereal  dis- 
eases when  first  instituted  did  represent  to 
some  degree  an  interference  with  the  phy- 
sician-patient relationship  and  was  also  det- 
rimental in  that  conscientious  physicians, 
when  they  reported  their  cases,  found  the 
patients  would  not  come  to  them  for  service 
because  they  would  be  reported  to  the 
Health  Department.  Many  patients  avoided 
the  door  of  the  ethical  practitioner  and 
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Fig.  1 

Spot  map  of  Nashville,  Tennessee,  showing  geographic  distribution  of  7,911  cases  of  venereal  disease 
reported  from  all  sources  between  January  1,  1942,  and  July  8,  1943. 
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appealed  to  the  quack  because  they  could 
be  sure  that  he  would  not  report  the  case. 

Paradoxically,  this  apparent  invasion  of 
the  doctor’s  private  office  is  today  a pro- 
tection to  the  physician-patient  relation- 
ship. That  protection  is  due  in  brief  to 
the  intensive  case-finding  activities  now 
going  on  in  the  field  of  venereal  diseases. 
There  are  some  twenty-five  sources  of  in- 
formation available  to  the  Health  Depart- 
ment, and  information  from  these  sources 
is  constantly  being  investigated  for  the  pur- 
pose of  finding  the  infected  person  and  mak- 
ing certain  he  is  under  treatment  by  ethical 
professional  hands. 

A brief  examination  of  Figure  1,  which 
is  a spot  map  showing  the  7,911  cases  of 
venereal  diseases  reported  from  all  sources 
between  January  1,  1942,  and  July  8,  1943, 
might  be  of  interest  at  this  point.  Of  this 
group  3,100  men  were  reported  by  Selective 
Service,  2,100  are  now  in  Nashville,  230  are 
in  the  Army,  and  715  are  in  other  cities. 
Some  of  these  men  were  already  under 
treatment  by  private  physicians  and  others 
desired  treatment  by  their  family  physi- 
cians when  their  infections  were  discovered. 
Those  already  reported  to  the  Health  De- 
partment as  under  treatment  in  private 
hands  could  be  reported  directly  to  Selec- 
tive Service  as  receiving  satisfactory  med- 
ical care.  Much  nuisance  to  the  patients, 
the  physicians,  and  the  Health  Department 
could  have  been  avoided  if  all  cases  under 
treatment  had  been  reported.  The  Health 
Department  discovered  that  many  selectees 
used  the  excuse  of  transferring  from  phy- 
sician to  physician  as  a “draft-dodging” 
ruse,  thinking  that  evading  treatment 
would  postpone  induction.  Case  reporting 
and  reporting  of  failure  to  continue  treat- 
ment would  have  simplified  this  problem. 
As  it  was,  this  had  to  be  discovered  by 
costly  field  work. 

Reports  from  the  Army  naming  women 
as  possible  sources  of  infection  of  soldiers 
in  the  City  of  Nashville  are  another  source 
which  must  be  followed  under  present  con- 
ditions. Where  such  a woman  was  under 
treatment  by  a private  physician  and  where 
that  physician  had  reported  the  case,  it  has 
been  necessary  only  to  advise  the  physician 
that  his  patient  had  been  named  as  a 


source  of  infection  and  leave  the  further 
disposition  of  the  case  to  him.  Where  the 
physician  had  failed  to  report  the  case,  the 
Health  Department  has  frequently  found 
that  the  patient  was  already  under  treat- 
ment after  expending  considerable  effort  in 
the  field  to  find  the  person  and  after  occa- 
sioning the  patient  some  embarrassment 
and  additional  trouble  in  visiting  the  clinic. 
This  is  not  only  inefficient,  but  involves  the 
Health  Department  in  the  physician-patient 
relationship  in  a way  which  is  distasteful 
to  all  of  us. 

Yet  the  value  of  making  certain  that  all 
infected  persons  obtain  treatment  cannot 
be  questioned  and  the  value  of  the  statistics 
obtained  by  accurate  and  complete  case  re- 
porting is  easily  demonstrated.  It  not  only 
gives  us  a measure  of  the  effort  being  ex- 
pended, but  examination  of  Figure  2 will 
reveal  that  the  key  to  practical  methods 
of  prevention  frequently  rests  in  having 
these  data  at  hand.  This  map  shows  the 
same  data  as  Figure  1 in  terms  of  the  per 
cent  of  the  population  of  each  census  tract 
in  the  City  of  Nashville.  You  will  note 
that  there  is  one  census  tract  with  a rate  of 
more  than  twenty-five  per  cent,  actually  in 
this  case  twenty-nine  per  cent.  There  is 
another  tract  with  a rate  of  about  twenty- 
two  per  cent.  These  per  cent  rates  cover 
only  an  eighteen-month  period  and  repre- 
sent only  reported  cases.  A little  investiga- 
tion revealed  that  these  two  high  incidence 
areas  were  the  areas  in  which  the  Army  is 
now  parking  its  convoys.  Soldiers  are  be- 
ing turned  loose  to  traverse  these  highly 
infected  areas  seeking  amusement,  and  they 
are  required  to  assemble  in  these  areas  to 
catch  their  convoy  back  to  camp.  It  takes 
very  little  imagination  to  see  the  potential- 
ities of  this  situation.  I am  glad  to  say  that 
arrangements  are  being  made  to  find  other 
parking  areas  in  which  wholesome  recrea- 
tion for  soldiers  will  be  provided,  and  I feel 
that  this  step  alone  may  prevent  more  in- 
fections than  the  treatment  of  several  hun- 
dred infected  women. 

The  Syphilis  Committee  of  the  academy 
requested  this  brief  statement  on  the  im- 
portance of  case  reporting  and  the  protec- 
tion which  it  provides  to  the  private  pa- 
tient because  a full  discussion  of  all  the 
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Rates  Per  Hundred 
of  All  Oases  of 
Venereal  Diseases  by 
Individual  Census  Tracts 
Reported  in  Nashville 
between  1-1-42  and 
7-8-43.  Based  on 
.1940  Census. 


Fig.  2 

Map  of  Nashville,  Tennessee,  showing  venereal  disease  cases  reported  between  January  1,  1942,  and 
June  8,  1943,  in  terms  of  per  cent  of  total  population  by  census  tracts. 


possible,  and  indeed  daily  occurring,  inva- 
sions of  the  privacy  of  the  patient  which 
result  from  failure  to  report  cases  has  wor- 
ried all  of  us.  In  order  to  further  simplify 
and  to  assist  physicians  in  case  reporting, 
this  department — after  discussion  with  the 
Syphilis  Committee — has  prepared  a series 
of  letters,  one  outlining  present  procedure, 
and  subsequent  letters  calling  attention  to 
specific  individual  failure  in  case  reporting. 
Wherever  it  is  necessary  to  query  a physi- 
cian for  completion  of  a case  report,  such 


data  as  we  already  have  will  be  placed  upon 
the  card  in  order  to  reduce  the  work  in- 
volved in  completion  of  the  report. 

In  closing  it  might  be  well  to  note  that 
case  reporting  in  Nashville  has  been  stead- 
ily improving  and  is  now  superior  to  that 
in  many  places.  We  would  like  to  believe 
that  the  assistance  of  the  Health  Depart- 
ment and  its  attempts  to  simplify  case  re- 
porting procedure  have  contributed  in  some 
small  part  to  this  condition. 
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CORONARY  OCCLUSION* 


SAMUEL  S.  RIVEN,  M.D.,  Nashvillef 

Coronary  occlusion,  first  described  by 
Herrick  in  1912,  has  received  so  much  at- 
tention in  the  past  ten  years  that  the  diag- 
nosis is  rarely  missed  nowadays.  Usage 
has  apparently  fixed  coronary  occlusion, 
coronary  thrombosis,  and  myocardial  in- 
farction as  synonyms,  although  there  are 
useful  differences  in  their  meanings.  Coro- 
nary thrombosis  refers  to  closure  of  a coro- 
nary branch  by  a thrombus  in  an  already 
diseased  artery,  initiated  by  rupture  of  the 
inner  lining  of  the  coronary  artery.  Myo- 
cardial infarction,  which  is  a morbid  con- 
dition of  the  heart  muscle  tissue  resulting 
from  obstruction  of  the  circulation,  al- 
though a result  of  acute  coronary  occlusion, 
does  not  always  follow  it.  Furthermore, 
clinical  and  post-mortem  evidence  suggest 
that  temporary  relative  ischemia  in  the 
heart  may  lead  to  myocardial  necrosis  and 
persistent  electrocardiographic  changes, 
characteristic  of  myocardial  infarction 
without  thrombosis  of  an  artery.  In  almost 
all  instances  arteriosclerosis  of  coronary 
vessels  is  present.  Occasionally  syphilis 
may  be  the  cause  of  the  occlusion.  One 
acquires  a much  clearer  understanding  of 
the  disease  and  a much  more  rational  pro- 
gram of  treatment  if  one  remembers  that 
coronary  occlusion  is  of  all  grades  of  se- 
verity, ranging  from  that  which  leads  to 
sudden  death  to  that  which  is  so  mild  that 
it  may  cause  only  few  if  any  symptoms. 

Consider  first  the  classical  case  of  coro- 
nary occlusion,  also  called  coronary  throm- 
bosis. The  patient  often  gives  a history  of 
having  had  mild  pain  over  the  heart  of 
short  duration,  preceded  by  breathlessness 
on  exertion  for  days  or  weeks  before  the 
severe  attack.  The  pain  is  usually  located 
under  the  sternum,  is  relieved  by  rest  or 
nitroglycerine,  and  is  made  worse  by  exer- 
tion, emotion,  or  mild  upper  respiratory 
infections  such  as  “colds.”  Not  infrequent- 
ly shortness  of  breath  is  noticed  after 

*Read  before  the  Middle  Tennessee  Medical  So- 
ciety November  11,  1943. 

fFrom  the  Department  of  Medicine,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Ten- 
nessee. 


climbing  a flight  of  steps.  These  symptoms 
are  frequently  present  for  months  or  years 
(though  sometimes  not  at  all)  before  the 
acute  attack  makes  its  appearance.  The 
inception  of  the  attack  presents  symptoms 
which  are  well  known;  pain  is  outstanding 
and  it  may  be  variously  described  as  a burn- 
ing, crushing,  or  aching  sensation;  instead 
of  being  of  short  duration  it  is  now  pro- 
longed, lasting  over  half  an  hour  and  usu- 
ually  for  several  hours.  Although  these 
various  types  are  characteristically  severe, 
sometimes  they  are  mild.  There  have  been 
reports  in  the  literature  of  painless  cases, 
but  in  such  instances  the  patient  has  prob- 
ably failed  to  volunteer  a statement  about 
it  because  it  may  have  been  so  mild  that 
he  has  forgotten  about  it.  The  occurrence 
of  prolonged  severe  attacks  of  pain  is  the 
general  rule,  the  pain  being  produced  by 
myocardial  ischemia.  Accompanying  the 
pain  is  a sensation  of  difficulty  in  breathing 
often  associated  with  a feeling  of  constric- 
tion. In  many  instances  this  is  accompa- 
nied by  apprehension,  vomiting,  and  shock. 
The  shock  may  be  very  severe,  lasting  for 
half  an  hour  or  more. 

The  characteristic  signs  following  an 
acute  attack  of  coronary  occlusion  are  as 
follows:  Early  in  the  attack  the  blood  pres- 
sure may  be  elevated ; this  is  followed  by 
a drop  in  the  blood  pressure,  narrowing 
of  the  pulse  pressure,  and  congestive  fail- 
ure (of  which  pulmonary  congestion  is  out- 
standing). Fever  usually  follows  in  twelve 
to  twenty-four  hours  and  varies  from  99.5 
to  100  degrees  by  mouth  for  a few  days 
and  leucocvtosis  of  12,000  to  14,000,  or  the 
fever  may  range  to  as  high  as  102  degrees 
without  subsiding  for  a week  or  ten  days 
and  an  accompanying  white  blood  cell  count 
of  20,000  or  more.  A friction  rub,  faint 
heart  sounds,  gallop  rhythm,  abnormalities 
in  cardiac  mechanism,  increased  sedimen- 
tation rate  of  red  blood  cells,  and  electro- 
cardiographic changes  all  appear  during  a 
severe  attack  and  are  due  to  myocardial 
infarction  rather  than  to  coronary  occlu- 
sion. 

The  presence  or  absence  of  fever  and 
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leucocytosis  and  a change  in  the  sedimen- 
tation rate  of  erythrocytes  are  of  consider- 
able help  in  determining  whether  or  not 
infarction  has  actually  taken  place  after 
an  attack  of  pain,  change  in  the  sedimen- 
tation rate  being  the  most  sensitive  factor. 
A persistent  fever  and  increased  sedimen- 
tation rate  are  more  prone  to  occur  with 
larger  infarcts  in  the  myocardium,  and  the 
smaller  the  infarct  the  more  favorable  the 
future  of  the  individual. 

Because  objective  evidence  of  myocardial 
damage  can  be  obtained  with  the  electro- 
cardiographic method,  its  use  is  more  in- 
formative in  coronary  occlusion  with  myo- 
cardial infarction  than  in  any  other  form 
of  heart  disease.  The  characteristic  changes 
are  so  typical  as  to  make  a diagnosis  possi- 
ble without  the  aid  of  any  other  data.  The 
evidence  of  myocardial  infarction  is  shown 
by  a definite  sequence  of  characteristic 
modifications  of  both  the  initial  and  final 
deflections  of  the  ventricular  complex.  In 
the  normal  electrocardiogram  the  T-waves 
are  upright  in  leads  one  and  two,  upright 
or  inverted  in  lead  three,  and  upright  in 
the  precordial  leads.  These  waves  may  be 
low  or  in  an  abnormal  direction  if  the  pa- 
tient has  diseased  areas  in  the  muscles  of 
the  ventricle  or  an  infarction  sustained 
from  a coronary  occlusion.  If  the  segment 
between  the  QRS  and  the  T-wave  is  ele- 
vated or  depressed,  the  record  shows  a high 
or  low  ST  take-off  of  ST  segment.  If  such 
a high  take-off  occurs  in  lead  one  and  if 
there  is  a downward  indication  in  lead 
three,  it  would  suggest  that  anterior  in- 
farction has  taken  place.  If  such  a high 
ST  take-off  occurs  in  lead  three  with  a 
downward  indication  in  lead  one,  throm- 
bosis in  the  right  coronary  artery  with 
infarction  is  suggested  by  the  electrocar- 
diogram. This  usually  occurs  at  the  base 
of  the  left  ventricle  posteriorly,  not  infre- 
quently involving  the  adjacent  part  of  the 
interventricular  septum. 

In  either  type  of  infarction  the  ST  seg- 
ment tends  to  return  in  the  course  of  time 
to  the  original  isoelectric  level  and  at  the 
same  time  the  inverted  T-wave  tends  to 
increase  in  depth  and  width.  Just  before 
the  disappearance  of  the  shift,  the  ST  seg- 
ment may  present  an  upward  convexity  fol- 


lowed by  more  or  less  sharply  inverted  T- 
waves.  It  is  essentially  a diphasic  T-wave 
directed  first  upwardly  and  then  down- 
wardly. This  is  known  as  the  so-called 
coronary  T-wave  of  Pardee,  indicative  of 
coronary  occlusion.  In  lead  three,  changes 
in  the  ST  segment  unaccompanied  by 
changes  in  other  leads  are  not  so  signifi- 
cant. These  changes  begin  to  develop  im- 
mediately after  the  occlusion  and  may  re- 
quire months  for  their  complete  evolution. 
The  alterations  in  the  initial  ventricular 
complex  are  usually  permanent,  but  the 
tendency  of  the  ventricular  complex  to 
change  from  day  to  day  in  a characteristic 
manner  is  of  great  importance. 

In  the  precordial  or  chest  lead,  with  the 
exploring  electrode  over  the  apex,  an  ante- 
rior infarct  causes  a disappearance  of  the 
R-wave  and  an  upward  T-wave  with  char- 
acteristic high  take-off.  This  T-wave  later 
becomes  inverted.  Because  the  posterior 
surface  of  the  heart  is  so  distant  from  the 
chest  wall,  posterior  infarcts  are  not  read- 
ily revealed  in  the  chest  leads,  but  in  spite 
of  this  weakness  it  must  be  emphasized  that 
the  use  of  precordial  leads  has  increased 
the  accuracy  of  the  diagnosis.  Previous  to 
the  use  of  precordial  leads,  serial  limb  elec- 
trocardiograms were  necessary  to  establish 
the  diagnosis  and  with  this  method  many 
instances  of  myocardial  infarction  were 
missed.  The  use  of  precordial  leads  not 
only  helps  to  localize  the  infarct,  but  is 
also  a reliable  aid  in  ascertaining  the  size 
of  the  infarct.  If  only  one  precordial  lead 
is  used,  the  site  of  a small  infarct  may  be 
missed  if  the  exploring  electrode  is  placed 
just  to  the  right  or  left  of  the  lesion. 
Therefore,  multiple  precordial  leads  in 
doubtful  instances  become  most  important 
for  the  localization  of  infarcts. 

Thickening  of  the  coronary  arteries  with- 
out thrombosis  is  apt  to  produce  irregular 
electrocardiographic  changes  involving  any 
or  all  of  the  waves  and  complexes,  the 
extent  of  such  changes  depending  on  the 
extent  of  the  heart  muscle  damage  caused 
by  the  arterial  disease.  Such  changes,  how- 
ever, are  not  characteristic  and  have  no 
diagnostic  value,  since  myocardial  damage 
from  any  other  cause  may  produce  similar 
alterations.  Sometimes  an  entirely  normal 
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tracing  is  obtained  in  the  presence  of  ex- 
tensively diseased  coronary  arteries.  Nor- 
mal electrocardiograms  have  been  obtained 
in  some  instances  a few  days  and  even  a 
few  hours  before  the  occurrence  of  an  acute 
occlusion.  Sometimes  even  after  the  oc- 
clusion, a tracing  is  obtained  which  pre- 
sents little  or  no  deviation  from  the  normal, 
although  several  hours  later  typical  electro- 
cardiographic changes  may  develop. 

The  course  of  the  disease  follows  no  fixed 
rule.  Some  patients  survive  mild  attacks 
and  the  younger  do  better  than  the  older 
patients,  but  the  course  of  patients  who 
survive  an  acute  attack  of  coronary  occlu- 
sion is  on  the  whole  unfavorable.  A crip- 
pling process  sets  in  and  the  most  danger- 
ous and  not  unusual  complication  of  an 
acute  myocardial  infarction  is  another  myo- 
cardial infarction.  The  initial  attack  is 
rarely  fatal,  particularly  in  young  people, 
but  it  leads  to  impairment  of  cardiac  func- 
tion. It  is  exceedingly  difficult  to  predict 
the  outcome  of  the  individual  case  of  coro- 
nary occlusion.  From  the  record  of  careful 
histories,  the  course  is  thought  to  last  many 
years,  and  it  is  almost  impossible  to  esti- 
mate actual  duration  of  life  after  an  at- 
tack. As  for  the  mortality  rate,  there  ^ire 
four  outstanding  factors  which  may  in- 
fluence it — namely  (1)  the  age  of  the  pa- 
tient (the  mortality  rate  being  lower  be- 
tween forty  to  fifty  and  higher  between 
sixty  to  seventy) ; (2)  the  number  of  at- 
tacks, many  fewer  deaths  occurring  in  ini- 
tial attacks,  while  the  rate  is  high  in  sub- 
sequent attacks;  (3)  the  severity  of  clinical 
manifestations  (a  higher  mortality  for  se- 
verely ill  patients)  ; and  (4)  the  extent  of 
electrocardiographic  changes. 

It  has  been  noted  that  sudden  death  may 
occur  in  this  disease,  and  the  probability  of 
sudden  death  increases  with  the  number  of 
previous  attacks.  Levy  states  that  the  cur- 
rent notion  that  coronary  thrombosis  is  the 
immediate  cause  of  death  is  erroneous.  It 
increases  the  liability  to  sudden  death  by 
suddenly  reducing  the  functional  capacity 
of  an  already  impaired  circulation;  but  the 
cause  of  death  is  coronary  insufficiency  with 
cessation  of  the  heart  beat.  That  death  is 
not  immediate  after  coronary  thrombosis  has 
been  adequately  proven  in  many  reported 


series  of  cases.  The  thrombosis  at  autopsy 
is  usually  well  organized,  adherent  to  the 
arterial  wall,  and  had  formed  at  least  sev- 
eral hours  or  days  before  the  heart  beat 
ceased.  Other  immediate  causes  of  death 
are  ventricular  fibrillation,  embolism,  and 
ventricular  rupture.  Here  again  myocar- 
dial infarction  is  at  least  a few  days  old 
before  such  a complication  occurs.  If  we 
assume  the  absence  of  complications,  then 
indication  of  large  infarctions  are  of  grave 
significance  and  lead  to  sudden  death. 
Clinically,  the  signs  are  either  shock  or 
congestive  heart  failure  or  both.  Broncho- 
pneumonia adds  to  the  gravity  of  the  con- 
dition, and  although  not  necessarily  fatal 
may  be  so. 

A combination  of  the  varied  peripheral 
and  central  phenomena  comprising  the 
clinical  picture  of  shock  appears  in  more 
than  fifty  per  cent  of  cases.  In  others, 
though  present,  it  is  overshadowed  by  man- 
ifestations of  congestive  failure.  It  is  often 
severe  when  pain  is  marked,  but  may  ap- 
pear alone  without  congestive  failure  in 
many  instances. 

Cerebral  vascular  accidents  following 
cardiac  infarction  are  not  infrequent  and 
occur  in  ten  to  twenty  per  cent  of  an  aver- 
age series  of  cases.  These  accidents  are 
more  freely  thrombotic  than  embolic,  de- 
pending on  local  vascular  fault.  It  may  be 
that  rapid  fall  in  arterial  tension  after 
injury  to  the  heart  is  enough  to  cause  for- 
mation of  a thrombus  where  disease  is  al- 
ready present.  Embolism  of  cardiac  origin 
is  not  usually  fatal  unless  to  the  leg,  brain, 
or  mesentery.  There  is  no  available  method 
of  forecasting  embolism,  rupture,  and  syn- 
copal death ; therefore,  the  prognosis  in 
coronary  thrombosis  rests  on  probability. 
On  the  other  hand,  it  has  recently  been 
demonstrated  by  Bland  and  White  that  with 
careful  management  and  proper  coopera- 
tion a large  number  of  patients  survive  a 
decade  or  more  and  lead  useful  and  happy 
lives. 

Treatment 

As  soon  as  the  diagnosis  of  coronary  oc- 
clusion has  become  established,  the  treat- 
ment becomes  immediate  and  follows  a 
definite  pattern.  Recognizing  the  fact  that 
no  two  cases  are  alike,  yet  the  first  twenty- 
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four  hours  are  critical  ones,  and  the  value 
of  intelligent  treatment  is  most  urgent  and 
carries  a great  responsibility. 

In  most  instances  the  attack  is  violent, 
precipitated  by  pain  of  a severe  nature, 
and  the  management  from  the  onset  is 
important.  Severe  pain  and  its  attending 
anxiety  are  usually  relieved  by  the  liberal 
use  of  morphine  sulfate.  Inasmuch  as  the 
pain  is  sometimes  excruciating,  the  mor- 
phine is  frequently  given  in  larger  than 
usual  doses  and  repeated  more  often.  The 
pain  acts  as  an  antidote  to  the  morphine; 
but  since  it  sometimes  happens  that  even 
severe  pain  may  suddenly  subside  sponta- 
neously, overdosage  must  be  carefully 
watched,  indicated  first  by  respiratory  de- 
pression. Frequent  check  of  respiratory 
rate  yields  such  information.  Another 
measure  for  the  relief  of  severe  pain  is  the 
use  of  oxygen. 

After  subsidence  of  severe  pain,  mor- 
phine will  probably  be  replaced  by  milder 
sedatives  such  as  barbiturates.  Barbitu- 
rates, in  small  doses,  reduce  nervous  ex- 
citability and  control  the  fear  and  anxiety 
which  intensify  the  distress  of  acute  coro- 
nary occlusion. 

After  a period  of  twelve  to  twenty-four 
hours  from  the  onset  of  the  attack,  the  pain 
has  usually  subsided.  Following  this  the 
treatment  of  a patient  with  acute  coronary 
occlusion  becomes  largely  symptomatic. 
The  treatment,  therefore,  resolves  itself 
into  the  use  of  physical  measures  which  will 
lighten  the  work  of  the  heart,  judicious  use 
of  drugs,  expert  medical  guidance,  and  well- 
planned  and  thoughtfully  executed  nursing 
care.  The  aim  in  the  nursing  care  is  the 
achievement  of  complete  physical  and 
mental  rest. 

Instruction  of  the  patient  as  to  the  im- 
portance of  complete  rest  is  not  enough; 
the  treatment  must  be  planned  so  thorough- 
ly that  overexertion  cannot  occur.  Since 
mental  rest  is  so  important  in  preventing 
restlessness,  visitors  must  be  strictly  lim- 
ited. Absolute  bed  rest  implies  that  self- 
feeding or  any  form  of  exertion  is  pro- 
hibited. In  the  first  twenty-four  to  forty- 
eight  hours  after  the  onset  of  the  acute  epi- 
sode, it  may  be  advisable  to  forego  the  daily 
bath,  etc.,  in  favor  of  rest  for  the  patient. 


When  it  is  necessary  to  turn  the  patient, 
enough  assistance  should  be  at  hand  to  do 
it  easily. 

The  fact  that  the  patient  may  be  in  a 
state  of  shock  influences  the  plan  of  treat- 
ment. In  shock,  the  periphery  may  be  ac- 
tually cold  even  in  the  presence  of  a true 
fever;  therefore,  a rectal  temperature  is 
more  accurate  than  an  oral  temperature. 
Marked  oliguria  may  occur  as  a result  of 
low  blood  pressure.  Since  the  kidneys  are 
unable  to  excrete  urine  if  the  blood  pres- 
sure falls  to  about  eighty  millimeters  of 
mercury,  to  catheterize  the  patient  is  use- 
less. 

Many  patients  prefer  little  or  no  food 
during  the  early  stages  of  the  attack,  and 
whatever  food  is  given  shoud  be  liquid  or 
semisolid,  easily  digested,  and  in  small 
quantities.  Master,  Jaffe,  and  Dack  recom- 
mend the  use  of  a low-caloric  diet  and  un- 
dernutrition, believing  that  it  lessens  the 
work  of  the  heart  without  decreasing  its 
efficiency  and  thereby  lowering  the  mor- 
tality. 

Distention,  likely  to  be  a problem,  is 
sometimes  relieved  by  the  use  of  a rectal 
tube.  It  is  important  to  remember  that  a 
rectal  tube  left  in  place  longer  than  about 
twenty  minutes  will  cease  to  be  effective. 
Since  there  is  usually  little  food  given  for 
the  first  few  days,  there  is  little  need  to 
worry  if  the  patient  does  not  have  a bowel 
movement  for  two  or  three  days.  Straining 
at  stool  is  to  be  avoided.  Retention  oil 
enemas,  given  with  a small  rectal  tube,  are 
often  well  tolerated  and  effective  in  pre- 
venting constipation.  Cleansing  enemas 
should  be  given  only  in  small  amounts  and 
with  little  pressure  to  prevent  discomfort 
during  the  giving  and  expulsion.  Care 
must  be  taken  to  avoid  any  rectal  discom- 
fort as  even  fatal  collapse  may  occur  from 
rectal  straining. 

For  a period  from  four  to  six  weeks  from 
the  onset  of  the  acute  attack,  nursing  sur- 
veillance must  be  continuous,  as  complica- 
tions are  always  a possibility  and  many  of 
them  are  serious.  Relaxation  of  care  must 
be  avoided.  One  of  the  more  frequent  com- 
plications is  rupture  of  the  ventricle  with 
sudden  death.  Rupture  is  most  likely  to 
occur  from  the  fourth  to  seventh  day  when 
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the  softening  of  the  infarct  is  greatest. 
Another  is  the  onset  of  paroxysms  of  ven- 
tricular tachycardia  which,  while  not  com- 
mon, may  be  very  serious.  A sudden  in- 
crease of  the  heart  rate  to  160  or  more 
w'ith  a regular  rhythm  may  forecast  the 
onset  of  such  an  attack.  This  is  usually 
accompanied  by  a fall  in  blood  pressure. 
The  use  of  quinidine  is  indicated  and  may 
produce  prompt  arrest  of  an  attack. 

Auricular  fibrillation,  another  complica- 
tion, may  be  recognized  by  taking  the  apical 
radial  pulse.  The  technique  of  taking  the 
apical  radial  pulse  necessitates  the  count- 
ing simultaneously  of  the  pulse  at  the  wrist 
and  at  the  apex.  If  the  pulse  deficit  is  in- 
creased and  the  rate  is  rapid,  auricular 
fibrillation  must  be  suspected.  On  the  other 
hand,  if  the  rate  is  low,  the  arrythmia  is 
due  to  extrasystoles,  still  another  complica- 
tion. Quinidine  frequently  is  given  early 
in  the  attack  to  prevent  these  arrythmias. 

Embolism  may  occur  within  the  first  few 
days  and  is  usually  indicated  by  severe 
pain  at  the  site  of  the  embolus.  An  em- 
bolus coming  from  the  right  ventricle  may 
cause  pulmonary  embolism.  An  embolus 
coming  from  the  left  ventricle  may  cause 
hemiplegia,  renal,  or  splenic  infarcts. 

Another  and  very  frequent  complication 
is  congestive  failure.  In  most  instances 
it  is  rather  mild  and  digitalis  need  not  be 
administered ; however,  later  in  the  course 
of  the  illness,  it  may  be  severe  and  even 
accompanied  by  pulmonary  edema.  When 
this  occurs,  it  becomes  necessary  to  digi- 
talize the  patient.  This  should  be  done 
more  cautiously  than  in  the  treatment  of 
other  types  of  congestive  failure.  Some  ob- 
servers believe  that  early  in  an  attack  of 
coronary  thrombosis,  digitalis  is  contra- 
indicated and  may  even  be  fatal.  However, 
in  cases  in  which  the  heart  is  failing  suffi- 
ciently to  require  digitalis,  it  would  be  a 
mistake  to  withhold  it.  This  is  especially 
true  if  congestive  failure  is  accompanied 
by  paroxysmal  attacks  of  auricular  fibril- 
lation. 

The  extended  bed  rest,  so  important  in 
the  formation  of  a small  and  firm  scar  in 
the  myocardium,  may  prove  irksome  to  the 
patient  unless  the  physician  and  nurse  are 
ingenious  in  providing  recreational  therapy 


to  while  away  the  long  hours  of  the  month, 
or  six  weeks,  or  eight  weeks,  or  whatever 
period  of  rest  is  indicated.  Suggested  types 
of  recreational  therapy  include:  reading, 
needlework,  making  scrapbooks,  or  games 
which  require  little  physical  exertion,  such 
as  chess,  checkers,  or  puzzles. 

After  the  patient  has  recovered  from  the 
acute  phase  of  an  attack  of  coronary  oc- 
clusion, a plan  for  the  future  should  be  ar- 
ranged for  the  patient.  Such  a plan  should 
include  directions  as  regards  activity,  diet, 
prevention  of  infection,  and  medication. 

As  Regards  Activity. — The  patient  is  ad- 
vised to  be  in  bed  nine  hours  every  night. 
If  at  all  possible,  a couch  should  be  kept 
in  the  patient’s  office  and  he  be  advised 
to  lie  down  for  a full  hour  after  the  noon 
meal,  or  if  this  is  not  possible  to  go  home 
for  the  noon  meal  and  lie  down  there  for 
an  hour.  Any  activity  which  causes  short- 
ness of  breath  or  w'hich  induces  a feeling 
of  heaviness  in  the  chest  should  be  avoided. 
Mild  physical  exertion  which  does  not  pro- 
duce either  of  these  symptoms  wrill  be  bene- 
ficial rather  than  harmful,  and  such  exer- 
cise should  be  taken  regularly.  Short  walks 
may  be  planned  beginning  at  about  one- 
fourth  mile  twice  a day  and  gradually  in- 
creasing until  walks  of  one-half  mile  are 
being  taken  twice  daily.  The  physician 
sometimes  advises  the  patient  to  take  one 
of  the  nitroglycerine  tablets  under  the 
tongue  before  starting  out  for  the  walk. 
The  combination  of  exercise  and  nitrogly- 
cerine tends  to  keep  the  coronary  arteries 
of  the  heart  well  open. 

As  Regards  Diet. — First  of  all,  gain  in 
weight  should  be  discouraged,  and,  if  the 
patient  is  slightly  obese,  a loss  of  five  to 
ten  pounds  during  the  year  should  be  en- 
couraged. The  regular  meals  should  be 
quite  small  and  should  be  restricted  as  re- 
gards fats  to  one  teaspoonful  of  cream  per 
meal  and  one  pat  of  butter  per  meal  and 
fat  meat  should  be  eliminated  entirely.  One 
should  not  exceed  more  than  two  second 
helpings  of  one  of  the  starchy  foods  at 
any  given  meal,  and  if  there  is  a tendency 
to  gain  weight,  starches  should  be  limited 
to  one  helping  per  meal.  One  should  have 
one  average-sized  piece  of  meat  at  each 
meal,  including  breakfast,  and  eat  mod- 


January,  1944 


CORONARY  OCCLUSION— Riven 


23 


erately  of  green  vegetables  and  fruit.  In 
addition  to  the  regular  meals  which  should 
be  several  in  number,  it  will  be  well  to  take 
a little  food  two  and  a half  hours  after 
breakfast  and  two  and  a half  hours  after 
the  noon  meal.  The  patient  should  be  ad- 
vised that  the  heart  will  get  along  better 
with  frequent  small  amounts  of  nourish- 
ment rather  than  large  meals. 

As  Regards  Prevention  of  Infection. — 
The  factors  which  are  particularly  likely 
to  aggravate  the  patient  with  coronary  oc- 
clusion are  colds,  influenza,  sore  throat,  and 
pneumonia.  The  patient  should  be  advised 
to  avoid  persons  who  have  such  infections. 
It  should  be  emphasized  that  the  patient 
must  be  most  careful  about  avoiding  ex- 
posure to  rainy  and  very  cold  weather  and 
public  gatherings  as  much  as  possible  in 
the  winter  time.  Another  good  plan  is  to 
try  to  spend  at  least  three  weeks  a year 
during  the  winter  in  a warm  climate  on  a 
vacation  and  to  take  an  equally  long  vaca- 
tion sometime  during  the  summer  months. 

As  Regards  Medication. — If  the  patient 
has  been  digitalized  before  leaving  the  hos- 
pital, the  physician  will  probably  order  a 
maintenance  dose  of  digitalis.  If  nausea 
appears,  digitalis  should  be  omitted  for 
twenty-four  hours.  Nitroglycerine  may  be 
taken  twice  a day  before  walks  if  the  pa- 
tient is  having  angina  pectoris,  as  referred 
to  above,  and  nitroglycerine  should  be  at 


hand  at  all  times,  taking  it  whenever  an- 
ginal pain  occurs.  Aside  from  this,  no 
other  medication  is  needed  except  sedatives 
for  sleep  if  indicated.  Whenever,  for  any 
reason,  the  patient  is  under  any  condition 
of  severe  mental  strain,  such  as  might  occur 
with  the  illness  of  a member  of  a family,  it 
will  be  well  to  take  any  of  the  barbiturates 
such  as  phenobarbital. 

Perhaps  the  most  important  advice  to 
the  patient  leaving  the  hospital  is  to  do 
everything  to  avoid  excessive  worry  and 
mental  stress.  These  are  more  likely  to 
aggravate  attacks  of  angina  pectoris  which 
frequently  follows  than  is  physical  exer- 
tion. It  must  be  stressed  and  impressed 
upon  the  patient  to  follow  restrictions,  but 
beyond  this  to  forget  the  heart.  It  is  with 
the  aim  of  preventing  the  patient  from  be- 
coming a cardiac  invalid  that  the  patient 
is  advised  to  return  at  long  rather  than 
frequent  intervals  to  the  physician’s  office. 

Although  coronary  diseases  is  one  of  the 
most  crippling  of  diseases  of  the  heart,  the 
prognosis  is  not  wholly  gloomy.  Many  pa- 
tients recover  to  such  an  extent  that  they 
may  be  permitted  considerable  activity,  and 
as  in  all  diseases,  a healthy  psychic  view- 
point is  of  great  benefit.  This,  combined 
with  judicious  rest,  restricted  activities,  and 
good  hygiene,  will  reward  patient  and  doc- 
tor alike. 
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The  following  is  a list  of  Tennessee  doc- 
tors who  have  applied  for  a commission  in 
the  Army  or  Navy.  They  are  arranged  in 
two  categories  as  follows:  first,  those  who 
have  been  commissioned  and  are  on  duty; 
second,  those  who  have  applied  for  a com- 
mission and  been  rejected  on  physical 
grounds.  The  list  under  each  category  is 
arranged  according  to  counties. 

The  list  is  not  complete  according  to  the 
date  of  publication.  It  is  accurate  in  so  far 
as  our  information  goes  as  of  the  date  the 
Journal  goes  to  press. 

THE  HONOR  ROLL  OF  THE  MEDICAL  PRO- 
FESSION IN  TENNESSEE  NOW  SERV- 
ING IN  THE  ARMED  FORCES 


County  Name  Address 

Anderson — P.  M.  Dings Briceviile 

Anderson — A.  K.  Morris Fork  Mountain 

Anderson — Geo.  M.  Kelley Lake  City 

Anderson — Horton  DuBard Knoxville 

Bedford — H.  J.  Shull Shelbyville 

Blount — R.  H.  Haralson Maryville 

Blount — Joseph  T.  Marshall Chattanooga 

Blount — Lowell  E.  Vinsant Maryville 

Bradley — Dwight  N.  Arnold Cleveland 

Bradley — A.  L.  Ball Cleveland 

Bradley — Wm.  A.  Garrott Cleveland 

Bradley — Claud  H.  Taylor Cleveland 

Bradley — Madison  S.  Trewhitt Cleveland 

Campbell — 0.  H.  Coleman* LaFollette 

Campbell — Jos.  McCoin LaFollette 

Carter — H.  B.  Damron Elizabethton 

Carter — E.  L.  Caudill,  Jr Elizabethton 

Carter — J.  B.  Warren Elizabethton 

Carter — W.  W.  Evans Elizabethton 

Claiborne — E.  A.  McEver Pruden 

Clay — A.  L.  Buell Celina 

Cocke — Haynes  B.  Cates Newport 

Cocke — W.  C.  Ruble,  Jr Newport 

Cocke — Glenn  C.  Shults Newport 

Coffee — G.  W.  Shelton Manchester 

Cumberland — Price  H.  Duff Crossville 

Davidson — Geo.  A.  Hatcher Cedar  Grove,  N.  J. 

Davidson — David  F.  Johnson Madison  College 

Davidson — -James  T.  Allen Nashville 

Davidson — James  P.  Anderson Nashville 

Davidson — John  W.  Anderson Nashville 

Davidson — Jos.  D.  Anderson Nashville 

Davidson — Ralph  Angelucci Nashville 

Davidson — Ralph  V.  Ashbaugh Nashville 

Davidson — Robert  D.  Beech Nashville 

Davidson — F.  T.  Billings Nashville 

Davidson — James  Frazier  Binns Nashville 

Davidson — R.  W.  Blumberg Nashville 

Davidson — H.  K.  Brask Nashville 

Davidson — Robert  N.  Buchanan,  Jr. Nashville 


*Deceased. 


Davidson — Ransom  R.  Buchholz Nashville 

Davidson — F.  W.  Buckner Nashville 

Davidson — John  C.  Burch Nashville 

Davidson — Roger  B.  Burrus Nashville 

Davidson — B.  F.  Byrd,  Jr Nashville 

Davidson — Newton  A.  Cannon Nashville 

Davidson — Henry  M.  Carney Nashville 

Davidson — Geo.  K.  Carpenter Nashville 

Davidson — Arthur  H.  Cassady Nashville 

Davidson — Lee  Farrar  Cayce Nashville 

Davidson — James  C.  Chambliss Nashville 

Davidson — Jesse  H.  Chandler  (Col.) Nashville 

Davidson — Sam  C.  Cowan,  Jr Nashville 

Davidson — R.  R.  Crutcher Nashville 

Davidson — Marion  I.  Davis Nashville 

Davidson — Walter  L.  Diveley Nashville 

Davidson — Thos.  A.  Donnel Nashville 

Davidson — R.  L.  Dozier,  Jr Nashville 

Davidson — J.  J.  Eberhart Nashville 

Davidson — P.  C.  Elliott Nashville 

Davidson — Frank  F.  Ellis Nashville 

Davidson — Joe  W.  Fenn Nashville 

Davidson — Ray  O.  Fessey Nashville 

Davidson — C.  M.  Fishbach Nashville 

Davidson — Benjamin  P.  Folk Nashville 

Davidson — Garth  E.  Fort Nashville 

Davidson — S.  F.  Fowler Nashville 

Davidson — John  W.  Frazier,  Jr Nashville 

Davidson — Thos.  F.  Frist Nashville 

Davidson — R.  K.  Galloway Nashville 

Davidson — James  C.  Gardner Nashville 

Davidson — Dan  C.  Gary Nashville 

Davidson — Hamilton  V.  Gayden Nashville 

Davidson — L.  R.  Gayden Nashville 

Davidson — H.  L.  Gilliand Nashville 

Davidson — J.  E.  Goldsberry Nashville 

Davidson — David  K.  Gotwald Nashville 

Davidson — Thos.  Grizzard Nashville 

Davidson — Laurence  A.  Grossman Nashville 

Davidson — James  W.  Harrison Nashville 

Davidson — James  T.  Hayes Nashville 

Davidson — Harold  B.  Henning Nashville 

Davidson — Rafael  Hernandez  (Col.) Nashville 

Davidson — Irving  R.  Hillard Nashville 

Davidson — Charles  Fowler  Hollabaugh Nashville 

Davidson— Nathan  P.  Horner Nashville 

Davidson — Geo.  B.  Hubbard Nashville 

Davidson — Vernon  Hutton,  Jr Nashville 

Davidson — D.  J.  Johns,  Jr Nashville 

Davidson — Geo.  S.  Johnson Nashville 

Davidson — Harry  D.  Jones Nashville 

Davidson — Sam  Ogle  Jones Nashville 

Davidson — Allen  Kennedy Nashville 

Davidson — W.  G.  Kennon,  Jr Nashville 

Davidson — G.  E.  Kinzel Nashville 

Davidson — James  A.  Kirtley,  Jr Nashville 

Davidson — W.  J.  Lee,  Jr Nashville 

Davidson — Herman  Levinson Nashville 

Davidson — R.  Carl  Light Nashville 

Davidson — Rudolph  A.  Light Nashville 

Davidson — Jas.  A.  Loveless Nashville 

Davidson — J.  P.  Lowe Nashville 
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Davidson — Sol  Lowenstein Nashville 

Davidson — Jas.  R.  McMillan Nashville 

Davidson — Robt.  H.  Magruder Nashville 

Davidson — C.  G.  deGutierrez-Mahoney Nashville 

Davidson — Travis  H.  Martin Nashville 

Davidson — James  H.  Matthews Nashville 

Davidson — Benjamin  R.  Mayes Nashville 

Davidson — Jas.  G.  Mead Nashville 

Davidson — Chas.  A.  Mella Nashville 

Davidson — Cleo  M.  Miller Nashville 

Davidson — Hugh  H.  Mills Nashville 

Davidson — Theodore  Morf ord Nashville 

Davidson — Hugh  J.  Morgan Nashville 

Davidson — N.  B.  Morris Nashville 

Davidson — Paul  G.  Morrissey,  Jr Nashville 

Davidson — Max  K.  Moulder Nashville 

Davidson — John  R.  Olson Nashville 

Davidson — Fred  W.  T.  Overton Nashville 

Davidson — Wm.  T.  Palm Nashville 

Davidson — Jos.  H.  Patterson Nashville 

Davidson — Robt.  C.  Patterson,  Jr Nashville 

Davidson — E.  White  Patton Nashville 

Davidson — George  C.  Porter  (Col.) Nashville 

Davidson — John  C.  Ransmeier Nashville 

Davidson — S.  B.  D.  Rhea Nashville 

Davidson — E.  L.  Rippy .* Nashville 

Davidson — E.  M.  Robinson Nashville 

Davidson — Louis  Rosenf eld Nashville 

Davidson — A.  F.  Russell Nashville 

Davidson — Jos.  H.  Sayers,  Jr Nashville 

Davidson — Robert  E.  Schell Nashville 

Davidson — Jesse  F.  Scott Nashville 

Davidson — Jos.  A.  Scott Nashville 

Davidson — Ewing  Seligman Nashville 

Davidson — Maurice  Seligman Nashville 

Davidson — Melvin  M.  Simmons Nashville 

Davidson — Henry  Carroll  Smith Nashville 

Davidson — Joe  M.  Strayhorn Nashville 

Davidson — Thos.  B.  Stone 1 Nashville 

Davidson — Wm.  A.  Sullivan Nashville 

Davidson — A.  J.  Sutherland,  Jr Nashville 

Davidson — A.  B.  Thach,  Jr Nashville 

Davidson — W.  0.  Tirrill,  Jr Nashville 

Davidson — Chas.  C.  Trabue Nashville 

Davidson — H.  M.  Truebger Nashville 

Davidson — William  H.  Tucker Nashville 

Davidson — W.  A.  Van  Nortwick Nashville 

Davidson — Paul  L.  Warner Nashville 

Davidson — Thos.  S.  Weaver Nashville 

Davidson — B.  M.  Weinstein Nashville 

Davidson — Arthur  L.  White Nashville 

Davidson — Joe  T.  Whitfield Nashville 

Davidson — Claiborne  Williams Nashville 

Davidson — W.  C.  Williams Nashville 

Davidson — Herbert  Wilson,  Jr Nashville 

Davidson — W.  C.  Winton Nashville 

Davidson — Jos.  C.  Wood Nashville 

Davidson — Thos.  E.  Wyatt Nashville 

Davidson — Chas.  R.  Yancey Nashville 

Davidson — Hugh  Amos Old  Hickory 

Davidson — Alvin  Hawkins Old  Hickory 

Davidson — A.  S.  Koenig Old  Hickory 

Davidson — E.  B.  Rhea Old  Hickory 

Dickson — W.  M.  Jackson Dickson 

Dyer — W.  E.  Anderson Dyersburg 


Dyer — J.  Paul  Baird Dyersburg 

Dyer — C.  L.  Denton Dyersburg 

Dyer — O.  B.  Landrum Dyersburg 

Fayette- — John  L.  Armstrong Somerville 

Franklin — Geo.  L.  Smith Decherd 

Franklin — Kenneth  P.  Brown Huntland 

Gibson — Jas.  0.  Fields Milan 

Gibson — Basil  T.  Bennett,  Jr Trenton 

Gibson — Geo.  Dodson  Humboldt 

Gibson — Roscoe  Faulkner Trenton 

Gibson — Henry  Jas.  Roberts Trenton 

Greene — C.  H.  Henard Mosheim 

Greene — John  G.  Zirkle Greeneville 

Hamblen — D.  R,  Roach Morristown 

Hamblen — D.  J.  Zimmermann Morristown 

Hamilton— Howard  M.  Ausherman Chattanooga 

Hamilton — C.  H.  Barnwell Chattanooga 

Hamilton — Alvin  H.  Benz Chattanooga 

Hamilton — Franklin  B.  Bogart Chattanooga 

Hamilton — F.  G.  Bratley Chattanooga 

Hamilton — Julian  C.  Brooks,  Jr Chattanooga 

Hamilton — S.  W.  Bi’own Chattanooga 

Hamilton — E.  F.  Buchner Chattanooga 

Hamilton — Walter  Buckner,  II Chattanooga 

Hamilton — Douglas  Chamberlain Chattanooga 

Hamilton — John  W.  Claiborne,  Jr. Chattanooga 

Hamilton — H.  C.  Darnall Chattanooga 

Hamilton — J.  R.  Fancher Chattanooga 

Hamilton — Richard  V.  Fletcher Chattanooga 

Hamilton — J.  L.  Hamilton Chattanooga 

Hamilton — F.  F.  Harris Chattanooga 

Hamilton — Carl  A.  Hartung Chattanooga 

Hamilton — H.  D.  Hickey Chattanooga 

Hamilton— J.  M.  Higginbotham Chattanooga 

Hamilton — H.  T.  Holden Chattanooga 

Hamilton — Jos.  W.  Johnson,  Jr Chattanooga 

Hamilton — Howard  H.  Karr Chattanooga 

Hamilton — Jos.  B.  Killebrew Chattanooga 

Hamilton — J.  J.  Killeflter Chattanooga 

Hamilton — P.  H.  Livingston Chattanooga 

Hamilton — T.  A.  Lowery Chattanooga 

Hamilton — E.  F.  McCall Chattanooga 

Hamilton — Augustus  McCravey Chattanooga 

Hamilton — Tim  J.  Manson Chattanooga 

Hamilton — Richard  H.  Mellen Chattanooga 

Hamilton — Paul  H.  Milton Chattanooga 

Hamilton — Fay  B.  Murphey Chattanooga 

Hamilton — E.  T.  Newell,  Jr Chattanooga 

Hamilton — Wm.  E.  North Chattanooga 

Hamilton — R.  L.  Patterson Chattanooga 

Hamilton — C.  Thomas  Read Chattanooga 

Hamilton — W.  D.  L.  Record Chattanooga 

Hamilton — E.  E.  Reisman,  Jr Chattanooga 

Hamilton — Gilbert  M.  Roberts Chattanooga 

Hamilton — Robt.  C.  Robertson Chattanooga 

Hamilton — T.  G.  Ross Chattanooga 

Hamilton — Wm.  J.  Sheridan Chattanooga 

Hamilton — M.  J.  Smith,  Jr Chattanooga 

Hamilton — Wm.  A.  Stem Chattanooga 

Hamilton — John  A.  Steward Chattanooga 

Hamilton — W.  Dean  Steward Chattanooga 

Hamilton — Paul  R.  Swanson Chattanooga 

Hamilton— --Oliver  L.  Von  Canon Chattanooga 

Hamilton — J.  W.  Wilson,  Jr Chattanooga 
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Hamilton — Robert  A.  Wise Chattanooga 

Hamilton — J.  C.  Wright Chattanooga 

Hardeman — Geo.  W.  Jackson Bolivar 

Hardeman — Wiley  D.  Lewis Bolivar 

Hardeman — M.  J.  Stewart Whiteville 

Hardin — C.  Whitman  Borg Savannah 

Hardin — S.  L.  Stephenson,  Jr Savannah 

Hawkins — Charles  C.  Johnson Pressman’s  Home 

Hawkins — Landrum  Tucker Rogersville 

Hawkins — A.  S.  Yates Rogersville 

Haywood — Robert  C.  Berson Brownsville 

Henderson — R.  M.  Conger Lexington 

Henry — J.  W.  Didcoct Paris 

Henry — Arthur  C.  Dunlap Paris 

Henry — J.  C.  McKissick Paris 

Henry — Geo.  H.  McSwain Paris 

Hickman — Wm.  L.  Phillips Centerville 

Jefferson — William  B.  Malcolm Dandridge 

Jefferson — Frank  L.  Milligan Jefferson  City 

Knox — A.  J.  Weber Bearden 

Knox — Malcolm  F.  Cobb Concord 

Knox — B.  B.  Mitchell* Fountain  City 

Knox — Charles  M.  Armstrong Knoxville 

Knox— Spencer  Y.  Bell Knoxville 

Knox — R.  G.  Brashear Knoxville 

Knox — A.  M.  Carr Knoxville 

Knox — E.  E.  Carrier Knoxville 

Knox — Jack  Chesney Knoxville 

Knox — L.  W.  Chesney Knoxville 

Knox- — H.  S.  Christian Knoxville 

Knox- — H.  E.  Christenberry,  Jr Knoxville 

Knox — Sam  M.  Cooper Knoxville 

Knox — Sam  P.  Davidson Knoxville 

Knox — T.  P.  Day Knoxville 

Knox — W.  A.  DeSautelle Knoxville 

Knox — T.  B.  Drinnen Knoxville 

Knox — Richard  N.  Duffey Knoxville 

Knox — J.  Gilbert  Eblen Knoxville 

Knox — Jas.  B.  Ely Knoxville 

Knox — Frank  Faulkner Knoxville 

Knox — Peter  J.  Flippin Knoxville 

Knox — Edgar  L.  Grubb Knoxville 

Knox — Glenn  D.  Grubb Knoxville 

Knox — Geo.  G.  Henson Knoxville 

Knox — Oliver  W.  Hill,  Jr Knoxville 

Knox — C.  R.  Huffman* Knoxville 

Knox — C.  E.  Irwin Knoxville 

Knox — Willard  J.  Irwin Knoxville 

Knox — H.  H.  Jenkins Knoxville 

Knox — J.  0.  Kennedy-- Knoxville 

Knox — A.  H.  Lancaster Knoxville 

Knox — R.  P.  Layman Knoxville 

Knox — J.  H.  Lesher Knoxville 

Knox — J.  D.  McCullough Knoxville 

Knox — Wm.  T.  McPeake Knoxville 

Knox — J.  L.  Montgomery Knoxville 

Knox — Wm.  S.  Muse Knoxville 

Knox — E.  P.  Nicely Knoxville 

Knox — Ralph  Nichols Knoxville 

Knox — B.  M.  Overholt Knoxville 

Knox — Jos.  B.  Parker,  Jr Knoxville  (Inskip) 

Knox — Robt.  F.  Patterson,  Jr Knoxville 

Knox — Herschel  Penn Knoxville 


*Deceased. 


Knox — Jarrell  Penn Knoxville 

Knox — H.  L.  Pope Knoxville 

Knox- — John  S.  Powers,  Jr Knoxville 

Knox — John  A.  Range Knoxville 

Knox — Jos.  L.  Raulston,  Jr Knoxville 

Knox — Hugh  C.  Reaves Knoxville 

Knox — J.  W.  Riggs Knoxville 

Knox — J.  S.  Ruffin,  Jr Knoxville 

Knox — J.  H.  Saffold Knoxville 

Knox — A.  B.  Shipley Knoxville 

Knox — P.  D.  Smith Knoxville 

Knox — J.  M.  Stockman Knoxville 

Knox — Geo.  W.  Tharp Knoxville 

Knox- — Phil  Thomas Knoxville 

Knox — Fred  West Knoxville 

Knox — Jacob  M.  Williams Knoxville 

Knox — Leon  J.  Willien Knoxville 

Lake — W.  T.  Rainey Tiptonville 

Lauderdale — J.  H.  Nunn Ripley 

Lauderdale — W.  Val  Sanford Ripley 

Lawrence — L.  C.  Harris,  Jr Lawrenceburg 

Lincoln — R.  E.  McCown Fayetteville 

Lincoln — Ben  H.  Marshall Fayetteville 

Lincoln — M.  C.  Woodfin Fayetteville 

Lincoln — E.  S.  Leek Petersburg 

Loudon — F.  E.  Hufstedler Lenoir  City 

Loudon — Avery  Leeper Lenoir  City 

McMinn — S.  B.  McClary,  Jr Etowah 

McMinn — A.  W.  Reeser Athens 

McMinn — Lester  H.  Shields Athens 

McNairy — T.  N.  Humphrey Selmer 

McNairy — H.  O.  Mason Adamsville 

Madison — L.  D.  Farragut Bemis 

Madison — Roderick  C.  Webb Bemis 

Madison — Everett  Archer Jackson 

Madison — C.  H.  Brown Jackson 

Madison — W.  B.  Camp Jackson 

Madison — J.  E.  Douglass Jackson 

Madison — R.  S.  Hellmann Jackson 

Madison- — Frank  A.  Moore Jackson 

Madison — Roy  M.  Neudecker Jackson 

Madison — Carl  Rogers Jackson 

Madison — A.  R.  Taylor Jackson 

Madison — J.  R.  Thompson,  Jr Jackson 

Madison — P.  E.  Wylie Jackson 

Madison — Stevens  Byars Mercer 

Marion — Russell  B.  James South  Pittsburg 

Marshall — A.  L.  Cooper Chapel  Hill 

Marshall — H.  B.  Disharoon* Lewisburg 

Maury — W.  N.  Cook Columbia 

Maury — Robin  Lyles Columbia 

Maury — J.  B.  Miller Columbia 

Maury — E.  K.  Provost Columbia 

Monroe — D.  F.  Heuer,  Jr Sweetwater 

Monroe — R.  M.  Price Sweetwatel 

Montgomery — J.  A.  Culbertson Clarksville 

Montgomery — John  H.  Ledbetter,  Jr. — Clarksville 

Montgomery — Phillip  Lyle Clarksville 

Morgan— R.  A.  Steadman Wartburg 

Obion — Hal  E.  Bennett Troy 

Obion — Edward  W.  Barksdull Union  City 

Obion — R.  M.  Damall Union  City 

Obion — R.  G.  Latimer,  Jr Union  City 

Overton — H.  B.  Nevans Livingston 

Pickett — Floyd  B.  Hay Byrdstown 
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Polk — Henry  S.  Harris Benton 

Polk — J.  H.  Lillard Benton 

Polk — H.  H.  Hyatt Copperhill 

Putnam — H.  H.  Taylor Cookeville 

Putnam — R.  L.  Akin Monterey 

Roane — L.  A.  Killeffer Harriman 

Roane — G.  D.  Schuessler Oliver  Springs 

Roane — F.  Davis  Owings Rockwood 

Robertson — J.  C.  Lunderman Orlinda 

Robertson — W.  P.  Stone Springfield 

Rutherford — Harvey  W.  Carter Murfreesboro 

Rutherford — Thos.  G.  Gordon Murfreesboro 

Sevier— John  A.  Conroy Newton,  Mass. 

Sevier — Charles  E.  Pack,  Jr Sevierville 

Sevier — R.  M.  Perry Sevierville 

Shelby — J.  H.  Adler Memphis 

Shelby — R.  Roger  Anderson Memphis 

Shelby — Chas.  G.  Andrews Memphis 

Shelby — J.  M.  Aste Memphis 

Shelby — Edward  R.  Atkinson Memphis 

Shelby — Chas  H.  Avent Memphis 

Shelby — J.  C.  Ayres,  Jr Memphis 

Shelby — James  M.  Bethea Memphis 

Shelby — Willard  A.  Barnes Memphis 

Shelby — J.  D.  Biles,  Jr Memphis 

Shelby — Samuel  Blackwell  Memphis 

Shelby — W.  B.  Blaisdell,  Jr Memphis 

Shelby — W.  T.  Black,  Jr Memphis 

Shelby — R.  E.  Bland  (Col.) Memphis 

Shelby — Philip  B.  Bleecker Memphis 

Shelby — Geo.  M.  Bogardus Memphis 

Shelby — H.  0.  Bourkard Memphis 

Shelby — C.  G.  Bringle Memphis 

Shelby — W.  T.  Braun,  Jr Memphis 

Shelby — Joseph  A.  Buchignani Memphis 

Shelby — J.  G.  Burd Memphis 

Shelby — L.  L.  Carter Memphis 

Shelby — A.  J.  Cates Memphis 

Shelby — R.  E.  Ching Memphis 

Shelby — J.  Hughes  Chandler Memphis 

Shelby — J.  M.  Chandler Memphis 

Shelby — J.  M.  Chambers,  Jr. Memphis 

Shelby — R.  B.  Chrisman,  Jr Memphis 

Shelby — Jos.  D.  Cleveland Memphis 

Shelby — Isaac  S.  Coe Memphis 

Shelby — James  H.  Collins Memphis 

Shelby — John  Kerr  Crawford Memphis 

Shelby — Phillip  T.  Crawford Memphis 

Shelby — J.  A.  Crisler,  Jr. Memphis 

Shelby — J.  A.  Danciger Memphis 

Shelby — Floyd  M.  Davis Memphis 

Shelby — Chas.  J.  Deere Memphis 

Shelby — W.  F.  Dobyns Memphis 

Shelby — John  M.  Dougall Memphis 

Shelby — E.  S.  Eddins Memphis 

Shelby — C.  Barton  Etter Memphis 

Shelby — J.  D.  Evans Memphis 

Shelby — M.  L.  Evans Memphis 

Shelby — Taylor  Farrar Memphis 

Shelby — Turley  Farrar Memphis 

Shelby — Benj.  Fendler Memphis 

Shelby — L.  F.  Ferrell Memphis 

Shelby — B.  F.  Floyd Memphis 

Shelby — Jos.  B.  Fowler Memphis 


Shelby — Dale  E.  Fox Memphis 

Shelby — Jos.  A.  Gardner,  Jr Memphis 

Shelby — Geo.  E.  Gish Memphis 

Shelby — Fred  A.  Goldsberg Memphis 

Shelby — L.  I.  Goldsmith Memphis 

Shelby — Jack  Goltman Memphis 

Shelby — Paul  Hill  Goodman Memphis 

Shelby — H.  B.  Gotten Memphis 

Shelby — Nicholas  Gotten Memphis 

Shelby — H.  D.  Gray Memphis 

Shelby — V.  A.  Hall Memphis 

Shelby — J.  A.  Hanna Memphis 

Shelby — Carl  M.  Harwell,  Jr Memphis 

Shelby — R.  D.  Henderson Memphis 

Shelby — B.  S.  Henry Memphis 

Shelby — A.  L.  Herring Memphis 

Shelby — C.  H.  Householder Memphis 

Shelby — John  L.  Houston Memphis 

Shelby — Felix  A.  Hughes Memphis 

Shelby — James  G.  Hughes Memphis 

Shelby — John  D.  Hughes Memphis 

Shelby — Wm.  E.  Hurt Memphis 

Shelby — Chas.  W.  Ingle Memphis 

Shelby — Alvin  Ingram Memphis 

Shelby — Harry  Johnson Memphis 

Shelby — Albert  M.  Jones Memphis 

Shelby — 0.  N.  Jones Memphis 

Shelby — W.  B.  Key Memphis 

Shelby — John  C.  King Memphis 

Shelby — Nathanial  W.  Kuykendall,  Jr. Memphis 

Shelby — Chas.  K.  Lewis Memphis 

Shelby — Frank  Linn Memphis 

Shelby — Chas.  M.  Lobrano Memphis 

Shelby — D.  G.  Lockwood Memphis 

Shelby — J.  P.  Lockwood Memphis 

Shelby — J.  P.  Long,  Jr Memphis 

Shelby — J.  H.  Lotz Memphis 

Shelby — Wm.  M.  Lovejoy Memphis 

Shelby — Donald  A.  McCannel Memphis 

Shelby — O.  S.  McCown,  Jr Memphis 

Shelby — J.  W.  McElroy Memphis 

Shelby — Eugene  E.  McKenzie Memphis 

Shelby — W.  F.  Mackey Memphis 

Shelby — Wm.  Battle  Malone,  II Memphis 

Shelby — Thomas  P.  Manigan Memphis 

Shelby — P.  M.  Markle Memphis 

Shelby — Alfred  D.  Mason,  Jr Memphis 

Shelby — Wm.  P.  Maury,  Jr Memphis 

Shelby — R.  A.  Miller Memphis 

Shelby — R.  W.  Miller Memphis 

Shelby — E.  D.  Mitchell,  Jr Memphis 

Shelby — J.  C.  Mobley,  Jr Memphis 

Shelby — Moore  Moore,  Jr Memphis 

Shelby — Thos.  Lane  Moore,  Jr Memphis 

Shelby — William  Sivley  Moore Memphis 

Shelby — J.  P.  Moss Memphis 

Shelby — Henry  Moskowitz  Memphis 

Shelby — Francis  Murphey Memphis 

Shelby — Van  A.  Odle Memphis 

Shelby — Bedford  T.  Otey Memphis 

Shelby — Alfred  H.  Page Memphis 

Shelby — Wm.  H.  Parker Memphis 

Shelby — Ben  Pentecost Memphis 

Shelby — J.  R.  Pepin Memphis 
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Shelby — M.  L.  Pepper Memphis 

Shelby — V.  D.  Pettit Memphis 

Shelby — Raymond  W.  Polk Memphis 

Shelby — G.  S.  Plog . Memphis 

Shelby — Ira  F.  Porter Memphis 

Shelby — Hugh  R.  Raines Memphis 

Shelby — S.  L.  Raines Memphis 

Shelby — R.  Beverley  Ray Memphis 

Shelby — L.  C.  Ramsay Memphis 

Shelby — Hal  S.  Rhea Memphis 

Shelby — Chas.  G.  Robinson Memphis 

Shelby — Wm.  A.  Runkle Memphis 

Shelby — Wm.  T.  Satterfield Memphis 

Shelby — Schayel  Scheinberg Memphis 

Shelby — Lee  Jess  Seargeant,  Jr Memphis 

Shelby — E.  C.  Segerson Memphis 

Shelby — J.  L.  Shaw Memphis 

Shelby— Hugh  Smith  Memphis 

Shelby — P.  A.  Statile Memphis 

Shelby — S.  D.  Sullenberger Chattanooga 

Shelby — Bryant  S.  Swindoll Memphis 

Shelby — B.  S.  Talley Memphis 

Shelby — R.  C.  Taylor Memphis 

Shelby — M.  J.  Tendler Memphis 

Shelby — W.  M.  Tipton Memphis 

Shelby — A.  B.  Tripp Memphis 

Shelby — I.  F.  Tullis,  Jr Memphis 

Shelby — C.  F.  Varner Memphis 

Shelby — Jack  Viscofsky Memphis 

Shelby — R.  A.  Wallace Memphis 

Shelby — T.  L.  Waring Memphis 

Shelby — 0.  S.  Warr,  Jr Memphis 

Shelby — W.  W.  Watkins Memphis 

Shelby — J.  E.  Watson,  Jr Memphis 

Shelby — Julian  K.  Welch,  Jr Memphis 

Shelby — S.  I.  Wener Memphis 

Shelby — Horace  G.  Williams Memphis 

Shelby — W.  L.  Wilhelm Memphis 

Shelby — Harwell  Wilson Memphis 

Shelby — John  M.  Wilson Memphis 

Shelby — J.  E.  Wilson Memphis 

Shelby — C.  Frank  Yates Memphis 

Sullivan — J.  W.  Erwin Blountville 

Sullivan — W.  C.  Carreras Bristol 

Sullivan — Tom  ' Kuhnert Bristol 

Sullivan — John  Marcy Bristol 

Sullivan — G.  W.  McCall Bristol 

Sullivan — B.  W.  Mongle Bristol 

Sullivan — L.  B.  Snapp,  II Bristol 

Sullivan — Myron  J.  Adams Kingsport 

Sullivan — F.  L.  Alloway Kingsport 

Sullivan — R.  W.  Asthalter Kingsport 

Sullivan — H.  O.  Bolling Kingsport 

Sullivan— R.  H.  Brown Kingsport 

Sullivan — H.  S.  Burem Kingsport 

Sullivan — John  B.  Hamilton Kingsport 

Sullivan — B.  Roy  Howard Kingsport 

Sullivan — K.  R.  Kiesau Kingsport 

Sullivan — M.  D.  Massengill,  Jr Kingsport 

Sullivan — J.  F.  Morton Kingsport 

Sullivan— R.  G.  Nichols Kingsport 

Sullivan — Raymond  A.  Steadman Kingsport 


*Deceased. 


Sumner — P.  M.  Huggin Gallatin 

Sumner — Benjamin  A.  Warren Gallatin 

Tipton — N.  L.  Hyatt Covington 

Tipton — J.  S.  Ruffin,  Jr Covington 

Tipton — O.  J.  Swisher Covington 

Unicoi — R.  H.  Harvey Erwin 

Unicoi — W.  C.  Humbert Erwin 

Unicoi — H.  L.  Monroe Erwin 

Union — Norman  H.  Rucker Luttrell 

Washington — C.  M.  Creech Johnson  City 

Washington — H.  B.  Fuqua Johnson  City 

Washington — C.  S.  Gresham Johnson  City 

Washington — W.  D.  Hankins Johnson  City 

Washington — Harry  Myron,  Jr Johnson  City 

Washington — W.  L.  Poole Johnson  City 

Washington — W.  G.  Preas Johnson  City 

Washington — Hugh  F.  Swingle Johnson  City 

Washington — Charles  P.  Wofford Johnson  City 

Washington — H.  B.  Cupp Mountain  Home 

Washington — John  Busey Mountain  Home 

Washington — Ernest  Marcus Mountain  Home 

Weakley — Paul  W.  Wilson Dresden 

Weakley — Madison  H.  Buckley Martin 

Williamson — W.  F.  Roth,  Jr Franklin 

Wilson — O.  R.  Hill Lebanon 

Wilson — James  McFarland,  Jr Lebanon 

Wilson — W.  K.  Tilley Lebanon 

DOCTORS  WHO  APPLIED  FOR  COMMISSIONS, 
BUT  REJECTED  ON  PHYSICAL  GROUNDS 

Anderson — Trent  0.  Huff Clinton 

Cannon — Carl  E.  Adams Woodbury 

Anderson — A.  J.  Butler Clinton 

Carter — John  L.  Chesnut Elizabethton 

Carter — E.  T.  Pearson Elizabethton 

Coffee — Wm.  M.  Minnis Manchester 

Davidson — E.  E.  Anderson Donelson 

Davidson — R.  Z.  Linney* Madison 

Davidson — Joe  E.  Sutherland Madison  College 

Davidson — J.  J.  Ashby Nashville 

Davidson — Edward  H.  Barksdale Nashville 

Davidson — Lynch  D.  Bennett Nashville 

Davidson— Randolph  A.  Cate Nashville 

Davidson — James  L.  Fuqua Nashville 

Davidson — David  W.  Hailey Nashville 

Davidson — William  Palmer  Hardy Nashville 

Davidson — Andrew  N.  Hollabaugh Nashville 

Davidson — Thos.  M.  Jordan Nashville 

Davidson — J.  K.  Kaufman Nashville 

Davidson — Carl  Kirchmaier Nashville 

Davidson — James  C.  Overall Nashville 

Davidson — James  N.  Owens Nashville 

Davidson — Don  C.  Peterson Nashville 

Davidson — Paul  E.  Purks Nashville 

Davidson — Jas.  S.  Reed Nashville 

Davidson — Eugene  M.  Regen Nashville 

Davidson — S.  S.  Riven Nashville 

Davidson— Trimble  Sharber Nashville 

Davidson — T.  Emerson  Simpkins Nashville 

Davidson — D.  W.  Smith Nashville 

Davidson- — Herman  Spitz Nashville 

Davidson — Albert  Weinstein Nashville 

Davidson— 0.  L.  Westbrooks  (Col.) Nashville 

Davidson — Eston  D.  White Nashville 

Davidson — W.  W.  Wilkerson,  Jr Nashville 
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Davidson — V.  J.  Wong v Nashville 

Davidson — J.  H.  Solomon Old  Hickory 

Franklin — Jeff  C.  Moore Winchester 

Gibson — Chas.  W.  Davis Humboldt 

Gibson — Henry  N.  Moore Milan 

Gibson — F.  A.  Taylor Trenton 

Greene — John  A.  Brabson Greeneville 

Greene — Rae  B.  Gibson Greeneville 

Hamblen — M.  J.  Bellaire Morristown 

Hamblen — Y.  A.  Jackson Morristown 

Hamblen — Maxwell  D.  Raine Morristown 

Hamilton — Justin  O.  Adams Chattanooga 

Hamilton — William  D.  Anderson Chattanooga 

Hamilton — William  Ross  Buttram Chattanooga 

Hamilton — Erwin  M.  Funderburk Chattanooga 

Hamilton — Orville  C.  Gass Chattanooga 

Hamilton — Foster  Hampton,  Jr. Chattanooga 

Hamilton — H.  P.  Hewitt Chattanooga 

Hamilton — John  W.  Hocker Chattanooga 

Hamilton — D.  Isbell Chattanooga 

Hamilton — D.  B.  Karr Chattanooga 

Hamilton — Geo.  E.  Lacy Chattanooga 

Hamilton — J.  G.  McMillan Chattanooga 

Hamilton — Fred  E.  Marsh Chattanooga 

Hamilton — J.  R.  Martin Chattanooga 

Hamilton — Clarence  Shaw Chattanooga 

Hamilton — H.  J.  Starr Chattanooga 

Hamilton — W.  E.  Van  Order Chattanooga 

Hamilton — J.  J.  Word Chattanooga 

Hamilton — P.  H.  Dietrich Ooltewah 

Hardeman — Aubrey  Richards Whiteville 

Hawkins — John  E.  Kite,  Jr Bulls  Gap 

Henry — Barton  McSwain Paris 

Knox — Troy  P.  Bagwell Knoxville 

Knox — Charles  W.  Black Knoxville 

Knox — P.  H.  Cardwell Knoxville 

Knox — William  E.  Clark Knoxville 

Knox — Roy  Fisher Knoxville 

Knox — Louis  E.  Haun Knoxville 

Knox — John  R.  Hill Knoxville 

Knox — Geo.  T.  Howard Knoxville 

Knox — George  L.  Inge Knoxville 

Knox — Edwin  E.  Miller Knoxville 

Knox — John  Moore Knoxville 

Knox — Owen  D.  Moore Knoxville 

Knox — Joel  C.  Morris Knoxville 

Knox — Frank  0.  Nichols Knoxville 

Knox — Bruce  R.  Powers Knoxville 

Knox — V.  I.  Smith Knoxville 

Knox — Geo.  M.  Trotter Knoxville 

Knox — Richard  G.  Waterhouse Knoxville 

Knox — V.  M.  Williger Knoxville 

Lawrence — V.  H.  Crowder Lawrenceburg 

Lawrence — W.  0.  Crowder Lawrenceburg 

Loudon — J.  P.  Cullum Lenoir  City 

Madison — Glenn  D.  Batten Jackson 

Madison — Henry  H.  Herron Jackson 

Madison — Leland  M.  Johnston Jackson 

Madison — John  C.  Pearce Jackson 

Madison — Alvin  Rosenbloom Jackson 

Marshall — J.  T.  Gordan Lewisburg 

Maury — H.  C.  Busby Columbia 

Maury — Leon  S.  Ward Mt.  Pleasant 

Montgomery — B.  H.  Webster Clarksville 

Morgan — Wm.  E.  Gallion Oakdale 


Robertson — Raymond  H.  Hirsch Whitehouse 

Robertson — J.  E.  Wilkison Springfield 

Sevier — R.  A.  McCall Sevierville 

Sevier — J.  Myron  Mittleman Sevierville 

Shelby — Jacob  Alperin Memphis 

Shelby — H.  E.  Atherton Memphis 

Shelby — W.  W.  Aycock Memphis 

Shelby — George  B.  Bland Memphis 

Shelby — Harold  B.  Boyd Memphis 

Shelby — James  T.  Bridges Memphis 

Shelby — Davis  L.  Brown Memphis 

Shelby — W.  D.  Burkhalter Memphis 

Shelby — Chas.  H.  Carter Memphis 

Shelby — Peter  J.  Cavallo Memphis 

Shelby — E.  D.  Connell Memphis 

Shelby — Jewell  M.  Dorris Memphis 

Shelby — George  C.  Furr Memphis 

Shelby — David  W.  Goltman Memphis 

Shelby — H.  Wm.  Greenburgh Memphis 

Shelby — A.  J.  Grobmyer,  Jr Memphis 

Shelby — Robert  M.  Gross Memphis 

Shelby — Chas.  Wm.  Harting Memphis 

Shelby — H.  J.  Jacobson Memphis 

Shelby — Lyman  Kasselberg Memphis 

Shelby — Robert  A.  Knight Memphis 

Shelby — Phil  M.  Lewis Memphis 

Shelby — Frank  0.  McGehee Memphis 

Shelby — C.  H.  McKay Memphis 

Shelby — Jas.  W.  McKinney Memphis 

Shelby — Oliver  S.  Matthews Memphis 

Shelby — Leroy  H.  Mayfield Memphis 

Shelby — C.  Wilson  Moore Memphis 

Shelby — Swan  B.  Moss Memphis. 

Shelby — Thos.  C.  Moss Memphis 

Shelby — Roland  H.  Myers Memphis 

Shelby — Charles  M.  Oberschmidt Memphis 

Shelby — Donald  W.  Oelker Memphis 

Shelby — Chas.  B.  Olim Memphis 

Shelby — Leo  F.  Pierotti Memphis 

Shelby — Michael  J.  Roach,  Jr Memphis 

Shelby — Jesse  M.  Roy Memphis 

Shelby — R.  0.  Rychener Memphis 

Shelby — Arthur  R.  Sample Memphis 

Shelby — David  E.  Scheinberg Memphis 

Shelby — Phillip  C.  Schreier Memphis 

Shelby — Lawrence  Sebulsky Memphis 

Shelby — Chas.  C.  Smeltzer Memphis 

Shelby — Jos.  S.  Stabnick Memphis 

Shelby — E.  A.  Stanfield,  Jr Memphis 

Shelby — 0.  B.  Stegall Memphis 

Shelby — Edwin  M.  Stevenson Memphis 

Shelby — W.  W.  Taylor Memphis 

Shelby — John  E.  Whiteleather Memphis 

Smith — L.  R.  Sloan Carthage 

Sullivan — Wm.  H.  Chappell Kingsport 

Sullivan — W.  A.  Wiley Kingsport 

Washington — J.  R.  Bowman Johnson  City 

Washington — T.  P.  McKee Johnson  City 

Washington — John  F.  Moore Johnson  City 

Washington — G.  V.  Stanton Limestone 

Wayne — Dexter  L.  Woods Waynesboro 

Weakley — R.  W.  Brandon,  Jr Greenfield 

Weakley — M.  D.  Ingram Dresden 

Williamson — R.  H.  Hutcheson Franklin 
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EDITORIAL 


A New  Year  of  Promise  and  Hope 

The  new  year  of  1944  upon  which  we  are 
now  entering  may  be  looked  upon  as  a year 
of  promise.  To  be  sure,  there  is  much  to 
contradict  this  attitude  of  promise  and 
hope,  but  there  is  much  to  support  such  a 
view  and,  on  the  whole,  it  is  far  better  that 
we  maintain  an  attitude  of  hope  and  work 
toward  the  achievement  of  promises. 

There  is  hope  and  a promise  on  good  au- 
thority that  victory  may  be  won  in  1944 
in  the  European  portion  of  the  World  War 
in  which  we  are  engaged. 

There  is  much  evidence  on  which  to  base 
a hope  and  belief  that  individual  freedom 
in  the  United  States  has  been  enhanced  in 
the  mind  of  the  average  citizen. 

There  was  a time,  not  so  long  ago,  when 
many  citizens  seemed  almost  ready  to  ex- 
change their  freedom  for  a 'promised  eco- 
nomic security  administered  by  a bureauc- 
racy. This  attitude  does  not  seem  so  evi- 
dent now.  The  value  of  freedom  as  a means 
to  great  social  and  economic  ends  surely  has 
been  enhanced.  There  was  a time  also 
when  freedom  itself  was  recorded  as  the 
highest  social  gain  attainable.  That  atti- 
tude was  a vital  factor  in  making  America. 

The  manner  in  which  the  medical  profes- 


sion has  adapted  itself  to  the  monumental 
tasks,  both  civilian  and  military,  of  the  pe- 
riod through  which  we  are  passing  is  one 
which  has  given  to  the  people  of  this  nation 
the  highest  possible  promise  for  the  future. 
This  record  should,  in  large  measure,  de- 
feat those  who  have  entertained  ambitions 
in  the  direction  of  placing  the  profession 
under  bureaucratic  domination. 

None  of  these  hopes,  however,  are  suffi- 
cient to  justify  any  person  in  relenting  ef- 
fort for  one  moment.  We  must  be  alert 
at  all  times,  not  only  with  tasks  related  to 
winning  the  war  and  peace,  but  the  task 
of  preserving  our  freedom  at  home. 


The  Socialization  of  Medicine 
Not  long  ago  there  appeared  an  article 
in  The  American  Mercury  under  the  title, 
“What’s  Wrong  with  Medical  Practice?” 
The  business  manager  of  The  American 
Mercury  requested  the  editor  of  the  JOUR- 
NAL to  make  some  comment  on  the  article. 
The  comment  was  too  lengthy  for  repro- 
duction here.  Brief  reference  to  it  is  pos- 
sible. 

The  author  of  this  article  asserted  that 
the  professional  attitude  of  the  family  phy- 
sician is  one  thing  with  his  patients  and 
another  thing  in  his  medical  society. 

The  author  very  cleverly  paid  tribute  to 
the  services  rendered  by  the  family  physi- 
cian and  to  his  attitude  toward  his  patients, 
and  at  the  same  time  tried  to  lead  the  pub- 
lic to  believe  that  the  leadership  in  Amer- 
ican medicine  today  is  endeavoring  to 
change  this  wholesome  attitude.  The  fact 
is  that  the  leadership  in  organized  medicine 
has  been  such  as  to  aid  in  the  cultivation 
of  the  high  and  noble  attitude  of  the  prac- 
titioners of  medicine  toward  their  patients. 

It  seems  to  me  that  we  doctors  should 
stop  using  the  term  “socialized  medicine” 
as  often  applied  to  legislative  proposals 
submitted  to  the  Congress  of  the  United 
States. 

The  fact  is  that  we  doctors  socialized  the 
practice  of  medicine  ourselves.  We  social- 
ized it  by  adopting  and  following  certain 
principles,  among  which  are  the  following: 
1.  We  made  it  impossible  for  a doctor  to 
derive  a financial  profit  from  a scientific 
discovery  of  benefits  to  sick  people,  and  in 
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addition  made  it  obligatory  upon  a doctor 
who  makes  such  a discovery  to  give  it  to  the 
entire  profession  in  order  that  it  may  be 
universally  used  by  all  physicians  for  the 
benefit  of  mankind. 

2.  We  took  action  to  place  medical  fees 
for  services  on  the  basis  of  the  ability  to 
pay  rather  than  a fixed  fee  basis.  This 
policy  has  made  the  services  of  physicians 
available  to  the  people  of  all  economic  levels 
without  regard  to  their  ability  to  pay. 

3.  We  took  action  to  place  the  needs  of 
humanity  above  and  beyond  the  pecuniary 
benefits  of  the  members  of  our  profession. 
By  the  adoption  of  these  and  other  meas- 
ures and  by  following  them  we  socialized 
our  profession  and  thus  distinguished  it 
from  a business.  This  system,  of  course, 
has  worked.  It  has  worked  because  doctors 
have  been  imbued  with  a spirit  to  make 
such  policies  work. 

The  proposals  now  pending  before  Con- 
gress do  not  embody  the  idea  of  socialized 
medicine.  They  embody  the  idea  of  com- 
munizing  medicine,  of  placing  both  doctor 
and  patient  under  the  dominating  influence 
of  a political  bureaucracy.  This  distinction 
cannot  be  drawn  too  often.  It  certainly  has 
not  been  drawn  often  enough  to  convince 
many  of  our  representatives  in  the  Con- 
gress of  its  actuality.  So  the  term,  “So- 
cialized Medicine,”  as  applied  to  these  pro- 
posals, should  be  dropped  and  a proper  and 
significant  term  applied  to  them. 


Reference  to  Liberty  Magazine 
It  might  be  well  for  all  doctors  to  i*ead 
the  leading  article  in  Liberty  Magazine  for 
January  8,  1944,  by  Morris  Markey. 


DEATHS 


Dr.  James  W.  Handly 
Dr.  James  W.  Handly,  Nashville;  Uni- 
versity of  Tennessee,  College  of  Medicine, 
1887;  aged  seventy-seven;  died  January  6, 
1944.  

Dr.  F.  0.  Geisler 

Dr.  F.  0.  Geisler,  Isabella ; University 
of  Nashville,  1908;  aged  sixty-two;  died 
November  18,  1943. 


Dr.  R.  Z.  Linney 

Dr.  R.  Z.  Linney,  Madison;  University 
of  Pennsylvania,  School  of  Medicine,  Phila- 
delphia, 1901;  aged  forty-two;  died  Decem- 
ber 19,  1943. 


Dr.  J.  Y.  Freeman 

Dr.  J.  Y.  Freeman,  Lafayette;  University 
of  Tennessee,  1910;  aged  seventy-one;  died 
December  20,  1943. 


Dr.  Homer  Reese 

Dr.  Homer  Reese,  Gallatin;  Vanderbilt 
University  School  of  Medicine,  Nashville, 
1901;  aged  sixty-eight;  died  January  1, 
1944. 


RESOLUTIONS 


Dr.  Claude  Raymond  Huffman 

Dr.  Claude  Raymond  Huffman  died  Octo- 
ber 5,  1943,  in  the  Southwest  Pacific  of 
wounds  received  in  action  against  the 
enemy. 

Born  April  6,  1911,  at  Knoxville,  Ten- 
nessee, the  son  of  Mr.  and  Mrs.  J.  P.  Huff- 
man, his  childhood  and  early  youth  were 
not  unlike  that  of  many  other  American 
boys.  He  attended  Oakwood  Grammar 
School,  and  then  Knoxville  High  School, 
from  which  he  graduated  in  December, 
1929.  He  operated  a filling  station  with 
his  brother  for  several  months.  Having 
decided  to  study  medicine,  he  took  three 
years  of  premed  at  the  University  of  Ten- 
nessee in  Knoxville.  He  then  attended  the 
University  of  Tennessee  College  of  Medi- 
cine in  Memphis,  graduating  in  June,  1936, 
completing  the  course  in  three  years. 

Claude  decided  to  come  home  for  his  in- 
ternship, and  it  is  in  this  connection  that 
most  of  us  came  to  know  him  well.  He 
interned  at  the  Knoxville  General  Hospital 
for  the  eighteen  months’  period  from  July, 
1936,  to  December,  1937,  inclusive,  and  as 
a reward  for  excellent  service  was  appoint- 
ed resident  physician  at  the  same  institu- 
tion, services  to  begin  July  1,  1938.  The  six 
months’  period  intervening  between  his  in- 
ternship and  residency  were  spent  with  Dr. 
J.  B.  Naive  at  Beverly  Hills  Sanitarium. 
Here  he  won  a place  in  the  hearts  of  staff 
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and  patients  alike.  He  then  returned  to 
the  Knoxville  General  Hospital  and  served 
as  resident  for  the  year  ending  June  30, 

1939.  His  term  of  residency  was  the  last 
one  to  be  filled  by  one  man,  the  position 
subsequently  being  held  jointly  by  two  men. 

The  next  year  was  spent  in  coal  mining 
practice  at  Alva,  Kentucky.  Doctor  Huff- 
man then  returned  to  Knoxville  to  begin 
practice  in  his  home  town.  He  opened 
offices  at  605  Walnut  Street  in  the  early 
summer  of  1940.  A few  months  later  he 
was  appointed  county  physician  for  Knox 
County,  which  post  he  held  until  December 
30,  1941. 

When  war  clouds  loomed  in  the  fall  of 

1940,  Claude  applied  for  a commission  in 
the  Navy  and  was  commissioned  lieutenant, 
junior  grade,  June  30,  1941.  He  acted  as 
recruiting  medical  examiner  for  the  Knox- 
ville area,  in  addition  to  his  other  duties, 
until  December  30,  1941,  when  he  was 
transferred  to  Louisville,  Kentucky.  He 
served  as  recruiting  medical  examiner  and 
chaffed  at  inactivity  until  the  orders  he 
had  awaited  finally  came — the  call  to  active 
duty  at  sea. 

On  August  29,  1942,  he  proceeded  to 
Kearny,  New  Jersey,  and  outfitted  the  hos- 
pital of  one  of  the  newest  and  fastest  of 
United  States  destroyers.  He  was  on  con- 
voy duty  for  a while,  and  then  saw  sharp 
action  against  the  enemy.  It  was  while 
engaging  the  enemy  on  October  1,  1943, 
that  he  was  fatally  wounded,  dying  four 
days  later  at  a base  hospital.  Promoted  to 
lieutenant,  senior  grade,  when  assigned  to 
sea  duty,  he  was  to  have  been  advanced 
to  the  rank  of  lieutenant  commander  with- 
in a few  weeks. 

To  him  who  died  that  we  might  live,  mere 
words  cannot  pay  tribute.  It  is  doubtful 
that  an  individual  war  casualty  in  Knox 
County  is  more  widely  mourned.  Ambi- 
tious, a hard  worker,  smart  as  a whip,  pos- 
sessed of  an  unusually  keen  sense  of  humor, 
his  most  affable  personality  won  its  way 
into  the  hearts  of  those  of  us  who  knew  him. 

Therefore  Be  It  Resolved  by  the  Knox 
County  Medical  Society: 

1.  That  a formal  expression  be  made  of 
the  loss  which  the  United  States  of  Amer- 
ica, and  the  Knox  County  Medical  Society 


in  particular,  have  suffered  in  the  death  of 
Doctor  Huffman. 

2.  That  an  expression  of  sympathy  be 
made  to  Doctor  Huffman’s  family. 

3.  That  a copy  of  this  resolution  be  sent 
to  Doctor  Huffman’s  family. 

4.  That  a copy  of  this  resolution  be  sub- 
mitted for  publication  in  the  Journal  of 
the  Tennessee  State  Medical  Associa- 
tion. 

(Signed) 

Chas.  C.  Smeltzer,  M.D., 

Chairman  of  Committee. 

Kyle  C.  Copenhaver,  M.D. 

Joe  T.  Smith,  M.D. 


Dr.  Francis  O.  Geisler 

The  medical  profession  of  Polk  County 
Medical  Society  deeply  deplore  the  loss  of 
Dr.  Francis  O.  Geisler  of  Isabella,  Tennes- 
see, which  occurred  on  November  18,  1943. 

Doctor  Geisler  was  born  September  26, 
1881,  and  graduated  from  the  University 
of  Nashville,  June  17,  1908.  Immediately 
after  graduation,  he  located  at  Isabella, 
Tennessee,  and  there  he  practiced  medicine 
until  his  recent  death.  He  was  secretary 
and  treasurer  of  the  Polk  County  Medical 
Society  for  a number  of  years,  and  also  was 
very  active  in  the  work  of  the  Isabella  Bap- 
tist Church. 

Therefore  Be  It  Resolved,  That  the  Polk 
County  Medical  Society  record  its  appre- 
ciation of  the  splendid  service  of  this,  one 
of  the  oldest  members  of  this  society.  His 
passing  from  among  us  has  caused  genuine 
sorrow  and  distinct  loss  to  the  medical  fra- 
ternity and  the  community. 

Be  It  Further  Resolved,  That  these  reso- 
lutions be  spread  upon  the  minutes  of  the 
Polk  County  Medical  Society,  a copy  sent 
to  the  state  medical  Journal,  and  a copy 
to  the  surviving  members  of  his  family. 

Respectfully  submitted, 

(Signed)  H.  P.  Hyde,  M.D. 

C.  W.  Strauss,  M.D. 

W.  Y.  Gilliam,  M.D. 


Dr.  W.  S.  Nash 

Your  special  committee  begs  to  present 
this  memorial  of  Dr.  W.  S.  Nash. 

Death  has  taken  from  us  one  of  our  older 
and  colorful  members. 
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Dr.  Walter  Starnes  Nash  was  born  in 
Quincy  County,  Illinois,  December  5,  1865, 
and  passed  away  November  13  at  his  home 
on  Cherokee  Boulevard,  Knoxville,  after  a 
short  illness  of  pneumonia. 

Early  in  life  he  moved  with  his  family 
to  Winchester,  Kentucky,  where  he  received 
his  early  education.  His  collegiate  educa- 
tion was  received  at  Transylvania  Univer- 
sity. 

In  the  early  days  of  football  he  was  a 
star  on  his  college  team. 

He  graduated  in  medicine  at  the  Univer- 
sity of  Michigan.  Soon  after  graduation 
in  medicine,  he  located  in  Knoxville,  and 
was  soon  established  as  one  of  the  leading 
men  of  the  local  profession. 

He  was  one  of  the  organizers  of  the  Ten- 
nessee Medical  College,  which  afterwards 
became  the  Lincoln  Memorial  Medical  Col- 
lege. He  continued  with  the  college  until 
it  was  absorbed  by  the  University  of  Ten- 
nessee. 

He  also  served  two  or  more  terms  as 
alderman  in  the  city  council. 

Doctor  Nash  was  very  fond  of  deep-sea 
fishing,  and  until  the  last  year  or  two,  he 
made  regular  trips  once  a year  to  Florida, 
where  he  spent  two  or  three  months  fish- 
ing. In  recent  years  he  has  had  a sea- 
going yacht,  which  he  has  used  on  his  fish- 
ing trips  on  both  the  east  and  west  coasts 
of  Florida. 

Doctor  Nash  was  always  ready  for  the 
discussion  of  medical  subjects.  He  always 
had  a positive  opinion,  but  always  accorded 
to  others  their  rights  to  their  opinion. 

Though  slowed  down  in  his  work,  he  did 
not  retire  completely  until  a few  weeks  be- 
fore his  demise. 

He  leaves  a wife  and  an  only  daughter, 
Mrs.  Ray  Jenkins. 

The  society  will  miss  his  genial  pres- 
ence and  ready  discussion  of  medical  prob- 
lems. 

We  extend  our  hearty  sympathy  to  the 
widow  and  daughter. 

E.  R.  Zemp,  Chairman 
S.  R.  Miller 
W.  S.  Austin 
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Dr.  Frank  E.  Whitacre,  professor  of  ob- 
stetrics and  gynecology  at  the  Peiping 
Union  Medical  College,  Peking,  China,  was 
among  those  recently  exchanged  for  Japa- 
nese nationals.  During  the  two  years  de- 
tained in  the  Philippines  he  spent  the  first 
year  working  in  the  hospital  of  the  Santo 
Tomas  internment  camp,  and  the  second 
year  he  worked  in  the  Department  of 
Pathology  of  the  Medical  College  of  the 
University  of  the  Philippines.  The  trip 
back  was  indirect,  and  was  unusual  because 
of  its  length  of  20,000  miles.  The  group 
left  Manila  September  26,  1943,  on  a Japa- 
nese ship,  and  were  taken  by  way  of  Saigon 
and  Singapore  to  Goa,  Portuguese  India, 
where  the  actual  exchange  was  carried  out 
on  October  19.  The  voyage  was  continued 
on  the  Swedish  M/S  Gripsholm  by  way  of 
Port  Elizabeth,  South  Africa,  and  Rio  de 
Janeiro,  and  arrived  in  New  York  on  De- 
cember 1.  Dr.  Whitacre  arrived  in  this 
country  in  good  condition,  and  hopes  to 
see  his  friends  in  Tennessee  soon. 


The  following  list  of  doctors  from  Ten- 
nessee were  accepted  into  fellowship  in  the 
American  College  of  Surgeons  in  the  year 
1943: 

Lynch  D.  Bennett,  Nashville;  Lewis  R. 
Gayden,  Nashville;  J.  Harley  Harris,  Mem- 
phis; Leo  C.  Harris,  Jr.,  Memphis;  Gerald 

E.  Kinzel,  Nashville;  Ralph  M.  Larsen, 
Nashville;  Joseph  C.  Mobley,  Memphis; 
Moore  Moore,  Jr.,  Memphis;  Edward  T. 
Newell,  Jr.,  Chattanooga;  E.  Miller  Rob- 
inson, Nashville;  Walter  A.  Ruch,  Mem- 
phis; Harlan  H.  Taylor,  Cookeville;  Claude 

F.  Varner,  Memphis;  Leon  J.  Willien,  Knox- 
ville. 


Diabetic  Identification  Tags 
At  the  suggestion  of  the  Medical  Division 
of  the  United  States  Office  of  Civilian  De- 
fense, to  prevent  dangerous  delay  in  diag- 
nosis and  to  insure  proper  treatment  dur- 
ing unconsciousness  or  coma,  Eli  Lilly  and 
Company,  Indianapolis  6,  Indiana,  in  co- 
operation with  the  American  Diabetes  As- 
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sociation,  will  provide  metallic  identifica- 
tion tags  to  be  worn  by  diabetic  patients  or 
carried  in  the  pocket.  The  inscription 
reads:  “ Diabetic . If  III,  Call  Physician .” 
No  advertising  of  any  sort  appears  on  the 
tags,  which  will  be  supplied  to  the  medical 
profession  on  request. 


MEDICAL  SOCIETIES 


Anderson-Campbell  Counties: 

J.  S.  Hall,  Clinton,  President. 

Trent  0.  Huff,  Clinton,  Vice-President 
(Anderson  County). 

P.  J.  O’Brien,  Westbourne,  Vice-Presi- 
dent (Campbell  County). 

Roscoe  C.  Pryse,  La  Follette,  Secretary- 
Treasurer. 


Davidson  County: 

January  5 — The  annual  banquet  and  in- 
stallation of  officers  held  at  Belle  Meade 
Country  Club. 

Knox  County: 

January  4 — Annual  presidential  address 
by  Dr.  H.  J.  Bolin. 

Election  of  delegates  to  state  meeting 
April  11.  12,  13,  1944. 

Monroe  County: 

H.  C.  Shearer,  Madisonville,  President. 

B.  W.  Bagwell,  Madisonville,  Vice-Presi- 
dent. 

R.  C.  Kimbrough,  Madisonville,  Secre- 
tary-Treasurer. 


Shelby  County: 

January  4 — Hospital  night.  Report  of 
the  Hospital  Committee.  Report  of  other 
standing  committees.  Report  of  the  Ken- 
nedy General  Hospital  since  its  activation 
by  Brigadier  General  Royal  Reynolds. 


Sullivan-J ohnson  Counties : 

The  Sullivan- Johnson  County  Medical 
Society  met  at  Hotel  Bristol  in  Bristol, 
Tenn.-Va.,  on  Wednesday  night,  January 
5,  1944. 

Dr.  Lee  K.  Gibson  gave  a most  excellent 
talk  on  “The  Surgical  Care  of  the  Thyroid.” 


Following  this  talk,  there  was  shown  a two- 
reel  Kodachrome  motion  picture  on  “Skin 
Grafting,”  illustrating  the  use  of  Padgett’s 
dermatome. 

(Signed)  C.  F.  N.  Schram,  M.D., 

President. 


OTHER  MEDICAL  SOCIETIES 


In  this  issue  is  carried  an  advertisement 
of  a Midwinter  Postgraduate  Conference  to 
be  held  in  Chicago  at  the  Stevens  Hotel, 
March  14,  15,  and  16,  sponsored  by  the 
Chicago  Medical  Society. 

High  lights  of  the  event  will  be  an- 
nounced later.  For  information,  address 
the  Secretary,  Chicago  Medical  Society,  30 
North  Michigan  Avenue,  Chicago  2,  Illinois. 
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INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 

Medical  Arts  Building,  Knoxville 


Principles  Underlying  the  Operative  Approach  to  the 
Treatment  of  Myocardial  Ischemia.  Claude  S.  Beck, 
M.D.  Annals  of  Surgery,  November,  1943. 

The  writer  reports  on  the  results  of  his  opera- 
tion on  thirty  patients  during  the  years  1935  to 
1938  for  revascularization  of  the  heart.  Out  of 
this  procedure  has  come  a concept  of  the  nature 
of  coronary  disease — namely,  that  as  sclerosis  of 
the  vessels  develops  there  forms  a zone  of  anoxemia, 
which  acts  as  a trigger  zone  which  can  “fire”  and 
destroy  the  normal  physiology.  While  a similar 
zone  in  the  brain  may  initiate  a convulsion,  in  the 
heart  it  destroys  the  normal  rhythm  and  produces 
ventricular  fibrillation. 

A second  concept  is  that  of  a blood  bath  to  the 
trigger  zone,  which  means  an  adequate  amount  of 
oxygenated  blood  which  will  reduce  the  irritability 
of  the  zone  and  will  preserve  the  viability  of  the 
heart  muscle  and  prevent  it  degenerating  into  scar 
tissue.  The  amount  of  blood  necessary  to  prevent 
this  fatal  “firing”  may  be  surprisingly  small. 

That  preliminary  “vascularizing”  operations 
would  prevent  experimental  death  on  dogs  was 
demonstrated  by  abrading  the  heart  surface  of  dogs 
and  then  later  tying  the  left  coronary  in  a series 
of  fifty  cases.  Ligation  of  the  left  coronary  (de- 
scending ramus)  was  done  on  fifty  others  without 
preliminary  operations,  and  in  the  former  group 
the  mortality  rate  was  thirty-eight  per  cent,  where- 
as in  the  latter  it  was  seventy  per  cent.  It  was 
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possible  to  demonstrate  intercoronary  anastomoses 
in  those  having  the  vascularizing  operation,  and  in 
a few  instances  no  infarct  was  discernible,  a con- 
stantly absent  feature  in  primary  ligations. 

Thirty  patients  who  had  a severe  grade  of 
coronary  disease  were  operated. 


Clinical  Appraisal  of  the  Beck  Operation.  Harvey  Feil, 

M.D.,  Cleveland.  Annals  of  Surgery,  November, 

1943. 

Types  of  patients  selected : At  the  onset  those  se- 
lected were  victims  of  angina  on  slight  effort.  Here 
the  mortality  rate  was  high.  Later  less  severe 
cases  were  selected.  Of  thirty-seven  operated, 
there  was  an  immediate  mortality  rate  of  62.2  per 
cent.  Fourteen  patients  are  still  alive,  of  whom 
nine  are  in  excellent  condition  and  five  are  in  good 
condition,  not  completely  relieved,  but  with  better 
exercise  tolerance. 

Nine  patients  surviving  from  four  months  to  six 
years  came  to  autopsy,  four  after  dying  of  coronary 
insufficiency,  two  of  acute  myocardial  infarction, 
two  of  myocardial  failure,  and  one  of  cerebral 
hemorrhage.  All  showed  extensive  coronary  scle- 
rosis. 

Of  twenty-three  patients  who  survived  the  opera- 
tion, the  results  were:  excellent,  61  per  cent;  good, 
twenty-two  per  cent;  little  or  no  improvement, 
seventeen  per  cent.  Of  those  living,  thirty-eight 
per  cent  have  lived  an  average  of  6.9  years  since 
their  operation,  while  of  those  dying  four  months 
to  six  years  after  operation,  they  lived  3.9  years. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Technic  of  Podalic  Version  and  Extraction.  Irving  W. 

Potter  and  Milton  G.  Potter.  American  Journal  of 

Surgery,  61:  159-66,  August,  1943. 

The  following  prerequisites  are  required  before 
the  patient  is  ready  for  delivery  by  version  and 
extraction:  (1)  complete  effacement  of  the  lower 
uterine  segment;  (2)  complete  dilatation  of  the  ex- 
ternal os;  (3)  fetal  head  at  or  in  the  brim  of  the 
pelvis;  (4)  membranes  unruptured  or,  if  ruptured, 
the  uterus  should  not  be  too  tightly  molded  about 
the  fetus.  The  patient  is  cleansed  and  shaved.  No 
enemas  are  given.  The  patient  is  draped  in  the 
modified  Walcher  position  with  legs  supported  by 
two  chairs  or  by  nurses.  Chloroform  is  the  an- 
esthetic suitable  for  this  operation.  After  anes- 
thetization to  a surgical  degree,  the  bladder  is 
emptied.  The  vagina  is  then  ironed  out  by  the 
introduction  of  one  finger  and  finally  the  entire 
hand.  This  may  take  as  long  as  twenty  minutes, 
but  does  away  with  the  need  of  an  episiotomy.  The 
operator’s  hand  is  introduced  into  the  uterus,  palm 
up,  and  the  head  grasped  like  a baseball  and 
pushed  up  out  of  the  inlet  and  iliac  fossa.  By 
locating  the  ears  the  position  of  the  head  is  ascer- 


tained and  exploration  reveals  the  exact  position 
of  the  fetus.  The  intact  membranes  are  separated 
from  the  uterine  wall,  avoiding  the  site  of  the  pla- 
centa, and  are  ruptured  high  up  as  amniotic  fluid 
facilitates  version.  The  arms  of  the  fetus  are  next 
folded  across  the  chest  and  under  the  chin.  Both 
feet  are  then  grasped  between  the  first  and  middle 
fingers  and  brought  down  as  far  as  the  iliac  fossa. 
The  folding  of  the  arms  is  rechecked  and  both  feet 
are  then  bi-ought  down  to  the  vulva  and  delivered 
together.  Continued  gentle  traction  is  made  until 
the  knees  are  exposed.  The  version  is  then  com- 
plete. It  is  essential  to  take  plenty  of  time  dur- 
ing the  following  extraction.  Delivery  of  the  but- 
tocks is  effected  through  the  hollow  of  the  sacrum 
by  lifting  both  feet  up  toward  the  ceiling  so  that 
the  baby  is  actually  sitting  on  its  mother’s  per- 
ineum. Slight  pressure  on  the  baby’s  thigh  may  be 
needed  in  rotation  of  the  body.  The  rotation  is 
completed  by  traction  upon  both  feet  in  the  direc- 
tion of  the  mother’s  thighs  until  the  scapulae 
appear.  The  aim  is  to  get  the  back  straight  across 
underneath  the  pubic  arch  to  facilitate  delivery 
of  the  shoulders  and  arms  as  anterior  shoulders 
and  arms.  At  no  time  is  the  body  twisted,  but 
instead  by  equal  traction  on  both  feet  the  body 
will  rotate  spontaneously.  A cord  around  the  neck 
or  between  the  legs  of  the  child  should  be  cut  if 
necessary.  The  baby’s  head  is  then  flexed  and 
directed  in  its  passage  through  the  pelvic  canal 
with  the  aid  of  Pipers  forceps  if  necessary.  When 
the  mouth  is  exposed,  the  mucus  is  milked  out  of 
the  baby’s  throat  and  the  head  gently  eased  out 
and  lifted  up  over  the  perineal  body  as  a flexed 
head.  The  baby  is  placed  on  its  right  side  on 
the  mother’s  abdomen,  the  cord  cut,  an  umbilical 
clamp  applied,  and  the  baby  transferred  to  a warm 
crib.  Following  delivery  of  the  placenta,  one  cubic 
centimeter  of  pitocin  is  given  intravenously,  the 
cervix  examined  and  repaired  if  necessary,  the 
bladder  again  catheterized,  and  the  patient  is  re- 
turned to  her  room.  This  technic  can  be  carried 
out  in  the  home  with  just  as  good  results  as  in 
the  hospital.  In  properly  selected  cases,  the  fetal 
and  maternal  morbidity  and  mortality  are  no 
greater  than  in  other  methods  of  delivery. 


Caudal  Anesthesia  for  Caesarean  Section.  Albert  Lah- 
mann  and  A.  C.  Mietus.  American  Journal  of  Ob- 
stetrics and  Gynecology,  46:  274-78,  August,  1943. 
Reports  the  use  of  caudal  anesthesia  by  the  single 
injection  technique  for  Caesarean  section  in  forty- 
eight  cases.  A two  per  cent  solution  of  metycaine 
was  employed,  the  dosage  varying  from  forty  to 
sixty  cubic  centimeters,  the  larger  amount  being- 
employed  in  most  (forty)  cases.  In  three  cases  the 
block  failed  and  inhalation  anesthesia  was  neces- 
sary. Supplementary  anesthesia  was  necessary  in 
three  other  cases,  intravenous  sodium  pentothal 
being  used  in  two,  and  nitrous  ether  inhalation  an- 
esthesia in  one.  There  were  no  maternal  deaths; 
none  of  the  three  fetal  deaths  could  be  attributed 
to  the  anesthesia.  There  was  an  occasional  transi- 
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tory  fall  in  blood  pressure  and  a temporary  slowing 
of  the  fetal  pulse  in  over  half  the  cases.  Such 
transient  reactions  as  jactitation  and  disorienta- 
tion were  not  observed  in  these  cases,  possibly 
owing  to  premedication  with  barbiturates.  Caudal 
anesthesia  must  be  employed  with  “strict  caution” 
and  assiduous  care  in  technique;  it  should  not  be 
used  in  obese  women,  and  is  not  suitable  for  the 
neurotic  or  apprehensive  patient.  The  method  can 
be  used  “with  comparative  safety”  in  patients  with 
cardiovascular,  pulmonary,  or  renal  complications. 
The  uterus  retains  its  tone  with  this  type  of  anes- 
thesia, the  placenta  separates  “without  delay,”  and 
blood  loss  is  minimal.  There  is  no  postoperative 
vomiting  and  the  puerperium  is  usually  normal 
with  this  type  of  anesthesia.  It  must,  however, 
be  recognized  that  caudal  anesthesia  in  Caesarean 
section  is  not  “devoid  of  dangers.” 


Caudal  Anesthesia  Publicity.  H.  P.  Ramsey.  Medical 

Annals,  District  of  Columbia,  12:  271-73,  July,  1943. 

Many  cases  of  highly  satisfactory  analgesia  have 
been  obtained  with  the  caudal  method.  Contra- 
indications to  this  method  of  analgesia  include  pla- 
centa previa,  inertia  uteri,  hysterical  or  psychotic 
states,  disproportion,  difficult  rotations  and  ver- 
sions, hypersensitivity  to  local  anesthetic  agents, 
infective  processes  over  the  sacrum  and  sacral 
hiatus,  and  congenital  or  traumatic  malpositions 
of  configurations  of  the  vertebral  column,  espe- 
cially of  the  sacral  segment.  Complications  do 
not  often  occur,  but  may  be  of  minor  or  major 
degree.  The  major  complications  include  break- 
ing of  the  needle  or  shearing  off  the  end  of  the 
catheter,  subarachnoid  injection,  intravenous  injec- 
tion, trauma  to  intraspinal  nerves,  profound  cir- 
culatory collapse,  respiratory  paralysis,  and  in- 
fections, including  meningitis,  epidural  abscesses, 
cellulitis  of  the  back;  apparently  there  has  been 
one  death  from  infection.  All  articles  on  the 
subject  stress  the  limitation  of  the  method  to  well- 
equipped  institutions  and  also  to  administration 
by  specially  trained  individuals.  In  spite  of  the 
hazards  listed  above,  the  lay  press  soon  broke  out 
with  a rash  of  fair  promise.  The  number  of  women 
now  demanding  this  new  type  of  analgesia  rein- 
forces the  statement  that  this  lay  publicity  has  run 
far  ahead  of  present  knowledge  and  facilities. 


Caudal  Analgesia  and  Anesthesia  During  Labor  and 
Delivery.  Z.  B.  Newton  and  Mary  R.  Petkauskos. 
American  Journal  of  Nursing,  43:  726-28,  August, 
1943. 

Continuous  caudal  analgesia  is  usually  started 
when  the  patient  is  in  active  labor  and  in  distress 
from  pain.  In  the  authors’  experience  with  over 
180  cases,  the  best  results  are  obtained  when  the 
patient  is  having  three  to  five-minute  pains  of  forty 
to  forty-five  seconds’  duration  and  when  the  cervix 
is  three  fingers  dilated.  With  fractional  admin- 
istration the  analgesia  produced  is  controlled  and, 
therefore,  may  be  continued  over  a period  of  time. 
The  longest  period  in  this  series  was  twelve  hours 


and  that  was  on  an  elderly  primipara  with  dystocia. 
The  preparation  of  the  patient  for  caudal  anal- 
gesia is  described,  as  well  as  equipment  and  indica- 
tions as  to  whether  the  patient  is  getting  no  effect 
or  good  effect.  Contraindications  for  the  use  of 
caudal  analgesia  are  placenta  previa,  uterine  in- 
ertia, disproportion  of  the  child  to  the  pelvis,  or 
other  abnormalities.  In  their  observation  of  over 
200  cases  the  authors  have  noticed  that  (1)  when 
the  baby’s  head  reaches  the  vulva  it  usually  does 
not  progress  any  further  and  frequently  requires 
the  application  of  low  forceps  or  outlet  forceps;  (2) 
the  baby  frequently  requires  less  resuscitation  be- 
cause the  analgesia  has  no  anesthetic  effect  on  the 
infant;  and  (3)  the  mother  seems  to  have  much 
less  bleeding  during  delivery.  After  delivery, 
caudal  analgesia  patients  are  routinely  given  mor- 
phine sulfate  (grain,  one-sixth)  before  they  leave 
the  delivery  room,  so  that  after  the  anesthetic  effect 
of  the  drug  has  worn  off,  usually  in  about  one  or 
two  hours,  they  will  not  feel  afterpains  and  may 
be  able  to  get  some  rest.  After  the  patient  returns 
to  her  room,  she  is  watched  for  the  following:  (1) 
relaxation  of  the  fundus  of  the  uterus,  a frequent 
cause  of  post-partum  bleeding;  (2)  distention  and 
paralysis  of  the  bladder,  as  there  may  be  some 
damage  to  the  nerve  fibers;  (3)  phlebitis  and  even 
leg  paralysis,  as  there  may  be  some  damage  to 
nerves  involving  the  legs;  (4)  the  area  where  the 
needle  was  inserted  to  prevent  abscess  formation; 
and  (5)  the  blood  pressure  should  be  closely  watched 
for  twelve  hours. 

The  authors  conclude  that  this  new  type  of 
obstetric  analgesia  not  only  shortens  labor,  but 
it  does  not  interfere  with  uterine  contractions;  it 
allowed  the  mother  to  remain  conscious  and  able 
to  cooperate;  it  produces  no  aftereffects,  lessens 
post-partum  bleeding,  and  finally  has  no  anesthetic 
effect  on  the  infant.  This  type  of  anesthesia  may 
also  be  used  for  Caesai'ean  sections,  but  needs  test- 
ing in  a larger  series  of  cases  for  this  purpose. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Moorfields’  Eye  Hospital  in  the  "Blitz.”  A.  J.  M.  Tar- 
rant. American  Journal  of  Ophthalmology,  Novem- 
ber, 1943. 

The  Secretary  of  Moorfields’  Eye  Hospital  gives 
an  account  of  the  way  in  which  the  problems  of 
the  blitz  were  met.  The  hospital  is  located  in  a 
vulnerable  area.  A temporary  hospital  outside 
London  (at  Edgeware)  was  taken  over  in  Octo- 
ber, 1939,  and  was  converted  into  a fifty-bed  oph- 
thalmic hospital  complete  with  an  operating  thea- 
tre. This  country  branch  was  able  to  deal  with 
cataracts,  detached  retinas,  glaucomas,  and  squints, 
leaving  the  eighty  beds  in  the  city  hospital  free 
to  deal  with  accident  and  emergency  cases.  Some 
sense  of  security  was  given  by  providing  an  air- 
raid shelter  in  the  basement  with  an  air-condition- 
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ing  apparatus  and  an  auxiliary  lighting  plant.  Pa- 
tients, house  surgeons,  nursing  staff,  cooks,  engi- 
neers, maids,  and  porters  all  slept  in  shelters  in 
the  basement.  Every  evening  as  a matter  of  rou- 
tine there  was  a steady,  well-ordered  removal  to 
the  shelter.  Supper  was  served  at  six  o’clock,  after 
everyone  had  “gone  to  earth”  for  the  night.  After 
the  meal  was  cleaned  away,  any  necessary  dress- 
ings were  done  and  the  patients  were  made  com- 
fortable for  the  night. 

Air-raid  casualties  with  eye  injuries  were  re- 
ceived from  time  to  time.  The  greatest  demand 
was  made  on  the  hospital  on  the  night  of  the  great 
fire  in  the  heart  of  London.  No  less  than  128  fire- 
men were  seen  as  casualties.  A temporary  cas- 
ualty department  was  set  up  in  the  air-raid  shelter, 
but,  as  the  number  of  injured  firemen  increased, 
it  became  necessary  to  return  to  the  hospital’s 
usual  casualty  department— a ground-floor  room 
surrounded  by  glass.  Surgeons  and  nurses  worked 
continuously  through  the  night.  All  the  firemen 
were  cared  for  within  a few  hours.  None  of  them 
had  to  be  admitted  as  an  inpatient,  and  only  one 
required  treatment  for  more  than  four  days. 

On  January  11,  1941,  Moorfields  was  badly  dam- 
aged. After  the  repairs  had  been  completed,  it 
was  again  blasted  on  May  10  and  the  repair  work 
had  to  be  repeated. 

The  author  gives  the  kitchen  staff  a special  word 
of  praise  because  on  a number  of  occasions  there 
was  neither  electricity  nor  gas,  yet  there  was 
always  a meal  of  some  sort  at  the  right  time. 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Roentgen  Rays  in  the  Treatment  of  Cervical  Lymphade- 
nitis. Rieva  Rosh,  M.D.,  and  William  P.  Quinn, 
M.D.,  Bellevue  Hospital,  New  York,  New  York.  Ra- 
diology, November,  1943.  Vol.  41,  No.  5,  p.  464. 
The  authors  report  on  419  patients  with  lym- 
phadenopathy  that  -were  treated  in  the  Radiation 
Therapy  Department  of  Bellevue  Hospital  during 
1924  to  1941,  inclusive.  Routine  chest  examina- 
tions were  done  in  all  cases,  and  the  impression 
was  gained  that  tuberculous  cervical  adenitis  is 
not  often  associated  with  active  tuberculous  in- 
volvement of  the  lungs.  When  tuberculous  nodes 
are  situated  in  the  supraclavicular  area  or  in  the 
axilla,  however,  there  is  usually  an  associated  ac- 
tive pulmonary  tuberculosis.  Of  the  419  patients, 
305  had  positive  biopsies  and  in  twelve  positive 
tuberculous  cultures  were  obtained  from  aspiration 
of  the  fluctuant  nodes.  The  remaining  102  pa- 
tients were  accepted  for  therapy  because  of  the 
clinical  findings,  despite  the  fact  that  in  most  of 
these  biopsy  did  not  show  tuberculosis. 

The  factors  used  in  treating  children  and  younger 
patients  with  superficial  lesions  were  100  to  120 
kilovolts,  five  milliamperes,  two  to  four  millimeters 
aluminum,  thirty  to  forty  centimeters,  T.S.D., 


portal  sufficient  to  cover  the  area  involved;  100  r 
were  given  as  a treatment  once  or  twice  a week  up 
to  a total  of  600  to  800  r,  measured  in  air.  In 
colored  patients  pigmentation  of  the  skin  is  fre- 
quently seen  after  one  or  two  treatments;  contin- 
uation of  therapy  in  these  cases  is  guided  by  the 
clinical  response.  Incision  and  drainage  are  fre- 
quently necessary  when  the  mass  becomes  fluctuant. 

In  patients  with  deep,  large  nodes,  particularly 
where  several  nodes  had  become  confluent,  deep 
X-ray  therapy  was  employed,  the  factors  in  these 
instances  being  200  kilovolts,  five  milliamperes,  .5 
millimeter  copper,  one  millimeter  aluminum  filter, 
.9  H.V.L.,  forty  to  fifty  centimeters  T.S.D. ; 100  to 
150  r were  given  at  a time,  one  area  being  treated 
twice  a week.  The  size  of  the  irradiated  field 
varied  with  the  extent  of  the  lesion.  The  total 
dose  given  was  700  to  900  r in  air.  This  was  re- 
peated if  necessary  in  six  to  eight  weeks. 

An  analysis  of  their  results  follows:  “Regression 
and  healing  of  the  nodes  and  sinuses  were  usually 
so  complete  that  hardly  a trace  of  the  original 
lesion  could  be  detected.  In  310  of  the  419  cases 
follow-up  observations  are  available.  Of  these,  140 
received  one  course  of  therapy,  while  two  and  even 
three  courses  were  necessary  in  others.  Pain  and 
tenderness  were  relieved  after  the  first  course  of 
therapy.  In  many  cases,  however,  with  draining 
sinuses,  healing  occurred  only  after  the  second  or 
third  course  in  therapy.  We  found  no  character- 
istic histologic  structures  which  would  serve  as  an 
indication  of  a favorable  response  or  resistance  to 
radiation  therapy. 

All  types  of  cervical  adenitis  were  treated,  in- 
cluding (1)  small  isolated  nodules,  (2)  multiple 
nodes  of  various  sizes,  (3)  large  masses  of  con- 
fluent nodes,  (4)  fluctuant  masses,  many  with 
draining  sinuses. 

X-ray  examination  of  the  chest  was  done  rou- 
tinely in  all  cases.  Active  tuberculosis  was  found 
in  nineteen  patients,  suspicious  activity  in  thirty, 
interstitial  changes  in  102,  calcified  foci  in  109.  One 
hundred  sixty  patients  showed  no  chest  lesions. 

In  nine  patients  active  pulmonary  tubei'culosis 
developed  following  therapy,  an  occurrence  which 
can  possibly  be  explained  on  the  basis  of  known 
pathologic  changes  and  the  probable  pathogenesis 
of  the  disease.  It  is  probably  that  the  cavities 
first  observed  on  routine  periodic  examinations 
of  the  chest  were  uncomplicated  tuberculous  lesions, 
and  that  the  progress  of  the  latent  tuberculosis  was 
aggravated  by  roentgen  therapy.  It  is  generally 
known  that  the  activity  of  exudative  tuberculous 
lesions  is  increased  and  that  caseation  is  accel- 
erated by  irradiation.  In  these  patients,  therefore, 
a quiescent  tuberculous  focus  may  have  been  ac- 
tivated or  the  pulmonary  parenchyma  may  have 
been  rendered  more  vulnerable  to  tuberculous  in- 
fection. 

The  age  incidence  in  this  series  varied  from 
three  weeks  to  seventy  years,  the  largest  age  group 
being  that  from  twenty  to  thirty  years.  There 
were  about  the  same  number  of  male  and  female 
patients,  showing  that  there  was  no  sex  predilec- 
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tion.  Both  sides  of  the  neck  were  equally  affected. 
Bilateral  involvement  was  seen  in  some  patients, 
while  some  had  axillary,  inguinal,  and/or  medi- 
astinal node  involvement.  In  310  patients  followed 
there  was  complete  disappearance  of  the  lesions  in 
178,  partial  disappearance  in  101,  and  slight  im- 
provement in  thirty-one. 


UROLOGY 

By  Tom  R.  Barry.  M.D.,  F.A.C.S, 
By  G.  A.  Williamson.  Jr..  M.D. 
307  Doctors  Building,  Knoxville 


Appraisal  of  Collateral  Findings  in  Cases  of  Prostatism. 

Joseph  A.  Lazarus.  Journal  of  Urology,  October, 

1943. 

Prostatism,  while  most  frequently  due  to  path- 
ologic changes  involving  the  prostate  gland,  may 
also  be  caused  by  factors  completely  outside  the 
prostate  or  by  extraprostatic  lesions  associated 
with  prostatic  involvement. 

In  this  article,  some  of  the  complications  encoun- 
tered in  making  a diagnosis  of  prostatism  are  out- 
lined. 

Hematuria  and  prostatism:  Hematuria  is  a fre- 
quent finding  in  prostatic  conditions.  When  it  is 
primarily  due  to  the  prostate,  it  occurs  most  com- 
monly in  large  lateral  lobes  which  have  become 
ulcerated;  however,  it  should  not  be  forgotten  that 
renal  tumors  and  renal  calculi  are  not  infrequent 
in  these  cases.  The  true  location  of  the  bleeding 
can  only  be  ascertained  by  a complete  cystourethro- 
scopic  examination,  including  pyelograms.  Hem- 
aturia due  to  bladder  tumor,  bladder  calculi,  and 
chronic  cystitis  are  also  common  complications  of 
prostatism.  A careful  bladder  inspection  should 


establish  a diagnosis.  Pyelonephritis  or  hydro- 
nephrosis are  also  common  in  prostatic  obstruction 
and  may  result  in  bleeding. 

Vesical  neck  contraction  or  median  bar  causes 
urinary  obstruction  with  the  same  symptoms  as 
that  due  to  prostatic  hypertrophy.  It  is  impor- 
tant to  make  a correct  diagnosis  in  these  cases  be- 
fore the  operative  procedure  is  decided  upon. 

In  cases  with  vesical  calculi,  one  must  suspect 
bladder-neck  obstruction  and  seek  to  ascertain  the 
character  of  such  a lesion,  with  its  relief,  before 
obtaining  permanent  results. 

Prostatism  due  to  carcinoma  of  the  prostate  oc- 
cupies an  important  place  in  urology.  About  twenty 
per  cent  of  the  cases  with  bladder-neck  obstruction 
have  carcinoma  of  the  prostate.  In  the  vast  ma- 
jority of  cases  the  lesion  is  far  advanced  when 
first  seen  by  the  urologist.  Every  physician  exam- 
ining men  of  middle  age  and  past  should  do  rou- 
tine rectal  examinations  and  treat  with  suspicion 
all  nodules  of  the  prostate.  When  seen  early,  some 
of  these  cases  can  be  cured  by  radical  perineal 
prostatectomy.  Late  cases  are  relieved  by  orchidec- 
tomy  and  use  of  hormones. 

Prostatic  hypertrophy  frequently  is  associated 
with  lesions  of  the  colon  or  I'ectum.  It  is  impera- 
tive to  definitely  establish  the  presence  or  absence 
of  such  lesions  before  instituting  treatment  of 
the  prostate. 

In  appraising  prostatism  and  the  symptoms  and 
signs  associated  with  it,  it  is  important  to  get  a 
detailed  history,  not  only  of  the  urological  symp- 
toms, but  also  of  the  gastrointestinal  symptoms 
and  institute  the  necessary  procedure  to  establish 
the  correct  diagnosis  before  deciding  upon  the 
operative  procedure. 
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Dr.  J.  L.  McGehee,  Chairman,  Memphis 
Dr.  W.  L.  Williamson,  Memphis 
Dr.  L.  W.  Edwards,  Nashville 
Dr.  E.  G.  Wood,  Knoxville 
Dr.  A.  M.  Patterson,  Chattanooga 
Dr.  J.  O.  Manier,  Nashville 

COMMITTEE  ON  SCIENTIFIC  WORK 
Dr.  H.  H.  Shoulders,  Chairman,  Nashville 
Dr.  Ralph  H.  Monger,  Knoxville  (1945) 

Dr.  A.  F.  Cooper,  Memphis  (1944) 

Dr.  Cecil  E.  Newell,  Chattanooga  (1946) 

STATE  TUBERCULOSIS  COMMITTEE 
Dr.  W.  S.  Rude,  Chairman,  Ridgetop  (1944) 

Dr.  C.  M.  Oberschmidt,  Memphis  (1945) 

Dr.  E.  A.  Gilbert,  Chattanooga  (1944) 

Dr.  R.  R.  Crowe,  Nashville  (1946) 

STATE  HOSPITAL  COMMITTEE 
Dr.  E.  G.  Wood,  Chairman,  Knoxville  (1944) 

Dr.  E.  H.  Baird,  Dyersburg  (1945) 

Dr.  Lee  K.  Gibson,  Johnson  City  (1945) 

Dr.  R.  R.  Brown,  Nashville  (1944) 

Dr.  J.  H.  Francis,  Memphis  (1946) 

Dr.  John  B.  Steele,  Chattanooga  (1946) 

COMMITTEE  ON  PUBLIC  POLICY  AND 
LEGISLATION 

Dr.  N.  S.  Shofner,  Chairman,  Nashville  (1944) 
Dr.  M.  S.  Roberts,  Knoxville  (1945) 

Dr.  H.  B.  Everett,  Memphis  (1944) 

Dr.  John  B.  Steele,  Chattanooga  (1946) 

Dr.  T.  R.  Ray,  Shelbyville  (1946) 

Dr.  H.  H.  Shoulders,  ex  officio,  Nashville 
Dr.  O.  N.  Bryan,  ex  officio,  Nashville 

LIAISON  COMMITTEE 
Dr.  L.  W.  Edwards,  Chairman,  Nashville  (1946) 
Dr.  J.  0.  Manier,  Nashville  (1948) 

Dr.  Walker  L.  Rucks,  Memphis  (1947) 

Dr.  B.  L.  Jacobs,  Chattanooga  (1944) 

Dr.  W.  P.  Wood,  Knoxville  (1945) 

INSURANCE  COMMITTEE 
Dr.  A.  F.  Cooper,  Chairman,  Memphis  (1944) 

Dr.  C.  M.  Hamilton,  Nashville  (1945) 

Dr.  Kyle  Copenhaver,  Knoxville  (1946) 

COMMITTEE  ON  MEDICAL  EDUCATION 
Dr.  J.  Marsh  Frere,  Chairman,  Chattanooga  (1946) 
Dr.  John  M.  Lee,  Nashville  (1945) 

Dr.  W.  C.  Chaney,  Memphis  (1945) 

Dr.  R.  B.  Wood,  Knoxville  (1944) 

Dr.  C.  H.  Sanford,  Memphis  (1944) 

Dr.  D.  W.  Smith,  Nashville  (1946) 

COMMITTEE  ON  MEMOIRS 
Dr.  James  0.  Walker,  Chairman,  Franklin  (1945) 
Dr.  D.  W.  Hailey,  Nashville  (1944) 

Dr.  W.  E.  Bryan,  Chattanooga  (1944) 

Dr.  J.  L.  Crook,  Jackson  (1946) 

Dr.  J.  L.  Hankins,  Johnson  City  (1946) 

COMMITTEE  ON  MATERNAL  WELFARE 
Dr.  J.  R.  Reinberger,  Chairman,  Memphis  (1944) 
Dr.  D.  T.  Holland,  Newbern  (1945) 

Dr.  J.  E.  Powers,  Jackson  (1945) 

Dr.  John  S.  Cayce,  Nashville  (1944) 


Dr.  J.  B.  Fitts,  Chattanooga  (1944) 

Dr.  M.  L.  Hefley,  Knoxville  (1946) 

Dr.  C.  W.  Friberg,  Johnson  City  (1946) 

COMMITTEE  ON  CHILD  WELFARE 
Dr.  James  C.  Overall,  Chairman,  Nashville  (1944) 
Dr.  Wm.  E.  Van  Order,  Chattanooga  (1945) 

Dr.  W.  D.  Mims,  Memphis  (1945) 

Dr.  W.  R.  Cross,  Knoxville  (1946) 

COMMITTEE  ON  CANCER 
Dr.  C.  H.  Heacock,  Chairman,  Memphis  (1944) 
Dr.  Ralph  H.  Monger,  Knoxville  (1946) 

Dr.  H.  S.  Shoulders,  Nashville  (1945) 

Dr.  W.  Likely  Simpson,  Memphis  (1945) 

Dr.  Stanton  S.  Marchbanks,  Chattanooga  (1944) 
Dr.  Howard  King,  Nashville  (1946) 

COMMITTEE  ON  PHYSICAL  THERAPY 
Dr.  J.  J.  Ashby,  Chairman,  Nashville  (1944) 

Dr.  C.  R.  Thomas,  Chattanooga  (1944) 

Dr.  J.  F.  Hamilton,  Memphis  (1945) 

Dr.  C.  H.  Sanford,  Memphis  (1946) 

Dr.  George  Inge,  Knoxville  (1946) 

COMMITTEE  ON  INDUSTRIAL  HYGIENE 
Dr.  Cecil  E.  Newell,  Chairman,  Chattanooga  (1944) 
Dr.  C.  F.  N.  Schram,  Kingsport  (1945) 

Dr.  A.  R.  McMahan,  Memphis  (1945) 

Dr.  Carrington  Harrison,  Nashville  (1946) 

COMMITTEE  ON  FRACTURES 
Dr.  Duncan  Eve,  Chairman,  Nashville  (1944) 

Dr.  E.  T.  Newell,  Chattanooga  (1945) 

Dr.  Edwin  J.  Lipscomb,  Memphis  (1945) 

Dr.  Robert  F.  Patterson,  Knoxville  (1946) 

COMMITTEE  ON  PREPAYMENT  PLANS  FOR 
MEDICAL  AND  HOSPITAL  SERVICES 
Dr.  J.  0.  Manier,  Chairman,  Nashville 
Dr.  R.  R.  Brown,  Nashville 
Dr.  J.  C.  Brooks,  Chattanooga 
Dr.  M.  S.  Roberts,  Knoxville 
Dr.  A.  R.  Porter,  Jr.,  Memphis 
Dr.  W.  D.  Stinson,  Memphis 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S 
AUXILIARY 

Dr.  Jesse  C.  Hill,  Chairman,  Knoxville 
Dr.  R.  R.  Brown,  Nashville 
Dr.  Robert  S.  Pearce,  Memphis 

OFFICERS  OF  SECTIONS 
Tennessee  State  Pediatic  Society — 

President — Dr.  Frazier  Binns,  Nashville* 
Vice-President — Dr.  O.  L.  Von  Canon,  Chatta- 
nooga* 

Secretary — Dr.  Gilbert  Eblen,  Knoxville* 
Tennessee  Academy  of  Ophthalmology  and  Oto- 
laryngology— 

President — Dr.  T.  Lyles  Davis,  Chattanooga 
Vice-President — Dr.  Wm.  A.  Garrott,  Cleveland* 
Secretary — Dr.  S.  H.  Sanders,  Memphis 
Tennessee  Radiological  Society — 

President — Dr.  Horace  D.  Gray,  Memphis* 
Vice-President — Dr.  Franklin  B.  Bogart,  Chat- 
tanooga* 

Secretary-Treasurer — Dr.  J.  Marsh  Frere,  Chat- 
tanooga 


*In  service. 
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EMERGENCY  MATERNITY  AND  INFANT  CARE  PROGRAM  IN 
TENNESSEE  FOR  THE  BENEFIT  OF  THE  WIVES  AND 
INFANTS  OF  SOLDIERS  IN  THE  ARMY  AND  NAVY 


This  office  is  in  receipt  of  a number  of 
inquiries  concerning  the  participation  of 
the  physicians  of  Tennessee  in  the  program. 
The  following  statement  was  obtained  from 
Dr.  R.  H.  Hutcheson,  Commissioner,  Ten- 
nessee State  Department  of  Health,  and  is 
published  for  the  information  of  all  con- 
cerned : 

From  the  beginning  of  the  program  in 
August,  1943,  through  December  31,  1943, 
there  were  2,278  applications  filed  with  this 
department.  Of  this  number  1,774  were 
authorized  for  care  and  504  were  rejected 
because  of  ineligibility  for  care  under  the 
program.  No  tabulations  according  to  geo- 
graphic distribution  or  reason  for  ineligi- 
bility have  been  kept  on  the  ineligible  group. 

By  the  term,  “Number  of  Doctors  Par- 
ticipating,” the  receipt  of  an  application 
signed  by  a physician  at  any  time  has  been 
considered  as  a basis  for  participation. 

The  tabulation  of  physicians  includes 
those  physicians  working  in  station  hospi- 
tals of  army  camps  and  full-time  residents 
of  hospitals  where  patients  are  accepted  on 
a clinic  basis  and  no  medical  care  is  paid 
for  under  this  plan.  These  institutions  are : 
ARMY  HOSPITALS 

Nashville  Army  Air  Force  Classification 
Center. 

Fort  Oglethorpe,  Georgia. 

Camp  Forrest. 

Smyrna  Air  Base. 


GENERAL  HOSPITALS 

Baroness  Erlanger  Hospital,  Chatta- 
nooga. 

T.  C.  Thompson  Children’s  Hospital. 
Nashville  General  Hospital,  Nashville. 
Vanderbilt  Hospital,  Nashville. 

John  Gaston  Hospital,  Memphis. 

A total  of  168  maternity  cases  and  nine 
pediatric  cases  have  been  authorized  for 
care  in  these  institutions. 

Tennessee  Department  of  Public  Health 
Emergency  Maternity  and  Infant  Care 
Program,  Nashville  3,  Tennessee, 
January  1,  1944 
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A MESSAGE  TO  THE  MEMBERS  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 


For  some  ten  years  the  physicians  of  the 
United  States  have  been  subjected  to  a 
series  of  stresses  such  as  have  disturbed 
the  orderly  progress  of  medical  science  in 
no  previous  period  of  similar  length.  In 
1860  Oliver  Wendell  Holmes  wrote: 

“The  truth  is  that  medicine,  professedly 
founded  on  observation,  is  as  sensitive  to 
outside  influences,  political,  religious,  phil- 
osophical, imaginative,  as  is  the  barometer 
to  the  changes  of  atmospheric  density.” 
The  depression  of  1929,  the  evolution  of 
the  Social  Security  Act,  the  first  Wagner 
bill,  the  development  of  hospitalization  and 
medical  care  insurance,  the  enrollment  of  a 
third  of  the  active  medical  profession  in 
the  armed  forces,  and  now  the  Wagner- 
Murray-Dingell  Bill  represent  a series  of 
provocative  crises.  Each  of  these  chal- 
lenges was  met  by  the  House  of  Delegates, 
the  trustees,  and  the  officers  of  the  Asso- 
ciation with  clearly  defined  statements  of 
policy  which  the  Association  has  dissemi- 
nated widely.  Under  these  policies  the  ex- 
tension of  medical  service  has  proceeded 
steadily  and  everything  possible  has  been 
done  to  maintain  the  quality  of  medical 
education  and  medical  service  at  the  high 
standard  that  has  been  our  ideal.  The  con- 
tinued pressure  of  the  years  has  been  cli- 
maxed by  the  Beveridge  report,  the  report 
of  the  National  Resources  Planning  Board, 
and  the  introduction  of  the  Wagnei'-Mur- 
ray-Dingell  Bill.  This  comes  when  every 
physician  not  in  the  armed  forces  is  giving 
of  himself  unstintedly  without  thought  of 
time  or  physical  capacity. 

Today  strange  social  philosophies  per- 
vade the  radio,  the  press,  and  the  period- 
icals. Panaceas  for  medical  problems  are 
proffered  by  innumerable  prescribers.  Some 
preach  distrust  of  medical  organization, 
cast  doubt  on  the  loyalty  of  our  leaders, 
sow  dissension  in  our  membership ! These 
activities  are  no  doubt  a reflection  of  anx- 
ieties and  fears.  And  they  appear  at  a 
time  when  a united,  loyal,  solidly  organized 
medical  profession  is  more  needed  than  at 
any  previous  time  in  our  history!  When 
our  representatives  appear  before  legisla- 


tive hearings,  they  are  entitled  to  the  loyal, 
enthusiastic,  unified  support  of  the  constit- 
uent and  component  societies  of  the  Amer- 
ican Medical  Association. 

In  some  areas  there  are  attempts  at  re- 
organization of  the  county  medical  society 
on  a strictly  business  basis;  attempts  are 
being  made  to  organize  small  groups  of 
the  states  into  sectional  cliques;  before  the 
House  of  Delegates  of  one  state  a delegate 
actually  urged  a united  opposition  to  the 
Southern  States ; here  and  there  physicians, 
apparently  inspired  by  lay  employees  or  by 
the  urging  of  outside  agencies,  would  pour 
the  funds  of  county  and  state  medical  so- 
cieties, swollen  by  special  assessments,  into 
“public  relations,”  as  if  this  were  some 
new  and  potent  magic ; there  are  occasional 
demands  that  the  medical  profession  “union- 
ize” and  affiliate  with  one  or  the  other  of 
the  major  labor  oi'ganizations.  The  far- 
seeing  Oliver  Wendell  Holmes  was  right; 
physicians  are  “sensitive  to  outside  influ- 
ences, political,  religious,  philosophical, 
imaginative.” 

Now  what  are  the  facts?  The  trend  of 
public  thought  is  quite  definitely  against 
any  such  expansion  of  the  Social  Security 
Act  as  the  Wagner-Murray-Dingell  Bill  con- 
templates. The  Council  on  Medical  Serv- 
ice and  Public  Relations  has  been  organized, 
has  developed  a program,  has  stated  its 
policies,  has  secured  a full-time  secretary, 
has  expanded  sources  of  information  on 
legislative  activities,  is  participating  in 
public  relations  for  the  Association.  The 
Board  of  Trustees  has  organized  for  suit- 
able representation  at  any  hearings  that 
may  be  called  on  legislation  affecting  the 
medical  profession.  The  publications  of 
the  Association  have  reached  the  highest 
peak  in  their  history  in  circulation  and 
effectiveness.  A poll  proves  that  a major- 
ity of  Americans  interviewed  consider  the 
American  Medical  Association  an  organiza- 
tion interested  in  the  advancement  of  med- 
ical science,  an  organization  devoted  to  the 
approval  of  that  in  medicine  which  is  sound 
and  exposing  that  which  is  fraudulent — 
what  the  experts  call  a “favorable  symbol.” 
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And  all  this  accomplished  at  a time  when 
the  employees  of  the  Association  have  been 
reduced  by  one-fourth  by  war  activities  or 
call  to  the  armed  forces,  and  when  many 
others  are  likewise  giving  largely  of  their 
time  to  war  activities. 

The  Board  of  Trustees  pledges  itself 
anew,  as  do  the  officers  and  employees  of 
the  Association,  to  do  their  utmost  to  carry 
out  and  to  implement  the  principles,  the 
policies,  and  the  mandates  of  the  House  of 
Delegates.  To  some  55,000  physicians  who 
are  in  the  armed  forces  the  board  pledges 
all  that  the  Association  can  do  to  maintain 
for  them  a medical  profession  free  from  the 
interference  of  political  control.  The  board 
is  convinced  that  the  House  of  Delegates 
will  also  do  its  utmost  to  hold  the  tradi- 


tions of  Americanism  and  American  medi- 
cine inviolate  until  the  physicians  who  are 
now  with  the  armed  forces  return  and 
themselves  participate  in  determining  the 
future  of  American  medicine. 

Board  of  Trustees: 

Roger  I.  Lee,  M.D., 

Chairman. 

R.  L.  Sensenich,  M.D., 

V ice-Chairman. 

Ernest  E.  Irons,  M.D.. 

Secretary. 

James  R.  Bloss,  M.D. 

William  F.  Braasch,  M.D. 

Ralph  A.  Fenton,  M.D. 

E.  L.  Henderson,  M.D. 

Edward  M.  Pallette,  M.D. 

Charles  W.  Roberts,  M.  D. 
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COUNCIL  ON  MEDICAL  SERVICE  AND 
AMERICAN  MEDICAL  ASSOCIATION 

This  bulletin  is  sent  to  you  under  the  auspices  of 
the  Council  on  Medical  Service  and  Public  Rela- 
tions to  inform  you  in  regard  to  activities  and 
trends  in  relation  to  medical  affairs  and  medical 
legislation  and  plans  for  rendering  medical  service. 
The  bulletin  is  prepared  by  the  staff  of  the  head- 
quarters office  in  Chicago  with  the  use  of  some- 
material  secured  in  Washington. 

January  12,  1944. 

The  new  session  of  the  Congress  which 
begins  after  the  New  Year  has  the  same 
members  and  the  bills  and  the  status  of  the 
bills  remain  the  same  as  in  the  period  up 
to  January,  1944. 

Under  legislation  recently  passed  a com- 
mittee of  physicians  is  to  be  appointed 
which  will  restudy  the  physical  require- 
ments of  the  armed  forces  to  determine  if 
the  standards  should  be  changed  in  order 
to  permit  induction  of  some  of  the  3,000,000 
nonfathers  who  have  thus  far  been  deferred 
as  physically  unfit. 

Another  phase  of  this  legislation  permits 
any  man  who  is  likely  to  be  inducted  into 
the  service  soon  to  request  of  his  draft 
board  a preinduction  physical  examination 
at  an  induction  station.  The  local  draft 
boards  must  accept  the  results  of  such  an 
examination. 

The  Alabama  State  Board  of  Censors 
voted  early  in  December  its  opposition  to 
the  Wagner-Murray-Dingell  Bill  and  urged 
all  voluntary  agencies  and  organizations 
interested  in  the  development  and  extension 
of  good  medical  care  to  join  the  State 
Board  of  Censors  in  their  opposition. 

The  Seaboard  Medical  Association  early 
in  December  adopted  a resolution  “that  it 
is  the  sense  of  the  Seaboard  Medical  As- 
sociation that  we  as  doctors  should  do 
everything  in  our  power  and  take  all  pos- 
sible steps  to  influence  the  enaction  of  laws 
for  a more  adequate  distribution  of  medical 
and  hospital  care,  such  legislation  to  be 
sponsored  by  the  medical  profession  of 
North  Carolina  and  Virginia  and  its  activi- 
ties to  be  administered  and  directed  through 
agencies  approved  by  the  medical  societies 
of  the  respective  states.  To  implement  this 
program  we  hereby  recommend  the  ap- 
pointment of  a special  committee  to  confer 
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with  Governor  Broughton  of  North  Caro- 
lina and  with  Governor  Darden  of  Virginia 
for  the  purpose  of  suggesting  and  sponsor- 
ing legislation  as  will  be  in  keeping  with 
the  best  traditions  of  the  medical  profession 
and  serve  the  best  interests  of  the  public  as 
a whole.” 

In  an  editorial  the  U.  E.  News  of  New 
York,  official  labor  organ,  said: 

“The  American  Medical  Association  does 
not  like  the  Wagner-Murray-Dingell  Bill, 
which  would  give  all  workers  the  benefit 
of  a national  system  of  health  insurance 
paid  for  as  unemployment  insurance  is  paid 
for  now. 

“The  bill,  says  Doctor  Fishbein,  would 
destroy  medical  schools’  standards,  because 
it  would  permit  grants  to  such  institutions. 

“It  also  would  give  everybody  real  health 
protection  and  break  the  medical  monopoly, 
possibly  cutting  the  high  fees  that  some 
medical  doctors  collect  by  putting  the  pre- 
viously wasted  skills  of  other  doctors  to 
work.  The  American  Medical  Association 
does  not  consider  that  angle. 

“The  American  Medical  Association  has 
sent  Fishbein  to  the  West  Coast  in  an  ob- 
vious campaign  against  the  Wagner-Mur- 
ray-Dingell Bill.  So  far,  San  Francisco  and 
Los  Angeles  have  heard  his  blasts  which 
include  the  flat  statement  that  only  ‘a  rev- 
olution or  a depression  in  which  there  are 
from  12,000,000  to  14,000,000  unemployed’ 
can  ever  bring  about  a government  medical 
system  in  this  country. 

“Labor’s  answer  should  be  to  intensify 
its  job  of  building  its  own  health  systems, 
so  vitally  needed  for  wartime  morale  and 
efficiency.  Labor  should  use  its  political 
action  program  to  back  up  the  Wagner- 
Murray-Dingell  measure.” 

(The  statement  that  Doctor  Fishbein 
went  to  the  West  Coast  to  campaign  against 
the  Wagner-Murray-Dingell  Bill  is,  of 
course,  quite  untrue.  Doctor  Fishbein  went 
to  the  West  Coast  to  speak  for  the  fiftieth 
anniversary  of  the  San  Francisco  Medical 
Society.) 

An  editorial  in  the  Indianapolis  Star  of 
November  24  opposes  the  Wagner-Murray- 
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Dingell  Bill.  Here  are  the  first  and  last 
sentences : 

“Tactics  typical  of  the  political  dema- 
gogue were  employed  by  Senator  Murray, 
coauthor  of  the  Wagner-Murray  social  se- 
curity and  health  insurance  bill,  to  discredit 
members  of  the  medical  profession  battling 
to  save  this  country  from  further  New  Deal 
socialism.  . . . 

“There  is  nothing  unethical  in  the  ac- 
ceptance of  financial  contributions  from 
medical  associations  and  pharmaceutical 
houses  in  opposing  this  costly  extension  of 
government  paternalism.  The  misinterpre- 
tation of  which  Murray  complains  is  really 
a patriotic  service  which  such  organizations 
are  rendering  in  supplying  funds  to  protect 
the  American  people  from  a final  strangle 
hold  of  regimentation.  A voluntary  pre- 
payment plan  might  provide  a reasonable 
compromise.” 

From  an  unnamed  source  in  the  Selective 
Service  administration  comes  the  following 
memorandum : 

“Your  informant  is  in  error  in  saying 
that  the  reading  of  the  nonfather  draft  act 
will  speed  up  drafting  of  doctors  up  to 
forty-five.  The  act  now  reads  that  no  man 
may  be  inducted  by  reason  of  his  occupa- 
tion except  doctors.  The  purpose  of  this 
was  to  kill  off  the  Manpower  Commission 
‘work-or-fight’  ruling  setting  up  a nondefer- 
able  list  under  which  a bartender  would  be 
put  at  the  top  of  the  draft  list  regardless 
of  his  dependency  status.  The  act  now 
more  definitely  places  preference  on  depend- 
ency and  occupational  deferment  rather 
than  saying  that  a bartender  who  was  the 
father  of  six  children  would  be  drafted 
ahead  of  a factory  worker  with  one  child. 
Excepting  doctors  in  the  act  was  done  to 
leave  the  way  open  for  drafting  of  doctors 
if  that  should  become  necessary.  There  is 
no  such  doctor  draft  now  contemplated.” 

The  midmonthly  issue  of  the  Journal  of 
the  American  Dental  Association  (Decem- 
ber 15,  1943),  which  is  devoted  wholly  to 
organizational  activities,  presents  the  ac- 
tion of  that  body  on  the  Wagner-Murray- 
Dingell  Bill: 

“The  House  of  Delegates  of  the  American 
Dental  Association,  while  endorsing  the 
basic  principle  for  the  improvement  of  na- 


tional health,  must  oppose  the  program  of 
Senate  Bill  1161  because  of  the  eight  prin- 
ciples which  were  adopted  by  this  body  in 
1938. 

“If  legislative  progress  dictates  a recon- 
sideration of  the  dental  aspects  of  Senate 
Bill  1161,  the  Board  of  Trustees  is  directed 
to  take  necessary  steps  consistent  with  the 
action  of  this  House,  or  to  convene  the 
House  of  Delegates  in  special  session  in 
order  to  protect  the  interests  of  the  public 
and  the  profession. 

“The  text  of  the  joint  resolution,  rejected 
by  the  House  of  Delegates,  follows : 

“ ‘Be  it  resolved,  That  the  House  of  Dele- 
gates of  the  American  Dental  Association 
shall  not  endorse  in  its  present  form  Senate 
Bill  No.  1161. 

“ ‘But  in  the  event  it  becomes  apparent 
that  Congress  will  pass  this  bill  in  its  pres- 
ent or  in  amended  form,  the  House  of  Dele- 
gates instructs  the  Committee  on  Legisla- 
tion of  the  American  Dental  Association  to 
use  its  best  judgment  in  handling  the  mat- 
ter in  accordance  with  the  best  interests  of 
the  public  and  the  wishes  of  the  American 
Dental  Association. 

“ ‘This  shall  be  the  policy  of  the  Ameri- 
can Dental  Association  with  respect  to  Sen- 
ate Bill  No.  1161. 

“ ‘Be  it  further  resolved,  That  if  and 
when  the  Committee  on  Legislation  finds  it 
necessary  to  participate  in  the  redrafting 
of  Senate  Bill  No.  1161,  the  Committee  on 
Legislation,  in  conjunction  with  other  ap- 
propriate committees,  but  under  the  super- 
vision and  direction  of  the  Committee  on 
Legislation,  shall  be  instructed  to  proceed 
along  the  following  lines : 

“ ‘In  the  bill,  wherever  medical  benefits 
and  medical  participation  are  provided  for, 
dental  benefits  and  dental  participation 
shall  be  provided  for,  and  provision  shall 
be  made  for  dental  specialists. 

“ ‘There  shall  be  a special  trust  fund  for 
dental  services.  Provision  shall  be  made 
for  raising,  through  Social  Security  con- 
tribution, sufficient  funds  to  care  for  dental 
services.  These  funds  shall  be  credited  to 
the  Dental  Care  Account  by  the  Managing 
Trustee. 

“ ‘Provision  shall  be  made  for  the  ap- 
pointment of  dental  representatives  to  the 
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National  Advisory  Medical  and  Hospital 
Council.  It  is  also  recommended  that  we 
seek  to  have  the  title  of  the  National 
Advisory  Medical  and  Hospital  Council 
changed  to  the  National  Advisory  Health 
Council. 

“ ‘In  order  to  further  safeguard  the  in- 
terests of  the  public  and  the  dental  profes- 
sion, the  National  Advisory  Medical  and 
Hospital  Council  should  be  authorized  to 
direct  the  Surgeon  General  with  reference 
to  carrying  out  the  provisions  of  this  act.’  ” 

Mrs.  Helen  Hershfield  Avnet  of  the 
Group  Health  Cooperative,  operating  in 
southern  New  York  State,  has  issued  a bul- 
letin called  “Voluntary  Medical  Insurance 
in  the  United  States.”  According  to  an 
editorial  in  the  Netv  York  Herald-Tribune 
for  December  8,  1943 : 

“Mrs.  Avnet  finds  that  plans  of  limited 
scope  covering  only  the  catastrophic  ill- 
nesses have  met  with  greater  success  than 
those  covering  day  in  and  day  out,  preven- 
tive as  well  as  emergency  care.  Plans  for 
comprehensive  care  have  so  far  been  suc- 
cessful only  where  doctors  have  been  or- 
ganized in  group  practice  plans,  as  at  the 
Kaiser  shipyards  in  Richmond,  Calif.  The 
American  Medical  Association  approves 
only  the  open-panel  method  of  operation, 
allowing  full  freedom  of  choice  of  physi- 
cians to  patients. 

“Two  developments  which  are  now  crys- 
tallizing interest  in  the  whole  subject  of 
prepaid  medicine  are:  (1)  the  fact  that  the 
Wagner-Murray  Social  Security  Bill  is 
bringing  close  a decision  between  compul- 
sory government  insurance  and  voluntary 
plans,  and  (2)  the  impetus  given  by  war  to 
some  new  and  large-scale  projects.  These 
developments  suggest  that  medical  care  is 
going  to  be  pLit  within  financial  reach  of  the 
many  one  way  or  another,  and  that  only 
demonstrated  success  of  the  voluntary  plans 
looking  to  their  rapid  and  effective  exten- 
sion can  weight  the  scales  in  their  favor. 
Such  success  requires  leadership.  Leader- 
ship of  a high  order  has  been  furnished  in 
the  past  by  some  laymen  and  by  individual 
doctors.  In  some  cases  it  has  been,  this 
report  says,  ‘the  primary  factor  making  for 
success  in  the  face  of  difficult  odds.’  But 
organized  medicine  has,  on  the  whole,  ham- 


pered experiment  and  opposed  all  break 
with  tradition  even  through  voluntary 
plans.  And  organized  labor,  representing 
powerful  prospective  consumer  groups,  is 
endorsing  the  paternalistic,  government- 
controlled  compulsory  plan  of  the  social 
security  bill.  This  paper  holds  that  the 
voluntary  cooperation  of  doctors  and  pa- 
tients, to  which  leadership  and  backing 
from  the  medical  profession  are  essential, 
is  infinitely  to  be  preferred.” 

The  New  Jersey  Welfare  Council  had  Dr. 
Ernest  P.  Boas  of  Columbia  University  as 
a guest  speaker.  He  supported  the  Wagner- 
Murray-Dingell  Bill  with  minor  modifica- 
tions. Drs.  Wells  P.  Eagleton  and  Nor- 
man Scott  discussed  Doctor  Boas’  proposals. 
The  New  Jersey  Welfare  Council  adopted 
a resolution  instructing  its  Health  Commit- 
tee to  publish  from  time  to  time  its  findings 
and  recommendations  regarding  measures 
for  improvement  of  medical  care. 

The  American  Legion,  at  its  convention 
at  Omaha,  adopted  a resolution  which  some 
political  party  ought  to  put  into  its  platform 
next  year.  Here  it  is,  somewhat  shortened  : 

“.  . .We  affirm  our  fidelity  to  the  basic 
concept  of  the  American  system,  a sov- 
ereign federal  government  of  sovereign 
states.  Freedom  of  enterprise  is  of  im- 
portance equal  to  the  four  freedoms  of  the 
Atlantic  Charter.  Extraordinary  controls 
surrendered  to  the  central  government 
should  be  promptly  returned  to  the  states 
upon  termination  of  the  war.  These  prin- 
ciples we  regard  as  essential  to  the  pres- 
ervation of  the  American  way  of  life.  To 
them  we  hereby  dedicate  ourselves  unre- 
servedly, and  we  highly  resolve  to  work 
and  fight  to  preserve  on  the  home  front  the 
cherished  institutions  of  liberty  and  indi- 
vidual freedom,  that  our  soldiers  may  re- 
turn from  far-flung  battle  fronts  to  find  the 
institutions  for  which  they  fought  unim- 
paired.” 

The  periodical  PM,  published  in  New 
York,  began  on  December  21  a series  of 
articles  by  its  medical  writer,  Albert 
Deutsch,  relative  to  the  National  Physicians 
Committee  and  the  Wagner-Murray-Din- 
gell  Bill.  The  first  article  traces  the  his- 
tory of  the  formation  of  the  National  Phy- 
sicians Committee,  points  out  that  there  is 
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no  direct  relationship  with  the  American 
Medical  Association,  but  that  the  American 
Medical  Association  supports  the  activities 
of  that  organization,  indicates  that  much 
of  the  funds  are  derived  from  industrial 
sources,  and  states  that  through  the  efforts 
of  the  National  Physicians  Committee  some 
15,000,000  pamphlets  attacking  the  Wag- 
ner-Murray-Dingell  Bill  had  been  circu- 
lated. 

Senator  Claude  Pepper  is  holding  hear- 
ings in  Pascagoula,  Mississippi,  on  the 
shortage  of  doctors.  Information  from  a 
representative  in  Pascagoula  indicates  that 
there  are  seven  physicians  for  a population 
estimated  at  30,000.  This  does  not  include 
four  physicians  employed  by  the  Ingalls 
Shipbuilding  Corporation.  One  of  the  seven 
physicians  is  a man  almost  eighty  years 
old.  The  principal  load  is  carried  by  four 
doctors.  Two  doctors  apparently  average 
fifty  office  calls  daily;  the  other  two  aver- 
age forty  office  calls  daily.  One  physician 
does  the  bulk  of  the  surgery.  Standard 
fees  are  $2.00  office  calls,  $3.00  house  calls, 
and  $5.00  for  night  calls. 

The  following  is  from  an  address  pub- 
lished in  the  Congressional  Record,  Decem- 
ber 15 : 

“Mr.  Gross.  Mr.  Speaker,  I ask  unani- 
mous consent  to  address  the  House  for  one 
minute. 

“Mr.  Speaker.  Is  there  objection  to  the 
request  of  the  gentleman  from  Pennsyl- 
vania? 

“There  was  no  objection. 

“Mr.  Gross.  Mr.  Speaker,  for  some  time 
the  matter  of  socialized  medicine  has  been 
a matter  of  nation-wide  discussion.  I have 
always  opposed  it  and  shall  continue  to  op- 
pose it,  but  I want  to  say  here  and  now 
that  if  the  medical  profession  of  this  coun- 
try do  not  want  their  profession  socialized 
they  had  better  clean  house  of  the  racket- 
eers within  the  profession. 

“It  has  come  to  my  attention  that  the 
wife  of  a certain  young  congressman  is 
about  to  have  a baby.  He  went  to  a doctor 
to  whom  a good  many  congressmen  go  and 
asked  him  to  recommend  a physician,  which 
he  did.  He  went  to  see  that  doctor,  and  the 
doctor  said,  ‘I  will  be  glad  to  take  your 


case.’  When  he  asked,  ‘What  will  you 
charge  me?’  the  doctor  said,  ‘$1,000.’ 

“I  have  been  told  that  more  than  one 
congressman  has  paid  $1,000  for  these  serv- 
ices.” 

Medical  Economics  for  December,  1943, 
prints  the  pictures  of  the  members  of  the 
Council  on  Medical  Service  and  Public  Re- 
lations and  discusses  the  council  under  the 
heading,  “Medical  Service  Council  Scored 
for  Its  ‘Snail-Like  Progress.’  ” The  article 
needs  consideration  only  in  the  light  of  its 
possible  effect  in  creating  dissatisfaction 
among  the  members  of  the  American  medi- 
cal profession  who  read  it  and  who  gather 
from  it  the  impression  that  the  council  is 
not  accomplishing  anything  important.  Ac- 
tually the  mere  creation  of  the  council  was 
in  itself  a most  important  item  from  the 
point  of  view  of  the  effect  on  the  public 
and  the  medical  profession. 

In  the  magazine  called  Medical  Care  for 
November,  1943  (edited  by  Michael  Davis), 
discussions  which  should  be  read  include 
“Insurance  Companies  and  the  Wagner 
Bill,”  by  Katharine  G.  Clark;  “Four  Na- 
tional Health  Bills  Compared,”  by  Michael 
M.  Davis  and  Mrs.  Rose  Ehrlich ; also  what 
is  alleged  to  be  an  expose  of  the  National 
Physicians  Committee  at  work  and  a sum- 
mary of  medical  society  opinion  on  the 
Wagner  Bill  taken  from  state  medical  jour- 
nals. 

In  the  American  Journal  of  Public  Health 
for  December,  1943,  page  1466,  appears  an 
editorial  entitled  “Medical  Care  Must  Be 
Complemented  by  Public  Health  Measures.” 
The  chief  points  made  are  that  it  would  be 
unsound  as  a public  policy  to  mix  social 
security  legislation  and  anti-inflation  meas- 
ures, also  that  the  Wagner-Murray  Bill 
really  does  nothing  for  preventive  medicine 
so  that  even  if  this  bill  should  be  passed 
or  even  if  no  bill  at  all  is  passed,  there 
must  be  a thumping  increase  in  the  amount 
which  the  public  pays  for  the  maintenance 
of  its  health.  “The  time  has  come,  or 
rather  it  came  some  years  ago,  when  health 
officers  need  to  say  boldly  that  it  costs 
real  money  to  do  decent  public  health  work, 
that  the  budget  for  a properly  operating 
health  program  is  not  just  an  infinitesimal 
part  of  government  expense.”  The  sug- 
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gestion  is  made  that  there  be  included  in 
the  Wagner-Murray  Bill,  just  in  case  it 
should  pass,  a provision  that  would  insure 
ten  per  cent  of  the  total  amount  to  be  des- 
ignated to  aid  the  states  in  public  health 
work.  However,  it  is  also  pointed  out  that 
funds  raised  under  social  security  are  con- 
tributed funds,  earmarked  for  the  benefit 
of  those  who  contributed  them.  The  final 
statement  relative  to  the  Wagner-Murray 
Bill  reads,  “We  should  be  unhappy  to  see 
it  pass  in  its  present  form,  but  if  it  is  to 
be  passed,  there  should  be  made  whatever 
adjustment  is  necessary  in  order  to  set  aside 
from  its  derived  funds  a proportion  suffi- 
cient to  insure  effective  public  health  pro- 
grams.” 

Information  from  Washington:  Things 
are  very  quiet.  There  is  a tentative  plan 
for  a Public  Health-Office  of  War  Informa- 
tion venereal  disease  campaign  probably  in 
March.  The  representative  of  the  Office 
of  War  Information  who  is  handling  the 
campaign,  at  least  in  the  thinking  stage, 
says  that  they  have  not  yet  decided  whether 
the  campaign  will  be  conducted  under  the 
Public  Health  banner  or  whether  it  will  be 
put  out  by  Office  of  War  Information.  He 
gave  the  impression,  however,  that  he  hoped 
it  would  run  like  all  the  rest  of  the  Office 
of  War  Information  campaigns  (scrap,  fat 
salvage,  etc.)  with  paid  ads  from  commer- 
cial sponsors.  On  being  asked  who  would 
advertise,  he  said  he  supposed  it  would  be 
insurance  companies  and  pharmaceutical 
houses.  He  did  not  know  who  else.  But 
he  did  say  that  the  insistent  request  to 
purchase  advertising  expressed  by  a manu- 
facturer of  condoms  had  been  turned  down 
by  Public  Health  Service. 

The  United  States  Department  of  Labor 
released  for  Sunday  papers,  December  19, 
a statement  on  maternity  and  infant  care 
for  wives  and  babies  of  enlisted  men.  There 
were  33,142  additional  applications  ap- 
proved in  November.  Plans  for  cooperat- 
ing in  the  program  had  been  approved  in 
Louisiana  and  Texas.  According  to  Miss 
Lenroot,  all  states  but  one,  and  the  District 
of  Columbia,  Alaska,  and  Hawaii  can  now 
receive  applications  from  servicemen’s 
wives.  North  Dakota,  the  one  state  with- 
out a cooperating  program,  is  expected  to 


join  soon.  The  total  number  of  cases  au- 
thorized through  November  30,  1943,  by 
states  is  available.  The  grand  total  as  of 
November  20  is  131,460  cases. 

Reactions  of  Some  Members  of  Congress 
to  the  Socialization  of  Medicine 

Senator  Kenneth  McKellar,  Tennessee: 
“I  am  very  much  opposed  to  what  is  known 
as  socialized  medicine.”  ( Congressional 
Record,  December  8,  1943,  page  10574.) 

Senator  Chapman  Revercomb,  West  Vir- 
ginia (in  discussing  a proposal  to  provide 
federal  funds  for  the  relocation  of  physi- 
cians, the  senator  said,  in  part) : “By  what- 
ever name  that  might  be  called,  whether  it 
be  called  socialized  medicine  or  state  con- 
trolled medicine  or  state  aid  to  doctors,  it 
seems  to  me  the  provision  is  not  a good  one. 
. . . Here  for  the  first  time  the  federal  gov- 
ernment would  be  going  into  the  business 
of  supplying  doctors.  Let  the  doctors  move 
freely  within  their  profession.  Let  those 
who  remain  in  our  country  move  freely 
about  the  country.  Let  the  communities 
invite  any  doctor  in  the  land  to  come  there 
and  to  practice  among  those  in  the  commu- 
nity. Let  the  doctor  go  there,  if  he  desires 
to  do  so,  and  if  he  can  meet  the  standards 
of  the  state  to  which  he  moves.  But  do 
not  let  the  federal  government  foster  the 
removal  of  doctors  from  one  community  to 
another,  and  do  not  let  the  federal  govern- 
ment use  public  funds  to  pay  such  doctors 
— not  for  three  months,  but  for  any  length 
of  time — to  live  there.  That  would  be 
rather  close  to  state  control.  If  it  would 
not  be  state  control,  it  would  be  state  in- 
fluence in  the  practice  of  medicine.”  ( Con- 
gressional Record,  December  8,  1943,  page 
10574). 

Senator  Scott  W.  Lucas,  Illinois:  “If  S. 
1161,  when  it  is  reported  to  the  Senate  by 
the  committee,  contains  a provision  for 
strictly  socialized  medicine  no  doubt  a sep- 
arate vote  will  be  taken  on  this  proposition. 
In  that  event  I shall  vote  against  the  pro- 
vision. 1 stated  definitely  in  my  campaign 
for  the  Senate  in  1938  that  I was  opposed 
to  socialized  medicine,  and  I see  no  reason 
for  changing  my  position  at  this  time.” 
(Letter.) 

Congressman  Joseph  W.  Martin,  Jr., 
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Massachusetts  (in  an  address  before  the 
Fifteenth  Annual  Scientific  Assembly  of  the 
Medical  Society  of  the  District  of  Columbia, 
October  1,  1943,  inserted  into  the  Congres- 
sional Record  by  Congressman  Miller  of 
Nebraska) : “I  do  not  need  to  remind  you 
that  one  of  these  groups  would  radically 
change  the  status  of  your  profession.  In- 
stead of  leaving  you  free,  they  would  regi- 
ment you  under  a rigid  system  of  govern- 
mental controls.  They  would  curb  your  op- 
portunities. They  would  arrest  your  prog- 
ress. They  would  deprive  you  of  your  free- 
dom. And  they  would  do  all  this  under 
the  specious  plea  of  aiding  the  unfortunate 
and  giving  all  people  security. 

“These  misguided  individuals  evidently 
forget  that  if  you  regiment  men  and  women, 
if  you  eliminate  the  opportunity  for  indi- 
vidual progress,  you  kill  individual  initia- 
tive at  the  same  time.  . . . 

“We  must  not  shackle  your  great  pro- 
fession and  restrict  the  service  it  can  give 
to  the  world.  If  we  give  to  some  bureau- 
crat the  power  to  regulate  the  practice  and 
fix  the  fees  of  a physician  and  to  govern 
the  hospitals,  we  will  shackle  the  science 
of  medicine.  We  must  make  sure  every 
man  and  every  woman  retains  the  right  to 
select  the  doctor  of  his  or  her  own  choice. 
That  has  been  a great  American  right  and 
the  people  of  this  country  want  to  keep  it. 

“To  place  the  practice  of  medicine  under 
bureaucratic  control  would  not  affect  medi- 
cine alone ; it  would  constitute  a long  for- 
ward step  in  putting  the  other  professions 
and  all  American  labor,  industry,  and  ag- 
riculture permanently  under  the  direction 
of  a Washington  bureaucracy.  By  what- 
ever name  we  might  call  it,  it  would  be  a 
form  of  state  socialism.”  (Appendix,  Con- 
gressional Record,  October  4,  1943.) 

Congressman  A.  L.  Miller,  Nebraska: 
“Under  the  Wagner-Murray-Dingell  Bills 
the  federal  government  would  set  up  a po- 
litical control  of  the  practice  of  medicine. 
It  would  be  a step  in  which  not  only  the 
physician,  but  the  individual,  would  be  regi- 
mented, pigeonholed,  blueprinted  and  made 
to  do  a physical,  mental,  and  ritualistic 
goose  step.  The  first  move  in  a socialistic 
government  has  always  been  to  deal  with 


. . . The  resulting  regimentation  would  first 
hamper  the  physician  and  then  break  down 
his  morale,  his  initiative,  and  his  effective- 
ness. . . . Mr.  Speaker,  we  must  not  foist 
upon  the  American  people  a system  of  med- 
ical practice  of  inferior  quality  and  at  a 
constantly  increasing  cost  with  a huge  ad- 
ministrative expansion.  The  question  is: 
Shall  medicine  continue  to  be  practiced  by 
men  and  women  scientifically  trained  and 
devoted  to  the  relief  of  suffering  humanity 
and  with  the  freedom  to  perfect  themselves 
in  their  art  or  shall  the  practice  of  medicine 
be  taken  over  by  a group  of  untrained  bu- 
reaucrats who  will  use  the  medical  pro- 
fession as  a tool  and  the  sick  as  clay  in 
molding  a huge  political  machine?”  ( Con- 
gressional Record,  December  7,  1943,  page 
10489.) 

Congressman  Ralph  E.  Church,  Illinois: 
“I  am  one  of  those  who  has  consistently 
opposed  federal  regimentation  of  the  pro- 
fessions. You  may  be  quite  certain  that 
this  measure  will  receive  my  very  special 
attention.”  (Letter.) 

Congressman  Stephen  A.  Day,  Illinois:  “I 
am  definitely  and  positively  opposed  to  the 
socialization  of  medicine  in  all  its  forms 
and  the  extension  of  bureaucratic  control 
over  one  of  our  great  professions.  We 
have  in  the  United  States  the  finest  medical 
service  in  the  world  and  the  health  of  the 
nation  has  been  safe  in  the  hands  of  the 
private  practice  of  medicine.  I shall  vote 
to  continue  this  system  against  all  its  ene- 
mies.” (Letter.) 

Congressman  Chester  H.  Gross,  Pennsyl- 
vania: “Mr.  Speaker,  for  some  time  the 
matter  of  socialized  medicine  has  been  a 
matter  of  nation-wide  discussion.  I have 
always  opposed  it  and  shall  continue  to  op- 
pose it  . . .”  ( Congressional  Record,  De- 
cember 15,  1943,  page  10810.) 

Congressman  Charles  L.  Gerlach  of 
Pennsylvania  (in  an  address  before  the  Le- 
high County  Medical  Society  at  Allentown, 
Pennsylvania,  November  9,  1943,  inserted 
into  Congressional  Record  by  himself)  : “I 
say  to  you,  therefore,  that  this  latest  pro- 
posal of  Senator  Wagner,  one  of  the  au- 
thors, is  not  a cure  for  the  inequities  that 
are^a d m it t ed  1 y p a r t of  American  private 
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proposal  is  instead  a pattern  of  socialized 
medicine  for  a regimented  people  under  a 
totalitarian  state.  And  that,  I say,  shall 
never  be  in  the  United  States  of  America 
. . . should  this  measure  be  reported  out  of 
committee  and  to  the  floor  of  the  House 
for  consideration,  you  may  be  assured  that 
I shall  fight,  and  by  voice  and  vote,  do  all 
within  my  power  to  defeat  its  insidious  and 
un-American  provisions.”  ( Congressional 
Record,  November  19,  1943,  page  A5351). 

Congressman  William  W.  Blackney,  Mich- 
igan: “The  Wagner-Murray  Bill  is  certain- 
ly a monstrosity.  Yet  there  will  be  con- 
gressmen and  senators  here  who  will  vote 
for  it.  The  effort  is  certainly  on  to  so- 
cialize this  country.  They  have  succeeded 
fairly  well  in  some  branches  of  finance, 
banking,  insurance,  and  housing,  and  now 
are  after  your  profession.  When  they  get 
you  socialized,  if  they  should,  then  they  will 
be  after  my  profession.  I certainly  am  not 
in  sympathy  with  this  socialistic  trend  so 
evident  here  in  Washington.”  (Letter.) 

Congressman  Hubert  S.  Ellis,  West  Vir- 
ginia. The  congressman  inserted  in  the 
Congressional  Record  an  editorial  from  the 
Wayne  County  (West  Virginia)  Neivs 
which  he  described  as  “very  sound.”  This 
editorial,  after  discussing  the  Wagner-Mur- 
ray-Dingell  bills,  concludes  that  a socialized 
medical  system  would  be  set  up  “that  would 
ultimately  destroy  the  independence  of  med- 
ical men,  the  present  high  standards  of  the 
medical  profession.  ...  It  does  not  seem 
possible  that  free  American  citizens  want 
a one-man  medical  system  any  more  than 
they  want  a one-man  government.”  ( Con- 
gressional Record,  December  6,  1943,  page 
A5686.) 

Congressman  Ben  F.  Jensen,  Iowa:  “Mr. 
Speaker,  of  all  the  un-American  bureau- 
cratic bills  that  have  ever  been  cooked  up 
by  the  socialistic  New  Dealers  in  and  out 
of  Washington,  S.  1161,  known  as  the  Wag- 
ner-Murray Bill,  takes  the  prize.  If  this 
bill  should  become  law,  our  returning  vet- 
erans would  certainly  make  good  use  of  all 
the  shooting  experience  they  have  had  over 
there  in  order  to  cleanse  the  home  front 
of  the  very  thing  which,  supposedly,  they 
were  sent  to  foreign  lands  to  stop  before  it 
reached  our  shores — namely,  naziism,  fas- 


cism, or  any  form  of  communism  or  col- 
lectivism which  would  destroy  our  cher- 
ished Americanism.”  ( Congressional  Rec- 
ord, November  13,  1943,  page  9583.) 

Congressman  John  W.  Gwynne,  Iowa: 
“One  of  the  most  dangerous  proposals  be- 
fore us  is  that  of  socialized  medicine,  as 
set  forth  in  bills  such  as  H.  R.  2861.  Under 
our  system  of  free  government  and  indi- 
vidual enterprise  we  have  built  up  stand- 
ards of  medical  and  dental  care  higher  than 
in  any  other  country  on  earth.  I trust  the 
American  people  will  think  this  matter  over 
very  carefully  before  they  permit  these 
great  professions,  which  are  so  near  to  all 
of  us,  to  be  placed  under  political  domina- 
tion.” ( Congressional  Record,  October  19, 
1943,  page  A4720.) 

Congressman  Walter  C.  Ploeser,  Mis- 
souri. Congressman  Ploeser  inserted  in  the 
Congressional  Record  an  editorial  from  the 
St.  Louis  Globe-Democrat  of  October  7, 
1943,  which  he  described  as  “a  most  con- 
structive contribution,  and  . . . logical  anal- 
ysis of  portions  of  the  Wagner-Murray 
Bill.”  The  editorial  concludes:  “The  med- 
ical profession  should  be  supported  in  its 
fight  to  thwart  the  considered  move  to  make 
it  a slave  to  a socialization  scheme  that 
masquerades  under  false  colors  of  humani- 
tarianism.”  ( Congressional  Record,  Octo- 
ber 12,  1943,  page  A4557.) 

Congressman  E.  C.  Gathings,  Arkansas: 
“If  the  sweeping  provisions  of  this  legisla- 
tion are  enacted  into  law,  the  result  would 
be  to  destroy  the  private  practice  of  medi- 
cine. The  doctor  with  all  his  training  and 
skill  would  be  at  the  mercy  of  one  man 
whose  mandates  and  decrees  would  be  is- 
sued from  Washington,  making  the  practice 
of  medicine  subservient  to  the  will  of  the 
state  and  the  politicians.  ...  If  this  so- 
cialistic crystal-gazing  scheme  should  be 
enacted  into  law,  it  would  be  the  forerunner 
for  the  establishment  of  centralized  federal 
control  of  all  the  professions  and  all  private 
business.  ( Congressional  Record,  October 
4,  1943,  page  A4426.) 

Congressman  William  A.  Rowan,  Illinois: 
“While  no  hearings  have  been  held  on  the 
bill,  it  is  my  opinion  that  there  will  be  a 
great  many  amendments  offered  befoi'e  any 
action  is  taken  by  the  House  or  Senate  com- 
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mittees.  I could  not  vote  for  any  bill  of 
that  magnitude  until  I had  made  a very 
careful  study  of  it  and  had  either  attended 
the  hearings  or  read  the  complete  hearings 
and  reports.  There  are  some  features  of 
the  bill  with  which  I do  not  agree.”  (Let- 
ter.) 

Congressman  Everett  M.  Dirksen,  Illi- 
nois: “I  work  rather  closely  with  Senator 
Byrd  on  a number  of  matters  and  will  co- 
operate with  him  in  consideration  of  the 
bill  now  pending  to  expand  security  benefits 
including  federalized  health  service.”  (Let- 
ter.) 

Senator  Harry  F.  Byrd,  Virginia:  “I  have 
not  had  an  opportunity  to  examine  this  leg- 
islation in  detail,  as  it  is  very  far-reaching 
and  comprehensive.  I would  regard  as  a 
calamity  that  part  of  the  bill  which  so- 
cializes the  medical  profession.  I will  cer- 
tainly give  the  fullest  consideration  to  the 
matter,  and  I feel  confident  I could  not 
vote  for  this  legislation  in  its  present  form.” 
(Letter.) 

Senator  Walter  F.  George,  Georgia:  “I 
cannot  support  it  in  the  form  in  which  it 
was  introduced  and  I am  not  sure  that  we 
are  ready  to  take  any  further  step  in  ex- 
tending the  social  security  system  at  this 
time.  I assure  you  that  this  matter  will 
not  be  hastily  approved  by  the  Senate  Fi- 
nance Committee.”  (Letter.) 

Senator  C.  Wayland  Brooks,  Illinois: 
“This  legislation  would  affect  practically 
every  citizen  in  the  country  and  attempts 
to  give  unprecedented  powers  to  the  Social 
Security  Board  over  the  lives  and  welfare 
of  citizens.  It  would  establish  a unified 
and  social  insurance  system,  a federal  sys- 
tem of  unemployment  compensation,  a fed- 
eral system  of  medical  and  hospitalization 
service,  and  countless  additional  innova- 
tions which  would  tend  to  socialize  many 
other  activities. 

“I  have  always  felt,  and  feel  now,  that 
the  medical  profession  has  done  an  out- 
standing job,  will  do  a better  one,  and 
should  not  be  brought  under  the  arbitrary 
whims  of  bureaucracy. 

“There  is  strong  opposition  being  voiced 
at  present  to  such  legislation.  By  the  pas- 
sage of  necessary  war  measures  many  con- 
stitutional rights  of  the  citizen  have  been 


temporarily  surrendered.  To  establish  a 
system  which  would  make  these  powers  per- 
manent is  not  appealing  to  many  members 
of  the  Congress.”  (Letter.) 

Senator  Albert  W.  Haickes,  New  Jersey: 
“I  don’t  have  to  tell  you  what  I stand  for 
because  you  know.  I believe  in  the  Amer- 
ican system.  I believe  in  work  and  more 
work  with  some  sweat.  I believe  in  re- 
ward as  an  incentive  to  accomplishment.  I 
believe  in  government  regulation  only  to 
the  point  that  is  necessary  to  protect  the 
proper  interests  of  the  people  and  never  to 
the  point  where  the  government  assumes 
the  control  of  the  lives  of  the  individual  in 
return  for  an  attempt  to  give  the  individual 
enough  to  eat  and  enough  to  wear  and  the 
kind  of  a home  that  governments  have  been 
known  to  furnish  throughout  the  world.  I 
believe  in  opposing  governmental  control 
which  wrecks  the  hope,  ambition,  and  ini- 
tiative of  the  private  individual  and  I shall 
oppose  it  to  the  last  ditch.”  (Letter.) 

Senator  Rufus  C.  Holman,  Oregon.  In  a 
hearing  held  before  a Subcommittee  on 
Appropriations  of  the  United  States  Senate, 
Seventy-Eighth  Congress,  on  H.  J.  Res.  159, 
making  additional  appropriations  available 
for  the  maternity  and  pediatric  program 
for  the  wives  and  infants  of  enlisted  men, 
Senator  Holman  said,  in  part:  “At  the 
outset  let  me  say  that  I am  opposed  to  so- 
cialized medicine.  . . .”  (Printed  Hearings, 
Senate  Committee  on  Appropriations,  H.  J. 
Res.  159,  September  24,  1943.) 


January  25,  1944. 

In  quoting  the  story  of  Representative 
Chester  H.  Gross  about  the  congressman 
who  was  asked  to  pay  $1,000  by  his  obstetri- 
cian, Bascom  N.  Timmons,  Washington  cor- 
respondent for  the  Chicago  Daily  Sun,  adds 
this  note : 

“Many  congressmen  already  benefit  from 
something  akin  to  socialized  medicine.  A 
ranking  naval  medical  officer,  with  a num- 
ber of  assistants  from  the  Navy  Medical 
Corps,  is  on  full-time  duty  at  the  capitol 
to  treat  ailing  members  and  diagnose  their 
ills — without  charge.  They  can  also  get 
at-cost  treatment  at  the  huge  new  Naval 
Medical  Center.  Quite  a lot  of  members 
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consult  no  other  physician,  but  the  Navy 
does  not  go  in  for  obstetrics.” 

A Washington  letter  under  date  of  Jan- 
uary 15  makes  the  flat  statement,  ‘‘Social 
security  law  will  not  be  broadened  at  this 
time.”  Another  says  under  date  of  Jan- 
uary 13,  “Congress  will  block  nationaliza- 
tion of  unemployment  insurance.  Mr. 
Roosevelt  will  not  press  the  issue.”  Fur- 
ther, “Disability  insurance:  Congress  again 
will  block  this  plan  and  other  plans  to 
broaden  social  security  just  as  it  did  in 
1943.”  The  same  letter  reflects  the  opinion 
that  Mr.  Roosevelt’s  domestic  bill  of  rights 
or  postwar  New  Deal  calls  for  “Health  in- 
surance: everybody  is  entitled  to  adequate 
medical  care.  Social  security:  sickness  and 
accident  are  added  to  old  age  and  unem- 
ployment as  fields  in  which  government 
must  give  protection.” 

A consensus  from  the  Washington  news 
letters,  received  in  the  headquarters  office, 
indicates  that  “Congress  is  not  now  inter- 
ested in  White  House  plans  to  broaden  so- 
cial security  coverage  and  to  add  disability 
and  hospitalization  insurance.” 

Another  statement  says,  “The  next  Con- 
gress will  be  dominated  by  the  Republicans, 
who  will  have  a substantial  majority  in  the 
House,  but  may  not  control  the  organiza- 
tion of  the  Senate,  though  this  is  going  to 
be  less  important  because,  for  all  practical 
purposes,  the  Republicans  and  the  Southern 
Democrats  will  have  a working  majority. 
Mr.  Roosevelt’s  New  Deal,  either  for  do- 
mestic United  States  or  the  world  in  gen- 
eral, will  be  definitely  checked.  The  trend 
will  he  toward  conservatism  and  away  from 
radicalism  or  capricious  personal  govern- 
ment by  smart  alecks.”  (Italic  ours.) 

From  the  December,  1943,  issue  of  Nas- 
sau Medical  Netvs  article,  “Can  the  Family 
Doctor  Cure  the  Nation’s  Ills?” 

“ ...  It  is  unfortunate  that,  whether 
through  ignorance,  misunderstanding  or 
deliberate  misrepresentation,  the  impres- 
sion is  general  that  the  American  Medical 
Association  has  no  policy  or  program  of 
its  own  and  that  when  it  opposes  inept  or 
downright  dangerous  legislation  it  is  merely 
following  a policy  of  obstructionism  and 
a worship  of  the  status  quo.  This  is  far 
from  the  truth : the  history  of  the  associa- 


tion is  filled  with  examples  of  unselfish  and 
even  militant  efforts  to  improve  the  health 
of  the  people.  As  far  back  as  1939  its 
House  of  Delegates  adopted  the  eight-point 
platform  which  is  reprinted  elsewhere  in 
this  issue.  But  this  was  for  the  most  part 
a mere  crystallization  of  policies  and  pro- 
grams previously  expressed  on  many  occa- 
sions. The  proposal  that  the  federal  gov- 
ernment unify  the  medical  interests  of  its 
many  bureaus  and  agencies  under  one  na- 
tional health  department  actually  goes  as 
far  back  as  1875.  The  American  Medical 
Association  has  consistently  held  that  no 
one  single  plan  or  program  could  be  found 
to  act  as  a panacea  for  the  entire  nation ; 
it  has  urged  that  local  communities  be  held 
responsible  for  providing  medical  facilities 
and  service  to  their  own  people,  but  that 
federal  assistance  should  be  given  when 
local  resources  are  inadequate;  it  has  en- 
couraged its  state  and  county  groups  to 
experiment  with  new  ideas,  new  forms  of 
service,  new  programs  so  that  by  evolution 
and  growth  ways  can  be  found  to  meet  new 
conditions. 

“The  practicing  physicians  of  the  nation 
are  faced  with  a grave  responsibility.  It 
is  their  part  to  support  and  strengthen  their 
medical  organization,  county,  state,  and  na- 
tional ; to  support  and  assist  in  the  work  of 
the  new  Council  on  Medical  Service  and 
Public  Relations;  to  become  familiar  with 
the  principles  expressed  in  the  “platform” 
of  their  national  organization ; and  to  inter- 
pret those  principles  on  any  and  all  occa- 
sions to  their  patients,  their  friends,  and 
their  legislators.” 

The  following  has  been  sent  by  the  Board 
of  Governors  of  the  Louisiana  State  Bar 
Association  to  the  senators  and  all  of  the 
congressmen  of  the  State  of  Louisiana : 

“The  association  expresses  the  following 
opinion  regarding  this  bill : 

“1.  Passage  of  such  a bill  would  have  the 
result  of  socializing  and  politicalizing  the 
practice  of  medicine. 

“2.  The  bill  would  almost  completely  sub- 
ordinate the  practice  of  medicine  in  this 
country  to  federal  control. 

“3.  The  bill  would  tend  to  prevent  the 
development  of  medical  science. 
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“4.  It  would  destroy  individual  initiative 
in  the  practice  of  medicine. 

“5.  It  would  place  almost  unlimited  pow- 
er to  control  the  practice  of  medicine  in 
the  hands  of  the  Surgeon  General  of  the 
United  States. 

“6.  Such  legislation  as  is  proposed  in  this 
bill  is  wholly  contrary  to  the  American  sys- 
tem of  free  enterprise  and  control  of  the 
medical  profession  to  such  an  extent  as 
may  be  necessary  is  a matter  to  be  regulated 
by  the  individual  states. 

“The  association  urges  that  you  oppose 
the  passage  of  this  bill.” 

The  following  two  letters  indicate  the 
serious  efforts  being  made  by  vigorous  op- 
ponents of  the  Wagner-Murray-Dingell  Bill 
to  socialized  medicine: 

“Dear  Doctor  Fishbein: 

“Enclosed  please  find  copies  of  bulletins, 
one  of  which  was  mailed  to  every  doctor  in 
the  State  of  Wisconsin,  and  the  other  to 
every  pharmacist  in  the  State  of  Wisconsin. 

“We  have  also  distributed  two  hundred 
copies  of  the  pamphlet  to  every  retail  phar- 
macist. 

“We  are  outlining  several  radio  an- 
nouncements for  use  on  our  local  WISN 
Columbia  station  which  is  included  on  the 
druggists’  weekly  radio  show.  We  have 
also  had  a full-page  ad  in  color  in  the  She- 
boygan Times,  paid  for  by  the  retail  drug- 
gists of  Sheboygan. 

“I  have  received  letters  from  the  dean 
of  Marquette  University  Medical  School,  the 
secretary  of  the  State  of  Wisconsin  Medical 
Society,  and  the  secretary  of  the  Milwaukee 
County  Medical  Society,  all  commending  us 
for  this  fine  promotion. 

“I  believe  it  is  the  first  time  that  a whole- 
saler has  launched  a program,  which  di- 
rectly contacts  the  doctor  and  the  pharma- 
cist, and  we  definitely  feel  that  it  is  going 
to  bring  about  a closer  interprofessional 
relationship. 

“We  feel  that  our  activities  would  be  in- 
teresting to  others  in  the  drug  trade,  par- 
ticularly at  this  time,  and  I am  leaving  it 
to  you  to  carry  out  the  proper  publicity. 

“As  ever 

“YAHR-LANGE,  INC. 

“H.  W.  Adkins, 

“Executive  Vice-President. 


“Dear  Doctor: 

“As  you  know,  it  is  a firm  policy  of  our 
organization  to  bring  about  a close  rela- 
tionship between  the  medical  profession 
and  pharmacy. 

“Starting  January  1,  1944,  we  have  dis- 
tributed two  hundred  pamphlets  to  each  of 
the  twelve  hundred  retail  pharmacists  in 
the  State  of  Wisconsin,  and  have  requested 
such  pharmacists  to  distribute  these  folders 
to  their  customers. 

“Enclosed  please  find  a copy  of  the  folder 
and  postcard  which  was  mailed  to  each 
pharmacist. 

“We  feel  that  you  will  be  interested  in 
this  promotion,  and  we  assure  you  of  our 
full  cooperation  in  bringing  this  proposed 
legislation  before  the  public. 

“Wishing  you  the  compliments  of  the 
season. 

Cordially  yours, 
“YAHR-LANGE,  INC. 

“H.  W.  Adkins, 

“Executive  Vice-President.” 

The  following  excerpt  is  taken  from  a 
major  in  the  medical  corps,  and  the  last 
sentence  in  the  paragraph  has  the  emphasis 
placed  as  shown  by  our  story: 

“.  . . I am  receiving  the  JOURNAL  rather 
well.  It  is  about  two  months  behind  and 
it  comes  in  spurts  of  several  copies  at  once, 
but  all  copies  reach  me.  It  is  very  good  to 
sit  down  with  the  Journal  and  follow 
friends  with  the  news  section,  new  (and 
old)  jokes  with  the  wits  section,  new  ideas 
in  the  medical  and  surgical  field,  and  even 
ideas  on  where  to  locate  after  the  war.  As 
you  have  intimated  several  times  in  the 
Journal,  we  are  going  to  have  a lot  of 
men  sort  of  lost  for  a time  after  being  re- 
leased from  the  service.  I for  one,  however, 
do  not  worry.  I feel  that  I can  make  my 
way  if  given  a chance.  This  means  no  state 
medicine.” 

Bulletin  No.  61  of  the  Public  Relations 
Bureau  of  the  Medical  Society  of  the  State 
of  New  York,  292  Madison  Avenue,  New 
York  City,  is  called  “The  Answer  to  Social- 
ized Medicine.”  It  includes  a leaflet  giving 
Robert  Quillen’s  article  on  the  subject 
which  appeared  in  the  Indianapolis  Star, 
August  5,  1943;  a special  leaflet  called  “Old 
Doc  Politics  Is  Back  Again,”  by  S.  Miles 
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Bouton,  reprinted  from  the  Jamestown, 
New  York,  Post -Journal;  and  a special  dis- 
cussion of  the  subject  in  mimeographed 
form,  which  contains  the  Wagner-Murray- 
Dingell  Bill,  and  urging  the  creation  of 
nonprofit  medical  indemnity  insurance 
plans  as  an  alternative.  Four  such  plans 
are  now  in  operation  in  New  York  State 
with  the  approval  of  the  New  York  State 
Medical  Society.  There  is  also  a separate 
analysis  of  the  Wagner-Murray-Dingell  Bill. 

A computation  from  the  Metropolitan 
Life  Insurance  Company  indicates  that 
clothing  and  shelter  for  children  in  an 
American  family  in  the  middle  income 
group  cost  more  than  their  food,  which  is 
now  the  largest  single  item  of  expense  in 
their  upbringing.  Computed  for  a family 
of  five  with  an  income  of  about  $2,500  per 
year,  the  child’s  share  of  the  rent  for  eight- 
een years  is  $1,404 ; clothing  for  a boy, 
$672;  and  for  a girl,  $747.  Altogether  the 
cost  of  clothes  and  shelter  for  a boy  is 
$3,320,  and  for  a girl  $3,395  for  eighteen 
years. 

An  editorial  in  the  American  Journal  of 
Obstetrics  and  Gynecology,  presumably  by 
Dr.  George  W.  Kosmak,  the  editor,  discusses 
the  matter  of  “Maternity  Care  for  the 
Wives  of  Enlisted  Men,”  opposing  bitterly 
participation  by  cultists  “simply  because, 
through  political  pressure,  state  legislatures 
have  accorded  to  them  licensure.”  The  edi- 
torial opposes  payment  of  federal  funds  to 
cultist  practitioners  licensed  in  the  indi- 
vidual states.  The  editorial  thus  empha- 
sizes the  difficulty  of  insisting  on  state  con- 
trol of  the  practice  of  medicine,  and  yet 
demanding  that  the  federal  government 
enforce  regulations  of  medical  practice  un- 
der subsidies  granted  by  the  federal  gov- 
ernment to  the  states. 

Reactions  of  Some  Members  of  Congress 
to  the  Socialization  of  Medicine 
(From  letters  received) 

Congressman  John  C.  Kunkel,  Pennsyl- 
vania: “Personally,  my  own  view  is  that 
the  doctors  should  go  out  and  explain  the 
dangers  of  this  bill  to  their  patients.  It  is 
easy  enough  for  them  to  sit  back  in  their 
easy  chairs  and  write  to  their  representa- 
tives in  Congress,  but  if  they  expect  to 


awaken  public  opinion  to  the  difficulties 
which  will  arise,  not  only  for  the  medical 
profession,  but  also  for  the  people  for  whom 
they  care,  then  it  is  necessary  for  them  to 
do  something  to  create  public  opposition 
to  the  bill  and  a better  understanding  of 
it.  It  is  perfectly  obvious  that  this  is  a 
New  Deal  measure  and  it  will  have  the  sup- 
port of  the  movies,  the  New  Deal  measure 
and  most  of  the  radio  commentators,  so  the 
doctors  start  in  with  a tough  job,  and  the 
only  way  they  can  hope  to  win  permanent 
success  is  by  informing  the  public  in  con- 
versations and  in  talking  to  their  patients. 
I have  told  a number  of  doctors  back  home 
exactly  the  same  thing.” 

Congressman  Louis  E.  Miller,  Missouri: 
“In  my  judgment,  this  bill  proposes  to  com- 
pletely socialize  medicine  and  make  the 
members  of  the  profession  mere  wards  of 
the  government.  In  addition,  I think  it 
proper  to  state  that  the  bill  could  control 
medical  education  and  the  medical  schools 
of  the  country. 

“The  vicious  implications  of  the  bill  are 
so  far-reaching  that  they  should  be  brought 
to  the  attention  of  every  member  of  the 
medical  profession  and  a concerted  effort 
should  be  made  to  defeat  it.  I shall  op- 
pose the  passage  of  the  bill  with  every 
resource  at  my  command.” 

Congressman  Henry  C.  Dworshak,  Idaho: 
“I  have  received  numerous  letters  from  doc- 
tors concerning  this  proposed  legislation, 
and  it  is  apparent  that  there  is  almost 
unanimous  opinion  that  it  would  be  unwise 
to  foster  such  revisions  in  our  social  se- 
curity system  at  this  time. 

“You  probably  are  aware  that  through- 
out my  congressional  career,  I have  actively 
opposed  all  efforts  to  socialize  our  country 
or  our  people.  I believe  that  we  must  in- 
sure the  provisions  of  our  free  enterprise 
system,  and  make  it  possible  for  Americans 
to  enjoy  not  only  the  safeguards  under  our 
Constitution,  but  likewise  to  have  an  op- 
portunity to  make  individual  progress  com- 
mensurate with  each  individual’s  ambition 
and  ability. 

“It  is  not  likely  that  this  bill  will  be  pre- 
sented to  the  House  for  action  in  the  near 
future.  I assure  you,  however,  that  I shall 
keep  in  mind  your  views,  and  that  I shall 
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carefully  scrutinize  any  legislation  similar 
to  S.  1161.” 

Congressman  Lyle  H.  Boren,  Oklahoma: 
“I  am  unalterably  opposed  to  socialized 
medicine  in  any  of  its  forms  or  anything 
tending  that  way.  I was  mighty  glad  to 
hear  from  you  and  receive  your  views.” 

Congressman  Sam  Hobbs,  Alabama: 
“Thank  you  for  your  letter  of  the  fifteenth 
concerning  the  Wagner  Bill  which  you  un- 
derstand would  have  the  effect  of  socializing 
medicine. 

“I  realize  the  tragedy  of  such  a situation 
if  this  bill  would  accomplish  it,  and  assure 
you  it  will  be  most  carefully  studied  in  the 
light  of  your  opposition.  I appreciate  your 
letter.” 

Congressman  N.  M.  Masoyi,  Illinois:  “I 
am  glad  to  inform  you  that  I am  opposed 
to  the  socialization  of  medicine  and  hospital 


care,  and  therefore  shall  oppose  these  bills 
when  they  come  before  the  Congress  for 
consideration.” 

Congressman  Fred  A.  Hartley,  Jr.,  New 
Jersey:  “In  response  to  your  letter,  I wish 
to  advise  you  that  I am  opposed  to  social- 
ized medicine,  and  shall  do  all  I can  to  pre- 
vent the  passage  of  S.  1161.” 

Congressman  James  C.  Auchincloss,  Ne  w 
Jersey:  “I  am  opposed  to  this  measure  (S. 
1161),  and  am  on  record  to  that  effect.  As 
the  bill  is  at  present  drawn  up,  I will  vote 
against  it  should  it  be  brought  to  the  House 
for  action.” 

Congressman  Harry  L.  Towe,  New  Jer- 
sey: “Thanks  for  your  letter  of  October  25 
in  opposition  to  S.  1161. 

“I  believe  that  it  would  be  unwise  to  enact 
legislation  of  this  character  and  I intend  to 
vote  against  it.” 
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SHOCK* 

EUGENE  HAUN,  M.D.,  Knoxville 

While  every  practitioner  has  occasion  at 
times,  in  the  natural  course  of  events,  to 
treat  shock  which  may  be  either  immediate 
or  delayed,  it  is  the  duty  of  every  member 
of  the  profession  at  the  present  time  to  pre- 
pare himself  with  a full  understanding  of 
the  subject  and  to  know  what  measures 
would  be  indicated  for  preservation  of  the 
populace  of  his  community  if  a major  dis- 
aster should  strike.  The  Cocoanut  Grove 
Night  Club  fire  in  Boston  taxed  to  the  ut- 
most the  professional  men  who  had  more 
adequate  facilities  at  their  command  than 
we  in  smaller  centers  have  at  ours.  Ten- 
nessee is  nationally  recognized  as  one  of  the 
places  where  there  is  an  acute  shortage  of 
doctors,  and  our  particular  section  of  the 
state  is  so  filled  with  defense  plants  vital 
to  the  nation  that  it  could  easily  be  a vul- 
nerable point  at  which  the  enemy  might 
strike  through  saboteurs.  Let  us  ask  our- 
selves the  question  of  what  we  would  do 
to  combat  shock  should  there  occur  mass 
destruction  of  life  in  our  midst. 

At  this  point,  let  it  be  clearly  understood 
that  the  salient  points,  which  are  presented 
for  your  observation  and  consideration, 
have  been  gleaned  from  various  sources  of 
authority  after  extensive  reading  on  the 
subject.  While  there  may  occasionally  oc- 
cur a personal  note  of  experience,  this  is 
brought  to  you  mainly  as  a conservative 
digest  of  opinions  gathered  for  your  bene- 
fit. Should  a more  intensive  study  of  the 
subject  intrigue  ^your  interest,  the  bibliog- 
raphy is  appended. 

Shock,  which  is  little  understood  and 
about  which  there  seems  to  be  a wide  diver- 
gence of  opinions,  is  variously  described  or 
defined.  To  Warner  F.  Bowers,  it  consists 
of  symptoms  resulting  from  reduced  cir- 
culating blood  volume.  In  the  words  of 
Alfred  S.  Giordano,  it  is  a condition  of 
peripheral  circulatory  failure  due  to 
trauma,  physical  or  psychogenic,  charac- 
terized by  decreased  blood  volume,  reduced 
volume  flow,  and  hemoconcentration.  Rob- 
ert W.  Hill  describes  it  as  a progressive 

* Presented  to  the  Knox  County  Medical  So- 
ciety, June  8,  1943. 


circulatory  phenomenon,  initiated  by  some 
form  of  trauma,  characterized  by  vasocon- 
striction and  diminished  circulating  blood 
volume,  complicated  by  many  other  associ- 
ated factors.  Moon  defines  shock  as  a cir- 
culatory deficiency,  not  cardiac  nor  vaso- 
motor in  origin,  characterized  by  a de- 
creased total  and  effective  blood  volume,  a 
reduced  minute  volume  cardiac  output  and 
volume  flow  of  arterial  blood,  and  hemo- 
concentration or  increased  nonprotein  ni- 
trogen, glucose,  and  potassium  content  of 
the  blood.  Alfred  Blalock  states  that  no 
definition  is  adequate,  but  that,  in  his  opin- 
ion, shock  is  a condition  of  peripheral  cir- 
culatory failure  brought  on  by  a discrep- 
ancy between  the  volume  of  circulating 
blood  and  the  size  of  the  vascular  system 
and  leads  to  a deficient  blood  supply  to  the 
tissues  of  the  body,  the  discrepancy  being 
due  to  a reduction  of  the  blood  volume,  or 
to  an  increase  in  the  capacity  of  the  vas- 
cular system,  or  to  both. 

The  decrease  in  blood  volume  and  circu- 
lation, with  the  accompanying  symptoms 
of  pale  face,  subnormal  temperature  with 
cold  perspiration,  irregular  and  shallow 
breathing,  weak  and  rapid  pulse,  dilatation 
of  the  pupils,  slowness  or  absence  of  speech, 
etc.,  may  be  due  to  hemorrhage  or  fluid  loss, 
either  external,  internal,  or  intravascular. 

It  is  as  much  an  error  of  judgment  to 
treat  all  cases  of  shock  in  the  same  way  as 
it  is  to  not  make  every  effort  to  prevent 
shock  where  prophylactic  measures  are 
much  more  effective  than  therapeutic  meas- 
ures. 

The  most  common  causes  and  treatments 
of  shock  are  as  follows : 

1.  Hemorrhage,  resulting  in  the  loss  of 
1,000  cubic  centimeters  of  blood  in  the  aver- 
age individual,  will  be  followed  by  a state 
of  shock.  It  stands  to  reason  that  the  most 
effective  treatment  of  this  type  of  shock 
is  to  first  stop  the  bleeding  and  to  then 
restore  the  blood  volume  as  early  as  pos- 
sible by  transfusion  of  whole  blood.  The 
question  is  not  whether  one  transfusion  is 
given,  but  whether  sufficient  blood  is  given 
to  maintain  the  blood  pressure  above  the 
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critical  level.  The  systolic  pressure  should 
be  held  about  100  millimeters,  may  be  as 
low  as  eighty  millimeters  for  short  periods 
of  time,  but  must  not  be  lower  than  sixty 
millimeters  for  longer  than  twenty  minutes. 
If  the  pressure  remains  at  the  shock  level 
for  over  three  hours,  irreversible  changes 
usually  are  present  and  no  amount  of  treat- 
ment is  of  avail. 

2.  Operation.  Blood  loss  in  surgical  pro- 
cedures must  be  taken  into  consideration 
in  connection  with  a study  of  shock,  as 
there  is  no  accurate  check  on  the  amount 
of  blood  lost  in  soaked  sponges.  The  edema 
of  traumatized  tissues  plays  an  important 
part  in  producing  shock  in  surgery.  There 
is  also  probably  a chemical  reaction,  which 
causes  marked  dilatation  of  the  splanchnic 
vessels. 

3.  Anesthesia.  Prolonged  anesthetic 
states  cause  true  shock  by  producing  vas- 
cular dilatation,  particularly  of  the  splanch- 
nics,  with  a corresponding  pooling  of  the 
blood,  which  then  is  lost  as  far  as  circula- 
tion is  concerned.  Shock  from  this  source 
is  not  always  immediate  as  popularly 
thought. 

4.  Wounds.  Shock  develops  following 
wounds  either  because  of  external  hemor- 
rhage or  because  of  the  loss  of  fluid  ele- 
ments of  blood  into  the  tissues.  Treatment 
of  surgical,  anesthetic,  and  traumatic  shock 
will  be  covered  later  under  general  sug- 
gestions. 

5.  Burns,  with  destruction  of  the  super- 
ficial layers  of  the  skin,  result  in  damage 
to  the  capillary  bed  with  extensive  loss  of 
fluid.  It  is  generally  recognized  that  shock 
from  this  fluid  loss  is  one  of  the  most  se- 
rious complications  of  burns.  The  volume 
of  red  cells  remains  essentially  unchanged 
and  the  hematocrit  increases.  Shock  from 
burns  may  be:  (a)  Primary.  The  type  of 
shock  following  ordinary  types  of  severe 
burns.  Onset  is  at  the  time  of  the  burn 
with  a lowered  temperature  and  blood  pres- 
sure, increased  pulse,  anxious  look,  cold, 
clammy,  and  sweaty  skin.  These  patients 
are  easily  brought  out  of  shock  with  the 
proper  heating  measures,  rest,  fluids,  and 
control  of  pain  in  six  to  ten  hours.  Fluids 
may  be  given  as  a plasma  drip  through  a 
canula.  (b)  Secondary.  This  is  seen  after 


primary  shock  has  been  handled.  It  is  ex- 
plained as  possibly  due  to  histamine,  but 
the  best  explanation  is  that  this  is  a re- 
currence of  primary  shock  due  to  shifting 
water  balance  which  has  been  allowed  to 
occur  because  the  original  primary  shock 
was  inadequately  handled.  There  is  little 
excuse  for  this  type  of  shock,  (c)  Delayed. 
This  is  the  most  dangerous  type  of  shock. 
The  shock  and  resultant  death  are  due  to  a 
shift  in  water  balance  in  the  vascular  bed 
much  more  than  in  primary  and  secondary 
shock,  and  it  is  much  harder  to  bring  a pa- 
tient out  of  this  shock.  Fluids  do  not  aid, 
as  the  capillaries  are  plugged  with  cells. 
This  type  of  shock  is  seen  following  burns 
due  to  high  pressure  steam  or  flash  explo- 
sions, in  which  the  victim  may  feel  no  pain, 
due  to  the  rapid  destruction  of  the  nerve 
endings.  These  patients  frequently  have 
extensive  burns,  but  look  to  be  in  good  con- 
dition upon  initial  examination,  lapsing  into 
profound  shock  and  dying  in  eight  to  nine 
hours  afterward.  If  a patient  has  one-fifth 
or  more  of  the  body  area  burned,  he  should 
immediately  be  treated  to  prevent  onset  of 
delayed  shock  which  may  be  expected  to 
occur. 

In  the  treatment  of  shock  from  burns, 
elevation  of  the  foot  of  the  bed  is  recom- 
mended, with  a heat  cradle,  control  of  pain, 
and  fluid  replacement  therapy  by  intra- 
venous method.  To  estimate  the  amount 
of  plasma  needed  to  combat  shock,  if  pos- 
sible, get  the  hematocrit,  the  normal  of 
which  is  forty-three  to  fifty  per  cent  in  men 
and  thirty-eight  to  forty-three  per  cent  in 
women.  Give  100  cubic  centimeters  of  plas- 
ma for  every  one  point  rise  in  the  hematocrit 
above  normal  in  twenty-four  hours.  Re- 
peat the  treatment  the  next  day.  In  sev- 
enty-two to  ninety-six  hours  7,000  to  8,000 
cubic  centimeters  of  plasma  may  be  given. 
In  the  field  where  hematocrit  determina- 
tion is  impossible,  fifty  cubic  centimeters 
for  every  one  point  rise  above  the  normal 
hemoglobin  of  ninety  to  one  hundred  per 
cent  or  15.7  grams  is  a safe  rule.  If  it  is 
impossible  to  get  either  of  the  above  esti- 
mates, give  ten  cubic  centimeters  of  plasma 
for  every  one  per  cent  of  the  body  area 
burned.  Saline  intravenously  probably 
causes  more  and  faster  plasma  loss  and  can 
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really  do  harm.  Transfusion  of  whole  blood 
may  be  used  later  as  necessary  if  anemia 
occurs. 

6.  Fractures.  A certain  amount  of  hem- 
orrhage, particularly  with  involvement  of 
a large  bone,  may  be  expected  with  soft 
tissue  damage  and  pain  contributing  to 
shock. 

7.  Chemical.  Infections,  intoxications, 
meat  poisonings,  cholera,  diabetes,  cases  of 
adrenal  cortical  deficiency,  etc.,  produce 
shock. 

Generally  speaking,  the  aim  in  the  treat- 
ment of  shock  is  twofold.  Adequate  blood 
flow  to  vital  centers  must  be  maintained, 
and  the  blood  plasma  volume  must  be 
brought  back  to  normal  as  rapidly  as  pos- 
sible. 

First,  stop  any  hemorrhage  found.  Sec- 
ond, lower  the  patient’s  head,  because  in 
that  position  circulation  to  the  brain  is 
increased  and  twenty  per  cent  more  blood 
is  returned  to  the  right  auricle,  improving 
cardiac  output.  Third,  certain  stimulants, 
such  as  caffeine,  coramine,  small  amounts 
of  ephedrine  or  adrenalin  are  beneficial  in 
impending  or  early  shock,  particularly  where 
the  shock  is  due  to  anesthesia  or  surgery. 
Administration  of  adrenocortical  extract  is 
a subject  of  much  dissension,  but  in  selec- 
tive cases  of  shock,  it  has  been  known  to 
produce  good  results.  Stimulants  are  con- 
traindicated in  cases  where  hemorrhage 
cannot  be  adequately  controlled.  Fourth, 
heat,  which  has  always  been  accorded  a 
place  of  honor  in  the  treatment  of  shock, 
is  now  open  to  question.  Experiments  are 
being  carried  on  with  ice  to  traumatized 
tissues,  but  the  experiments  are  in  such  an 
elementary  state  that  hardly  anyone  dares 
voice  a definite  opinion  on  the  subject.  The 
patient  in  shock  should  have  adequate 
cover,  but  more  drastic  means  to  elevate 
the  temperature  of  the  skin  should  be  used 
with  caution,  if  at  all.  Fifth,  sedatives  and 
analgesics  are  of  definite  value  in  the  treat- 
ment of  shock,  as  they  tend  to  decrease  rest- 
lessness, pain,  and  apprehension  which  may 
lead  to  excess  motion  of  the  patient  with 
increase  of  hemorrhage.  Sixth,  the  ad- 
ministration of  oxygen  is  helpful  as  an 
emergency  measure,  but  as  a given  volume 
of  blood  can  carry  just  so  much  oxygen, 


administration  of  it  beyond  that  point  is 
useless.  Seventh,  intravenous  infusion  in 
the  form  of  glucose  and  saline  solutions  is 
effective  as  an  emergency  procedure  only, 
for  the  result  is  temporary.  To  insure  per- 
manent results,  a substance  with  colloidal 
properties  with  molecules  too  large  to  pass 
through  the  damaged  capillary  walls,  such 
as  gum  acacia  given  in  saline  or  distilled 
water,  must  be  used.  It  cannot  be  mixed 
with  glucose  solution  because  large  clumps 
of  calcium  gluconate  precipitate  and  may 
form  fatal  emboli.  It  is  not  without  dis- 
advantages because  its  colloidal  properties 
make  subsequent  blood  typing  for  transfu- 
sion difficult  or  impossible.  In  fact,  it  has 
almost  been  discarded,  because  use  of  it 
may  be  dangerous.  Albumen  solutions, 
pectin  solutions,  and  many  others  have  been 
used,  but  the  two  treatments  considered 
best  at  the  present  time  are  whole  blood 
and  blood  plasma,  the  choice  between  the 
two  depending  upon  the  indications. 

Obviously,  in  cases  of  hemorrhage  or 
shock  resulting  from  loss  of  blood,  replace- 
ment of  the  blood  volume  with  whole  blood 
is  the  most  suitable  form  of  treatment  after 
the  hemorrhage  is  controlled,  but  unless  a 
donor  is  quickly  located  or  a blood  bank  is 
available,  it  may  be  necessary  to  resort  to 
the  use  of  plasma.  The  disadvantages  to 
be  found  in  using  blood  from  a bank  are 
the  difficulty  in  storage  because  of  the  dis- 
integration of  cells  and  increase  in  the  in- 
cidence of  reaction,  the  difficulty  of  main- 
taining sterility  of  stored  blood,  and  the 
large  amount  of  laboratory  work  required 
in  typing  and  cross  matching.  Whole  blood 
transfusions  are  specific  for  hemorrhage, 
though,  in  that  they  serve  to  replenish  both 
the  blood  volume  and  the  cellular  elements 
lost.  Doctors  Alfred  and  Mason  Blalock, 
who  are  quoted,  cover  thoroughly  the  sub- 
ject of  the  collection,  preservation,  trans- 
portation, and  dispensation  of  whole  blood, 
plasma,  and  or  serum. 

In  traumatic  shock  only  the  plasma  ele- 
ment of  the  blood  is  lost.  The  liquid  por- 
tion of  the  blood  is  important  to  the  patient 
in  that  it  contains  essential  proteins,  it 
maintains  a constant  ratio  between  the 
solids  and  liquids  of  the  blood,  and  it  is 
related  in  some  manner  to  the  permeability 
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of  the  capillary  bed.  Plasma  may  be  had 
from  commercial  houses  in  the  form  of 
liquid  plasma,  dried  plasma,  and  concen- 
trated liquid  plasma.  The  desiccated  plas- 
ma not  only  meets  the  requirements  for 
restoring  the  depleted  plasma  volume  in 
shock,  but  it  has  also  the  added  advantage 
of  stability  and  availability.  It  may  be 
kept  indefinitely  and  needs  only  the  addi- 
tion of  normal  salt  solution  or  distilled 
water  to  restore  it  to  normal  volume.  Fur- 
thermore, it  eliminates  the  necessity  of 
cross  matching,  which  means  saving  time 
in  emergency  cases.  Transfusions  of  whole 
blood  are  not  the  answer  in  the  treatment 
of  the  traumatic  shock  syndrome.  In  fact, 
they  may  be  actually  dangerous  in  severe 
cases  of  hemoconcentration,  and  plasma  is 
the  treatment  of  choice  in  meeting  all  re- 
storative requirements. 

Serum,  which  seems  to  be  considered  in- 
terchangeable with  plasma,  offers  no  ad- 
vantages to  plasma  and  is  hardly  worthy  of 
separate  study  in  our  search  for  knowledge 
of  the  treatment  of  shock. 

Earle  B.  Mahoney  and  Joe  W.  Howland, 
writing  on  the  physiologic  and  clinical  as- 
pects of  shock,  stress  the  importance  of 
the  early  recognition  of  shock  where  ther- 
apy depends  on  a knowledge  of  the  changes 
occurring  in  the  failing  circulation.  An 
accurate  evaluation  of  the  general  appear- 
ance of  the  patient,  together  with  the  type 
and  extent  of  trauma,  forms  the  most  prac- 
tical clinical  method  of  recognizing  impend- 
ing shock.  The  degree  of  shock  is,  in  gen- 
eral, in  direct  proportion  to  the  amount  of 
tissue  damage  and  the  time  which  elapses 
before  treatment  is  instituted.  Although 
the  venous  pressure  decreases  as  shock 
develops,  it  must  be  considered  an  unreli- 
able clinical  guide ; the  pulse  pressure  is 
often  of  value  in  detecting  early  shock; 
as  peripheral  vasoconstriction  occurs,  the 
diastolic  pressure  may  increase  with  a con- 
sequent decrease  in  pulse  pressure.  This 
change  is  not  always  evident,  but  when 
present  is  significant.  The  hemoconcentra- 
tion associated  with  shock  is  the  earliest 
detectable  sign  of  threatened  circulatory 
deficiency  of  capillary  origin,  and  Moon 
considers  it  as  ominous  as  a decline  in  blood 
pressure.  He  points  out  that  hemoconcen- 


tration occurs  early,  during  the  period 
when  compensation  is  effective,  while  the 
decline  in  pressure  indicates  the  failure  of 
compensation  and  the  imminence  of  death. 
It  is  not  always  possible,  though,  to  deter- 
mine the  hematocrit,  and  as  it  varies  in  dif- 
ferent conditions,  its  utilization  is  highly 
selective.  In  shock  produced  by  intestinal 
manipulation,  the  hematocrit  rises  as  the 
plasma  volume  decreases.  It  is  of  minor 
significance  in  shock  due  to  hemorrhage 
since  the  remaining  blood  is  diluted  by  tis- 
sue fluids  and  the  hematocrit  decreases.  In 
shock  due  to  trauma  or  operative  proce- 
dures, the  hemoconcentration  varies  in  de- 
gree and  individual  determinations  may  be 
of  little  value.  Scudder  has  emphasized 
the  increase  in  plasma  and  blood  specific 
gravity  which  occurs  in  shock  and  feels  that 
this  can  be  used  in  the  clinical  evaluation 
of  the  shocked  patient.  The  specific  grav- 
ity of  plasma  will  not  increase  unless  more 
fluid  than  protein  is  lost  from  the  circula- 
tion, and  dehydration  is  not  the  outstanding- 
feature  of  shock  during  the  early  stages. 

It  is  an  error  of  clinical  judgment  to 
underestimate  the  seriousness  of  an  injury 
and  to  have  the  patient  develop  the  signs 
of  shock  on  the  operating  table  without 
having  received  adequate  shock  therapy, 
as  it  is  only  in  the  early  stages  that  replace- 
ment therapy  can  be  effectively  accom- 
plished. 

We  can  but  share  the  hope  that  we,  as 
practitioners,  will  become  more  and  more 
proficient  in  recognizing  the  early  symp- 
toms of  shock  and  that  research  will  bring 
us  more  concrete  information  to  aid  us  in 
detecting  the  danger  of  impending  shock. 
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A Proposed  Plan  for  Surgical  and  Hos- 
pital Care  of  Clients  of  the  Farm 
Security  Administration 

The  Farm  Security  Administration  was 
organized  and  is  financed  by  the  federal 
government  for  the  purpose  of  rehabilitat- 
ing farm  families  which  met  reverses  in  the 
depression  and,  in  most  instances,  lost  their 
farms  and  entire  possessions. 

The  administrative  agency  discovered  the 
need  for  a method  by  which  these  clients 
could  be  aided  in  obtaining  their  medical 
care  at  a cost  within  their  reach.  As  the 
result  of  a conference  with  Dr.  W.  C.  Wil- 
liams of  the  Farm  Security  Administration 
with  the  Board  of  Trustees  of  the  Tennes- 
see State  Medical  Association,  the  following 
plan  was  approved  and  put  in  operation  to  a 
limited  extent.  This  conference  took  place 
in  December,  1937,  and  the  plan  was  pub- 
lished in  the  January,  1938,  issue  of  the 
Journal  of  the  Tennessee  State  Med- 
ical Association.  It  is  as  follows : 

Tennessee  State  Medical  Association: 

THE  PLAN  OF  AGREEMENT 

Provision  1. — That  the  Farm  Security 
Administration  make  available  a sum  of 
money  for  the  medical  care  of  its  clients. 


This  sum,  ranging  from  fifteen  dollars  to 
fifty  dollars  per  year,  will  depend  upon  the 
estimated  income  of  the  farmer  and  his 
ability  to  pay,  and  the  amount  of  medical 
services  which  probably  will  be  needed.  It 
is  understood  that  the  sum  agreed  upon 
shall  cover  all  the  medical  services  provided 
for  in  this  agreement  in  one  year,  the 
exact  amount  in  each  case  to  be  determined 
by  consultation  between  the  doctor  and  the 
farmer,  using  as  a basis  the  economic  con- 
dition of  the  farmer  as  shown  by  the  survey 
of  the  Farm  Security  Administration. 

Provision  2. — That  these  funds  be  placed 
in  the  hands  of  a trustee  in  each  county, 
or  administrative  district,  whose  duty  it 
will  be  to  pay  for  medical  services  within 
the  limitations  fixed  by  this  agreement. 

Provision  3. — This  agreement  will  be  pre- 
sented to  the  membership  of  each  local 
society.  Those  doctors  who  are  willing  to 
render  services  to  these  clients  under  the 
terms  of  this  agreement  will  volunteer  to 
do  so,  and  the  officers  of  the  local  society 
will  furnish  their  names  to  the  local  ad- 
ministrator. The  local  administrator  in 
turn  will  supply  a list  of  such  doctors  to 
the  clients  in  the  county  or  district  con- 
cerned. 

Each  client  is  to  be  advised  that  he  has 
the  liberty  of  choosing  the  doctor  he  will 
call  for  medical  services. 

The  client  will  be  advised  to  call  the  doc- 
tor of  his  choice  from  the  list  compiled. 
The  doctor  will  render  such  services  as, 
in  his  opinion,  are  necessary.  At  the  end 
of  each  month  the  doctor  will  furnish  the 
local  administrator  an  itemized  statement 
of  the  services  rendered  and  the  charge  for 
each  item. 

The  schedule  of  charges  for  services  to 
these  clients  shall  be  on  the  basis  of  the 
usual  charge  for  similar  services  rendered 
people,  of  moderate  means,  in  the  same  com- 
munity. 

In  the  event  a question  is  raised  by  an 
administrator,  or  client,  concerning  the 
statement  rendered  by  any  doctor,  it  shall 
be  referred  to  a committee  appointed  by 
the  president  of  a local  medical  society.  The 
committee  shall  ascertain  the  facts  concern- 
ing the  services  rendered  and  charges  made. 
If  the  recommendations  of  the  committee 
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are  not  satisfactory,  the  doctor  or  client 
may  appeal  to  the  Board  of  Trustees,  or  to 
a committee  appointed  by  the  board. 

Provision  U- — It  is  understood  that  the 
medical  services  provided  for  under  this 
agreement  shall  embrace  such  services  as 
would  be  performed  by  a family  physician 
in  the  home  of  the  client  or  in  the  office  of 
the  physician.  It  is  not  intended  that  this 
plan  shall  cover  hospitalization  or  major 
surgical  procedures. 

In  the  event  that  clients  make  excessive 
demands  on  doctors  for  unnecessary  serv- 
ices, such  fact  shall  be  reported  to  the 
local  administrator  who  will  consider  this 
fact  in  judging  the  client’s  eligibility  for 
further  benefits  of  any  character  from  the 
Farm  Security  Administration. 

It  is  noted  that  the  above  plan  provides 
for  limited  service.  That  is  to  say  “such 
services  as  would  be  performed  by  a family 
physician  in  the  home  of  the  client  or  in 
the  office  of  the  physician.”  It  does  not 
embrace  hospitalization  or  major  surgical 
procedures. 

Recently  representatives  of  the  Farm  Se- 
curity Administration  came  to  the  head- 
quarters office  with  drafts  of  a plan  to  ex- 
tend the  plan  to  include  hospital  and  sur- 
gical care,  provided  the  cooperation  of  doc- 
tors and  hospitals  is  available. 

The  Secretary-Editor  was  requested  to 
express  an  opinion  concerning  the  plan.  The 
reply  was  and  is  that  the  proposed  plan  for 
hospital  and  surgical  care  is  nothing  more 
or  less  than  an  extension  of  the  plan  pre- 
viously approved  by  the  Association.  No 
new  principle  is  introduced.  Under  the 
terms  of  the  plan  the  patients  have  com- 
plete freedom  of  choice  of  hospitals  and 
surgeons.  Doctors  are  free  to  operate  un- 
der the  plan  or  not. 

The  fact  that  a fee  schedule  is  included 
in  the  plan  does  not  in  any  sense  make  it 
unethical. 

We  must  not  forget  that  a principle  in 
our  code  of  ethics  is  to  the  effect  that  fees 
for  services  shall  be  in  proportion  to  the 
services  rendered  and  the  ability  of  the  pa- 
tients to  pay. 

Many,  if  not  all,  of  these  clients  are  in 


such  an  economic  status  as  to  require  the 
aid  of  the  federal  government  to  accom- 
plish their  rehabilitation.  Their  ability  to 
pay  would  of  necessity  be  limited.  So  there 
is  no  inconsistency  between  the  principles 
of  ethics  and  the  limitations  proposed  in  the 
agreement.  On  the  contrary,  the  plan  does 
make  fees  available  to  doctors  and  hospitals 
who  render  services  to  these  clients. 


Concerning  the  Matter  of  Cold 
Vaccines 

The  Journal  of  the  American  Medical  As- 
sociation for  January  22,  1944,  has  the  fol- 
lowing to  say  on  the  subject: 

“Recent  communications  to  the  offices  of 
the  American  Medical  Association  indicate 
that  the  prescription  and  sale  of  cold  vac- 
cines is  again  taking  place  on  a large  scale. 
This,  in  the  face  of  the  recognized  lack  of 
scientific  evidence  for  the  value  of  these 
preparations,  is  indication  of  irresponsi- 
bility on  the  part  of  some  manufacturers 
of  pharmaceuticals.  The  scientific  evidence 
against  the  value  of  oral  cold  vaccines  is 
overwhelming ; consequently  individual  phy- 
sicians and  firms  who  deal  in  pharmaceuti- 
cals and  who  lend  themselves  to  wholesale 
uncontrolled  distribution  of  such  prepara- 
tions are  perpetrating  an  unwarranted  com- 
mercial assault  on  the  public  pocketbook.” 


Physiologic  Nonsense 
The  following  is  taken  from  the  Ameri- 
can Medical  Association  Neivs: 

“Since  the  demonstration  of  the  value  of 
the  treatment  of  poliomyelitis  described  by 
Miss  Elizabeth  Kenny,”  The  Journal  of  the 
American  Medical  Association  for  January 
22  says,  “studies  have  been  made  in  an 
attempt  to  explain  the  physiologic  and  path- 
ologic conditions  associated  with  the  ob- 
served effects.  The  adherents  of  the  Kenny 
theory  have  asserted  that  the  harm  of  in- 
fantile paralysis  is  due  to  ‘spasm’  of  the 
affected  muscles  rather  than  to  a flaccid 
paralysis.  Qualified  investigators  have 
shown  that  this  is  not  the  case.  As  stated 
recently  by  Stanley  Cobb,  it  is  being  dem- 
onstrated once  more  in  the  history  of  medi- 
cine that  new  and  empirical  methods  of 
treatment  backed  by  uncritical  enthusiasm 
may  produce  many  cures,  but  much  physio- 
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logic  nonsense.  The  treatment  may  be 
good,  but  the  ex  post  facto  conclusions  of 
the  therapeutist  are  usually  bad.” 


Council  on  Medical  Service  and  Public 
Relations  of  the  American  Med- 
ical Association 

The  House  of  Delegates  of  the  American 
Medical  Association  took  action  in  June, 
1943,  to  create  a Council  on  Medical  Serv- 
ices and  Public  Relations.  The  duties  of 
this  new  council  are  defined  as  follows : 

“The  duties  of  this  council  shall  be  to 
make  available  all  facts,  data,  and  medical 
opinions  with  respect  to  timely  and  ade- 
quate rendition  of  medical  care  to  the 
American  people,  and  to  keep  informed  the 
constituent  state  medical  associations  and 
component  county  medical  societies  of  all 
proposed  changes  affecting  medical  care  in 
the  nation  and  also  the  activities  of  the 
council.  The  present  Bureau  of  Legal  Med- 
icine and  Legislation  shall  be  made  a part 
of  this  council,  and  the  Board  of  Trustees 
shall  provide  adequate  facilities  for  these 
activities.” 

This  council  is  composed  of  the  following 
fellows  of  the  American  Medical  Associa- 
tion: Thomas  A.  McGoldrick  (chairman), 
Edwin  S.  Hamilton,  Lloyd  Noland,  Parke 
G.  Smith,  and  William  R.  Molony,  Sr. 

On  another  page  of  this  issue  of  the  Jour- 
nal are  reproductions  of  two  bulletins  sent 
out  by  the  Council,  one  under  date  of  Jan- 
uary 12,  1944,  and  the  other  under  date  of 
January  25,  1944. 

It  is  believed  that  these  bulletins  contain 
information  of  interest  and  value  to  all. 
Furthermore,  it  is  not  only  desirable,  but 
it  is  incumbent  on  the  members  of  our  As- 
sociation to  support  this  Council  in  its  en- 
deavors. 


The  Meaning  of  Waivers 
The  question  has  often  been  raised  as 
to  the  effects  the  signing  of  a waiver  may 
have  on  future  claims  for  disabilities  in- 
curred in  line  of  duty.  The  following  is  an 
authoritative  statement  sent  by  the  War 
Manpower  Commission,  Information  Serv- 
ice, and  is  reproduced  for  the  information 
of  the  profession : 


What  are  the  implications  of  waivers  for 
known  physical  defects  which  physicians 
sign  upon  being  appointed  for  limited  serv- 
ice in  the  Army  Medical  Corps? 

The  answer  to  this  recurrent  question  is 
clarified  in  a recent  opinion  on  the  subject 
made  by  the  Office  of  the  Judge  Advocate 
General  of  the  Army.  The  opinion,  re- 
leased by  the  Procurement  and  Assignment 
Service  of  the  War  Manpower  Commission, 
is  as  follows: 

“Response  is  made  to  your  oral  inquiry 
whether  acknowledgment,  on  the  accom- 
panying form,  of  existing  physical  defects 
would  preclude  a person  from  thereafter 
claiming  benefits  to  which  he  would  other- 
wise be  entitled  on  account  of  the  service- 
connected  aggravation  of  such  defects.  As 
to  the  defects  acknowledged,  the  execution 
of  such  an  instrument  merely  provides  ad- 
ditional evidence  of  their  existence,  and 
to  that  extent  would  operate  to  preclude 
the  person  involved  from  thereafter  claim- 
ing benefits  on  account  of  them.  It  is  the 
opinion  of  this  office,  however,  that  the 
mentioned  form  does  not  purport  to  be  a 
waiver  of  possible  future  benefits  to  which 
the  individual  might  become  entitled  by 
reason  of  any  service-connected  aggrava- 
tion of  such  defects,  and  would  not  operate 
to  deprive  the  individual  of  any  possible 
benefits  on  account  of  such  aggravation.” 


Mene,  Mene,  Tekel,  Upharsin 

The  following  editorial  appeared  in  the 
New  York  State  Journal  of  Medicine  for 
January  15,  1944.  It  is  reproduced  because 
it  was  found  to  be  interesting  and  instruc- 
tive : 

“These  were  the  words  written  upon  the 
wall  at  Belshazzar’s1  feast.  What  is  their 
significance  for  American  medicine  today? 
Translated  freely,  the  words  mean : the 
years  of  your  sovereignty  are  numbered  and 
finished ; you  have  been  weighed  in  the  bal- 
ance and  found  wanting;  your  kingdom 
is  divided  and  given  away.  In  the  role  of 
very  modern  Daniels,  Messrs.  Wagner, 
Murray,  and  Dingell  have  done  a job  of 
translating  the  handwriting  into  proposed 
federal  legislation!  Perhaps  in  the  hope 
that  a chain  of  gold  will  be  put  about  their 
necks?-  It  is  a delicate  hope. 
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“At  the  hour  of  this  writing  ‘the  fingers 
of  a man’s  hand’  have  come  forth  and  are 
writing  ‘over  against  the  plaister  of  the 
wall’  the  fact  of  the  seizure  of  the  struck 
coal  mines  by  the  government.  In  Congress 
there  lies  embodied  in  S.  1161  and  its  com- 
panion bill  the  mechanism  for  the  virtual 
seizure  of  the  medical  profession  by  the 
government,  compensated  by  the  sum  of 
$3,048,000,000  annually  of  the  taxpayers’ 
money,  but  containing  no  provision  for  the 
return  of  the  profession  to  its  present 
status  of  free  enterprise  after  the  war  or 
at  any  other  time. 

“Perhaps  it  can  happen  here.  It  can  hap- 
pen if  the  people  neglect  to  say  they  do  not 
want  it.  Or  if  they  are  indifferent  to  what- 
ever happens.  Something  like  it  has  hap- 
pened in  Germany,  in  England,  in  New 
Zealand.  In  the  United  States  the  medical 
and  hospitalization  provisions  of  S.  1161 
are  tied  in  with  many  other  aspects  of  so- 
cial security  of  which  organized  medicine 
approves.  But  doctors  cannot  be  expected 
to  applaud  nor  will  the  public  approve  if 
rightly  informed  of  a bald-faced  attempt 
to  sell  the  entire  medical  profession  into 
slavery  to  the  Surgeon  General  of  the  U.  S. 
P.  H.  S.  forever.  If  this  bill  becomes  law, 
it  will  be  possible  to  say  of  this  official : 
‘Whom  he  would  he  slew ; and  whom  he 
would  he  kept  alive;  and  whom  he  would 
he  set  up ; and  whom  he  would  he  put  down.’ 

“Seizure  by  government  of  struck  mines 
to  maintain  absolutely  essential  coal  pro- 
duction in  wartime  is  one  thing.  Attempted 
seizure  of  the  medical  profession  and  its 
affiliated  institutions,  in  none  of  which  is 
anyone  on  strike,  but,  on  the  contrary,  pro- 
ducing to  capacity  with  45,000  and  more  of 
its  limited  physician  personnel  in  the  armed 
services,  is  quite  another.  The  significance 
of  the  handwriting  on  the  wall  is  the  at- 
tempt of  the  government  to  expropriate  and 
socialize  the  medical  profession  of  the 
United  States,  to  sell  it  into  virtual  slavery 
to  the  Surgeon  General  of  the  U.  S.  P.  H.  S. 
when  the  large  number  of  physicians  who 
are  serving  the  nation  in  the  armed  services 
are  in  no  position  to  do  anything  about  it. 
The  fact  that  the  A.  F.  of  L.  and  the  C.  I.  O. 
seem  to  be  in  favor  of  such  seizure  of  the 
profession  of  medicine  and  have  assisted 


in  the  writing  of  the  medical  and  hospitali- 
zation provisions  of  the  bill  to  accomplish 
it  does  not,  in  our  opinion,  particularly  rec- 
ommend it  in  the  light  of  the  records  of  the 
performance  of  these  gentlemen  with  re- 
spect to  the  public  interest.  But  politics 
makes  strange  bedfellows,  and  it  may  come 
to  pass  that  Daniels  Wagner,  Murray,  and 
Dingell  may  not,  after  all,  have  been  such 
accurate  interpreters,  politically  speaking, 
of  what  the  fingers  of  a man’s  hand  were 
indeed  writing  over  against  the  plaister  of 
the  wall.” 


"Dan.  5:  25  et  seq. 
2Ibid.,  5:  29. 
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Dr.  Jesse  Franklin  Goff 
Dr.  Jesse  Franklin  Goff,  Lexington;  Van- 
derbilt University,  School  of  Medicine, 
Nashville,  1916;  aged  fifty-nine;  died  sud- 
denly January  11,  1944. 


Dr.  William  Val  Sanford 
Dr.  William  Val  Sanford,  Ripley;  Van- 
derbilt University,  School  of  Medicine, 
1918;  aged  forty-nine;  was  serving  in  the 
armed  forces.  Died  between  January  10 
and  15,  1944,  somewhere  in  Italy. 
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Urology  Award 

The  American  Urological  Association  of- 
fers an  annual  award  “not  to  exceed  $500” 
for  an  essay  (or  essays)  on  the  result  of 
some  specific  clinical  or  laboratory  research 
in  urology.  The  amount  of  the  prize  is 
based  on  the  merits  of  the  work  presented, 
and  if  the  Committee  on  Scientific  Research 
deem  none  of  the  offerings  worthy,  no 
award  will  be  made.  Competitors  shall  be 
limited  to  residents  in  urology  in  recog- 
nized hospitals  and  to  urologists  who  have 
been  in  such  specific  practice  for  not  more 
than  five  years.  All  interested  should  write 
the  secretary  for  full  particulars. 

The  selected  essay  (or  essays)  will  ap- 
pear on  the  program  of  the  forthcoming 
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meeting  of  the  American  Urological  Asso- 
ciation, June  19-22,  1944,  Hotel  Jefferson, 
St.  Louis,  Missouri. 

Essays  must  be  in  the  hands  of  the  sec- 
retary, Dr.  Thomas  D.  Moore,  899  Madison 
Avenue,  Memphis,  Tennessee,  on  or  before 
March  15,  1944. 

List  of  Officers  of  the  Tennessee  State 
Medical  Association 

Anderson-Campbell — J.  S.  Hall,  Clinton, 
president;  Trent  O.  Huff,  Clinton,  vice-pres- 
ident, Anderson  County;  P.  J.  O’Brien, 
, Westbourne,  vice-president,  Campbell  Coun- 
ty; Roscoe  C.  Pryse,  La  Follette,  secretary- 
treasurer. 

Bedford  County — H.  A.  Morgan,  Jr., 
Shelbyville,  president;  J.  T.  Gordon,  Lewis- 
burg,  vice-president;  W.  H.  Avery,  Shelby- 
ville, secretary-treasurer. 

Fayette-Hardeman — B.  F.  McAnulty,  Bol- 
ivar, president;  L.  Pope,  Grand  Junction, 
vice-president;  E.  L.  Baker,  Western  State 
Hospital,  secretary-treasurer. 

Hamilton  County — J.  Marsh  Frere,  Chat- 
tanooga, president ; Stewart  Lawwill,  Chat- 
tanooga, president-elect;  Jesse  J.  Arm- 
strong, Chattanooga,  secretary-treasurer. 

Haywood  County — F.  P.  Hess,  Bells,  pres- 
ident; T.  C.  Chapman,  Brownsville,  vice- 
president;  Roy  M.  Lanier,  Brownsville,  sec- 
retary-treasurer. 

Loudon  County — Halbert  Robinson,  Le- 
noir City,  president;  R.  V.  Taylor,  Lenoir 
City,  vice-president;  W.  B.  Harrison,  Lou- 
don, secretary-treasurer. 

McMinn  County — W.  E.  Foree,  Athens, 
president;  D.  F.  Seay,  Englewood,  vice-pres- 
ident; Roy  W.  Epperson,  Athens,  secretary- 
treasurer. 

Putnam  County — J.  T.  Moore,  Algood, 
president;  R.  L.  Witherington,  Cookeville, 
vice-president;  Thurman  Shipley,  Cooke- 
ville, secretary-treasurer. 

Shelby  County — E.  G.  Kelly,  Memphis, 
president;  W.  C.  Colbert,  Memphis,  presi- 
dent-elect; C.  H.  Heacock,  Memphis,  vice- 
president;  C.  V.  Croswell,  Memphis,  treas- 
urer; A.  F.  Cooper,  Memphis,  secretary. 

Postgraduate  Course 

The  postgraduate  course  in  surgical  diag- 
nosis under  the  extension  plan  by  the  Com- 


mittee on  Postgraduate  Study  has  just 
closed  another  circuit  which  is  the  fifth 
group  of  teaching  centers  with  the  follow- 


ing results: 


Center 

Enroll- 

ments 

Avg.  % of 
Attendance 

Gallatin 

12 

73 

Springfield 

9 

84 

Camp  Campbell,  Ky. 

82 

62 

Clarksville 

14 

82 

Nashville 

117 

69 

Dickson 

8 

81 

Total 

242 

75 

J.  R.  B.  Branch,  M.D.,  F.A.C.S.,  in- 
structor in  this  course,  has  been  given  a two 
weeks’  vacation,  much  deserved  after  an 
arduous  winter  of  driving  in  his  tours  of 
ice-  and  snow-covered  highways  with  a 
heavy  teaching  schedule.  After  his  return 
from  Arizona,  he  will  open  with  a circuit 
in  the  following  centers,  the  enrollments  of 
which  have  already  been  received  in  ad- 
vance : 


Center  No.  Enrolled 

Murfreesboro  11 

Shelbyville  8 

Winchester  6 

McMinnville  8 

Meharry  Medical  College  19 

Total  52 


The  above  enrollments  will  probably,  as 
usual,  increase  in  number  with  the  opening 
of  the  first  lecture  and  for  the  first  three 
weeks  of  the  lecture  tours. 

The  lectures  of  Doctor  Branch  are  sup- 
plemented with  medical  motion  pictures  and 
dry  clinics  over  patients.  A large  military 
enrollment  has  occurred  in  this  course  be- 
cause the  committee,  before  this  war,  passed 
a resolution  permitting  all  physicians  in 
uniform  and  on  active  duty  in  this  state  to 
enroll  in  these  courses  without  the  fee  of 
ten  dollars.  In  prewar  times  the  past 
courses  in  obstetrics,  pediatrics,  and  medi- 
cine attracted  approximately  1,300  physi- 
cians for  each  course.  The  committee  be- 
lieved with  so  many  active  physicians 
gone  into  the  armed  forces  that  this  number 
would  be  greatly  reduced  during  the  war 
period,  but  with  the  remarkable  interest  of 
the  medical  officers  in  the  camps  within  the 
state,  it  is  clear  now  that  the  number  in  this 
course  during  this  wartime  period  will  total 
1,300  or  more. 
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Davidson  County : 

January  19  — “Nondisabling  Bronchiec- 
tasis,” by  Major  Archie  Fine,  Nashville 
Army  Air  Center.  Discussion  by  Dr.  Rollin 
A.  Daniel,  Jr. 

February  2 — Members  of  the  society 
were  dinner  guests  of  Dr.  0.  S.  Hauk  and 
his  staff  at  Central  State  Hospital.  Doctor 
Hauk  presented  a scientific  paper. 

Toast  to  Medical  Profession 

On  December  31,  1943,  the  Nashville 
Academy  of  Medicine  had  313  members. 
Of  this  number  ninety-six  are  now  serving 
in  the  armed  forces  of  the  United  States. 
We  are  proud  of  this  record. 

Information  which  has  reached  us  since 
Pearl  Harbor  on  the  activities  of  these  men 
tells  a consistent  story  of  devotion  to  duty 
and  work  well  done.  Of  this  we  are  proud. 

We  know  and  the  public  knows  that  these 
men  and  others  like  them  are  treating 
wounds  more  efficiently  today  than  has 
heretofore  been  possible.  In  their  heroic 
efforts  to  salvage  and  save  mankind,  science 
is  and  will  remain  their  worthy  ally.  The 
Medical  Corps  is  thus  making  a glorious 
contribution  to  the  success  of  the  American 
arms.  It  is  giving  new  hope  to  an  anx- 
ious public. 

So  here’s  to  the  Medical  Corps.  Let  us 
assure  them  tonight  that  the  hopes  and  the 
prayers  of  America  for  their  welfare  and 
continued  success  will  follow  them  to  the 
ends  of  the  earth. 

Dr.  Henry  L.  Douglass,  president  of  the 
Nashville  Academy  of  Medicine  and  David- 
son County  Medical  Society,  Nashville,  de- 
livered the  above  toast  at  the  annual  ban- 
quet on  January  4,  1944. 


Hamilton  County: 

January  6 — The  annual  banquet  was  held. 
January  13 — “Anemias  in  Infancy,”  by 
Dr.  W.  D.  Anderson. 

January  20 — “The  Treatment  of  Unde- 
scended Testicle,”  by  Dr.  Cecil  E.  Newell. 

January  27 — “Discussion  of  Complica- 
tions of  Antirabies  Treatment  with  Pres- 


entation of  Case,”  by  Dr.  Charles  Robert 
Thomas. 

February  3 — Paper  by  Dr.  D.  Isbell. 

February  10 — “Hemorrhage  of  Nose  and 
Throat,”  by  Dr.  C.  L.  Lassiter. 

Other  papers  scheduled  for  February 
are  as  follows : 

February  17 — “Carcinoma  of  the  Cecum,” 
by  Dr.  Gene  Kistler. 

February  24 — “Malaria  Control  in  the 
Tennessee  Valley”  (moving  picture  in 
color),  by  Dr.  O.  Merton  Derryberry. 


Knox  County: 

January  18 — “Review  of  the  Literature 
on  Penicillin,”  by  Dr.  F.  H.  Payne.  Dis- 
cussion by  Drs.  George  Inge  and  K.  C.  Co- 
penhaver. 

February  1 — “Traumatic  Intussuscep- 
tion,” by  Dr.  Eugene  Haun.  Discussion  by 
Drs.  L.  A.  Haun  and  Eben  Alexander. 

Ralph  H.  Monger,  M.D., 

Secretary. 


Madison  County: 

The  most  important  business  to  come  up 
at  the  meeting  of  the  Madison  County  Med- 
ical Society  held  February  2 in  the  New 
Southern  Hotel,  was  the  election  of  officers 
for  1944.  The  following  officers  were 
elected : 

President,  Dr.  Lelancl  Johnston;  vice- 
president,  Dr.  Henry  N.  Moore,  Bemis ; sec- 
retary, Dr.  Stanford  Herron. 

Delegates  were  elected  to  the  State  Medi- 
cal Meeting  in  Nashville,  which  will  be  held 
on  April  11,  12,  13,  with  Dr.  Glen  Batten 
and  Dr.  G.  H.  Berryhill  as  regular  delegates 
and  Dr.  Alvin  Rosenbloom  and  Dr.  Henry 
Herron,  alternates. 

Motion  was  made  and  accepted  that  a 
letter  be  written  to  Congressman  Tom  Mur- 
ray for  the  fine  work  he  is  doing  in  regard 
to  the  Wagner  bill. 

A letter  was  read  along  with  a fee  bill 
in  regard  to  the  Farm  Security  Association 
which  was  discussed  in  length.  It  was 
moved  that  no  definite  action  be  taken  now 
regarding  the  letter. 

Captain  C.  H.  Beasley,  Sixty-Eighth 
AAFFTD  of  Georgia  Air  Service,  McKellar 
Field,  used  as  his  subject  for  discussion, 
“Air  Sickness.”  He  explained  the  different 
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kinds  of  air  sickness  and  the  effect  a per- 
son feels  from  the  motion  of  the  plane.  He 
made  illustrations  from  a miniature  plane, 
and  proved  his  statements  by  statistical 
figures. 

Captain  L.  J.  Raden  of  Sixty-Eighth  AA 
FFTD,  Georgia  Air  Service,  McKellar 
Field,  gave  an  instructional  talk  on  “Chem- 
ical Warfare,”  showing  the  number  of 
deaths  from  chemical  warfare  in  compar- 
ison with  deaths  otherwise.  It  was  stated 
that  the  death  rate  is  very  low  from  chem- 
ical warfare — in  fact,  two  out  of  one  hun- 
dred in  comparison  with  twenty-five  other- 
wise. He  also  demonstrated  the  modern 
gas  masks. 

Professor  A.  W.  Prince  of  Union  Univer- 
sity made  an  interesting  follow-up  talk  on 
“Chemical  Warfare.” 

Dr.  Herman  Hawkins,  president  for  1943, 
presided  until  the  election  of  officers  at 
which  time  the  new  president  assumed  his 
duties. 

The  secretary  made  an  announcement 
and  urged  that  all  members  who  bought  war 
bonds  report  it  through  the  association  so 
that  they  might  know  what  the  doctors  of 
the  county  are  contributing  in  the  way  of 
war  work. 

Visitors  were  Doctor  Spangler,  Hum- 
boldt; Doctor  Wagner,  TVA  medical  direc- 
tor, Parsons;  and  Dr.  Robert  Morris,  Me- 
dina, with  twenty-nine  members  being  pres- 
ent. 


Shelby  County: 

January  18 — Case  Reports;  “Purpura 
Fulminans  with  Gangrene,”  by  Dr.  H.  J. 
Jacobson. 

“Paralysis  from  Chemical  Poisoning,”  by 
Dr.  E.  D.  Connell. 

Papers:  “Pain,”  by  Dr.  K.  B.  Corbin. 
Discussion  by  Dr.  R.  E.  Sernmes  and  Dr. 
C.  J.  Ruilmann. 

“An  Approach  to  the  Medical  Care  of 
Exophthalmic  Goitre,”  by  Dr.  W.  C.  Chaney. 
Discussion  by  Dr.  J.  L.  McGehee  and  Dr. 
L.  A.  Crandall. 

February  1 — “Symposium  on  Backache; 
Backache  Due  to  Neurological  Conditions,” 
by  Dr.  C.  C.  Turner. 

“Symptoms  Produced  by  Disease  of  the 
Intervertebral  Discs,”  by  Dr.  R.  E.  Sernmes. 


“Backache  from  the  Standpoint  of  the 
Orthopedic  Surgeon,”  by  Dr.  R.  A.  Knight. 
General  discussion. 

A.  F.  Cooper,  M.D., 

Secretary. 

Sullivan-J ohnson  Counties : 

The  Sullivan- Johnson  County  Medical  So- 
ciety meeting  was  held  at  the  Kingsport  Inn 
on  February  2 with  sixteen  present. 

Dr.  Charles  E.  Rae,  medical  director  of 
the  Oak  Ridge  Hospital,  assistant  professor 
of  surgery  at  the  University  of  Minnesota 
School  of  Medicine,  on  leave  of  absence  for 
defense  work  with  Clinton  Engineer  Works, 
spoke  on  the  “Uses  of  Sulfonamide  in  Sur- 
gical Wounds,”  emphasizing  the  data  re- 
garding its  use  in  peritonitis.  Following 
this  talk,  a motion  picture  depicting  an 
ectopic  heart  was  shown. 

Dr.  C.  F.  N.  Schram  was  elected  dele- 
gate to  the  State  Medical  Meeting  and  Dr. 
William  A.  Wiley  the  alternate. 


OTHER  MEDICAL  SOCIETIES 


American  College  of  Surgeons  to  Hold 
Twenty-Two  War  Sessions 

Twenty-two  cities  distributed  throughout 
the  United  States  and  Canada  have  been 
selected  by  the  American  College  of  Sur- 
geons as  headquarters  for  one-day  war  ses- 
sions to  be  held  in  March  and  April,  1944. 

The  schedule  for  the  meetings  nearest 
Tennessee  follows: 

Chicago,  Illinois — The  Stevens  Hotel, 
Monday,  March  6. 

Cincinnati,  Ohio — The  Netherland  Plaza 
Hotel,  Wednesday,  March  8. 

Jacksonville,  Florida — The  George  Wash- 
ington Hotel,  March  27,  1944. 


The  Vanderbilt  Medical  Society  met  on 
February  4 in  the  Medical  School  Amphi- 
theatre. The  following  papers  were  read : 
“Current  Medical  Problems:  Medical  and 
Health  Problems  of  the  American  Red 
Cross,”  by  Dr.  Amos  Christie. 

“Stomatitis  and  Diarrhea  of  Infants 
Caused  by  a Hitherto  Unrecognized  Virus,” 
by  Dr.  Katharine  Dodd  and  Dr.  G.  John 
Buddingh. 
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Annual  Clinical  Conference  Inaugu- 
rated by  Chicago  Medical  Society 
The  Council  of  the  Chicago  Medical  So- 
ciety, appreciating  that  Chicago  is  a med- 
ical center  offering  abundant  clinical  mate- 
rial and  able  clinicians,  is  sponsoring  an 
Annual  Clinical  Conference  at  the  Stevens 
Hotel,  March  14,  15,  16,  and  17. 

Plans  have  been  made  for  four  intensive 
postgraduate  days  consisting  of  half-hour 
lecture  and  clinic  periods  beginning  at  8 :00 
A.M.  and  continuing  until  5:30  P.M.  each 
day  with  intermissions  for  luncheons  and 
inspection  of  technical  and  scientific  ex- 
hibits. Several  one-hour  “Panels”  have 
been  arranged.  Popular  subjects  will  be 
covered  by  specialists  in  their  respective 
fields. 

A dinner  will  be  held  on  Wednesday 
evening  with  a speaker  of  national  reputa- 
tion on  some  nonmedical  subject. 

The  Chicago  Medical  Society  believes 
such  a four-day  conference  will  be  helpful 
as  a wartime  measure  to  its  members  and 
to  the  profession  of  the  Middle  West.  All 
scientific  sessions  will  be  held  in  the  Grand 
Ballroom  of  the  Stevens  Hotel.  Registra- 
tion fee  will  be  five  dollars. 

It  is  advisable  to  make  room  reserva- 
tions early. 


Refresher  Course  in  Otolaryngology 
The  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  Chi- 
cago, announce  a course  to  be  held  March 
20-25,  1944.  Those  interested  may  address 
the  Department  of  Otolaryngology,  Univer- 
sity of  Illinois  College  of  Medicine,  1853 
West  Polk  Street,  Chicago,  Illinois. 


Postgraduate  Course  in  Ocular  Sur- 
gery, Pathology,  and  Orthoptics 
The  George  Washington  University 
School  of  Medicine,  1335  H Street,  North- 
west, Washington,  D.  C.,  announces  the 
seventh  annual  postgraduate  course  in  ocu- 
lar surgery,  pathology,  and  orthoptics  on 
Monday,  April  24,  to  Saturday,  April  29, 
1944,  inclusive. 

For  further  information  apply  to  the  sec- 
retary, Miss  Louisa  Wells,  927  Seventeenth 
Street,  N.  W.,  Washington,  D.  C. 


ABSTRACTS  OF  CURRENT  LITERATURE 


ANESTHESIA 

By  Hugh  Barr.  M.D. 
Medical  Arts  Building,  Nashville 


Pentothal  Anesthesia  for  Thoracoplasty  at  the  Laval 
Hospital : Adrien  Paquet.  Anesthesia  and  Analgesia, 
November-December,  1943. 

As  a respiratory  depresser  pentothal  should  be 
contraindicated  in  thoracic  surgery,  yet  the  author 
has  administered  seventy-five  pentothal  in  this 
variety  of  surgery.  Although  respiratory  ampli- 
tude often  diminishes,  there  never  occurred  the 
necessity  of  combating  respiratory  failure.  On  the 
contrary,  diminished  respiratory  movements  of  the 
chest  are  a distinct  advantage. 

Pentothal  causes  no  bronchial  secretions,  oxygen 
is  easily  administered,  and  there  seems  to  be  less 
shock.  He  recommends  the  following  technique 
on  arrival  at  the  operating  room : one-fourth  grain 
of  morphine  and  1/150  grain  of  atropine  is  admin- 
istered; the  dosage  of  pentothal  is  given  slowly. 

The  injection  is  given  cautiously  and  the  anes- 
thesia is  maintained  as  lightly  as  possible.  Color, 
respiration,  and  pulse  remain  practically  normal. 
The  patient  may  react  to  pain  occasionally.  The 
doses  required  in  this  series  of  cases  varied  be- 
tween grain  .60  and  grain  1.60.  No  alarming 
symptoms  occurred.  There  is  no  danger  of  explo- 
sion which  permits  the  use  of  electrocoagulation 
and  there  is  little  or  no  toxic  effects. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Demerol  (S-140)  and  Scopolamine  in  Labor:  A Study  of 
1,000  Cases.  Wm.  R.  Schumann.  American  Journal 
of  Obstetrics  and  Gynecology,  Vol.  47,  No.  1,  93:  104, 
January,  1944. 

Demerol  and  scopolamine  have  been  used  in  a 
series  of  1,000  cases  for  the  purpose  of  studying 
the  maternal  and  fetal  effects  of  this  combination 
when  used  as  an  obstetrical  analgesic.  Because  the 
primary  purpose  in  medication  is  establishing  com- 
plete amnesia,  the  author  incorporates  scopolamine 
in  the  routine  as  the  amnesic  drug  of  choice.  Dem- 
erol is  used  to  obtain  psychic  sedation  through 
its  analgesic  effect,  thereby  securing  a favorable 
background  for  the  action  of  scopolamine,  reduc- 
ing the  excitement  and  enhancing  the  amnesia. 

The  uncorrected  incidence  of  satisfactory  am- 
nesia is  70.5  per  cent,  where  satisfactory  amnesia 
is  taken  to  mean  either  absolute  amnesia,  or  at 
the  most,  the  recollection  of  two  or  three  isolated 
incidents  where  no  pain  is  recalled.  If  this  figure 
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is  corrected  for  cases  receiving  medication  either 
too  late  or  so  infrequently  as  to  nullify  the  thera- 
peutic effect,  the  incidence  of  satisfactory  amnesia 
rises  statistically  to  90.4  per  cent.  It  is  the  au- 
thor’s opinion  that,  while  demerol  possesses  other 
properties  that  make  it  more  desirable  for  pur- 
poses of  obstetrical  analgesia  than  the  barbiturates, 
it  falls  slightly  short  of  the  barbiturates  in  pro- 
viding satisfactory  amnesia  as  measured  by  his 
standards. 

The  average  primiparous  labor  in  this  series  was 
12.4  hours,  the  average  multiparous  labor  was  7.6 
hours.  This  is  a reduction  of  2.5  hours  in  the  pri- 
miparous labor  and  1.2  hours  in  the  multiparous 
labor  when  compared  with  a series  of  500  patients 
in  the  hospital  who  received  barbiturate  analgesia. 
Since  this  represents  a seventeen  per  cent  and  four- 
teen per  cent  reduction,  respectively,  they  believe 
it  to  be  significant. 

As  a preanesthetic  medication,  demerol  is  not 
surpassed  by  the  other  preanesthetic  combinations 
in  common  use.  The  amount  of  anesthetic  agent 
required  is  approximately  the  same  as  in  those  pa- 
tients admitted  in  active  labor  and  expected  to 
deliver  within  two  hours.  It  has  also  been  used  for 
premedicating  Caesarean  sections.  The  incidence 
of  satisfactory  amnesia  is  approximately  the  same 
as  in  those  patients  receiving  intramuscular  medi- 
cation, despite  the  fact  that  sixty-three  per  cent  of 
the  patients  were  medicated  for  less  than  one  hour. 
No  increased  hazard  has  been  demonstrated  in  as- 
sociation with  the  intravenous  route. 

The  only  maternal  untoward  effects  in  the  series 
were  seen  in  the  intravenous  group.  With  the  ex- 
ception of  transient  nausea  in  one-fourth  of  the 
cases,  no  further  side  effects  were  seen  when  the 
drug  was  administered  slowly,  taking  a minimal 
two  minutes  by  the  clock  to  inject  two  cubic  centi- 
meters (100  milligrams). 

The  analgesic  properties  of  demerol  are  demon- 
strated by  a series  of  thirty-seven  patients  deliv- 
ered without  anesthesia,  of  whom  seventy-nine  per 
cent  could  recall  no  pain  whatsoever. 

Demerol  exerts  no  demonstrable  depressant  ef- 
fect on  either  full  term  or  premature  infants, 
whether  administered  by  the  intramuscular  or  the 
intravenous  route. 

In  view  of  the  satisfactory  amnesia,  the  absence 
of  pulmonary  complications,  and  the  freedom  from 
depressant  effect  on  the  fetus,  it  is  the  investigator’s 
opinion  that  demerol  in  conjunction  with  scopola- 
mine is  superior  as  an  obstetrical  analgesia  to  other 
analgesics  in  common  use. 


The  Harmful  Influence  of  Pregnancy  on  Advanced  Tu- 
berculosis as  Modified  by  Collapse  Therapy.  J.  W. 
Cutler,  American  Journal  of  Obstetrics  and  Gynecol- 
ogy, Vol.  47,  No.  1,  1-19,  January,  1944. 

This  presentation  concerns  itself  with  the  imme- 
diate and  late  effects  of  pregnancy,  and  the  respon- 
sibilities which  follow,  upon  advanced  tuberculosis 
in  a single  series  of  twenty-six  white  women  who 
were  treated  with  collapse  therapy  to  control  the 


tuberculosis  before  giving  birth  to  one  or  more 
children.  These  women  were  of  about  the  same 
social  and  economic  status  and  have  been  under 
constant  clinical  and  roentgenologic  observation 
for  varying  periods  during  the  past  fifteen  years. 
The  average  for  the  group  whs  approximately  nine 
years. 

These  twenty-six  women  had  forty-eight  known 
pregnancies  following  collapse  therapy  and  gave 
birth  to  forty  children,  of  whom  thirty-six  are  alive 
and  well.  Fifteen  women  gave  birth  to  one  child, 
none  to  two  children,  one  to  three  children  (one 
set  of  twins),  and  one  to  four  children. 

While  the  number  of  cases  reported  is  too  small 
to  warrant  definite  and  final  conclusions,  this  study 
does  point  to  certain  facts : 

1.  Pregnancy,  and  the  responsibilities  which  fol- 
low, can  and  do  affect  some  patients  with  tuber- 
culosis unfavorably;  therefore,  childbearing  should 
be  looked  upon  as  a potential  hazard  for  a tuber- 
culous mother.  Exacerbation  may  occur  either  in 
the  early  months  of  pregnancy  or  within  the  first 
few  months  following  delivery. 

2.  Collapse  therapy  has  definitely  minimized  this 
risk  and  has  brought  a better  outlook  to  the  ex- 
pectant tuberculous  mother.  It  has  restored  to  her 
the  right  of  motherhood.  Each  case,  however,  must 
be  carefully  evaluated  on  its  own  merits,  including 
physiologic  and  social  factors,  as  well  as  pathologic, 
before  deciding  for  or  against  pregnancy. 

3.  If  the  disease,  though  advanced,  is  limited  to 
one  lung,  as  indicated  by  X-ray,  and  the  diseased 
area  is  anatomically  well  collapsed  with  all  cavities 
closed,  the  sputum  free  of  tubercle  bacilli,  and  the 
collapse  maintained  throughout  pi*egnancy,  there 
is  little  or  no  risk  of  reactivating  the  tuberculosis, 
and  such  women  may  safely  undertake  one  or  more 
pregnancies.  The  same  is  true  if  there  is  advanced 
tuberculosis  in  both  lungs,  but  with  the  disease  in 
each  lung  controlled  with  adequate  collapse  ther- 
apy. Indeed,  one  may  regard  the  interval  of  ef- 
fective collapse  therapy  as  the  safest  period  for  a 
tuberculous  woman  to  marry,  have  children,  and 
rear  a family. 

4.  If  there  is  disease  in  both  lungs,  and  only  one 
lung,  the  “worst”  lung,  is  treated  with  localized 
collapse  therapy,  the  disease  in  the  uncollapsed 
lung,  although  quiescent  before  pregnancy,  may 
become  active  in  approximately  thirty  per  cent  of 
cases.  In  about  half  of  this  number  collapse  ther- 
apy may  actually  be  essential  to  control  the  re- 
activated disease  in  the  untreated  or  contralateral 
lung.  This  is  true  even  if  the  disease  in  the  con- 
tralateral lung  is  minimal  in  extent,  well  stabilized 
for  months  or  years,  and  the  sputum  negative  for 
tubercle  bacilli  at  the  time  of  pregnancy.  The  risk, 
of  course,  is  greater  when  the  disease  is  more  ad- 
vanced and  less  stabilized. 

5.  The  possibility  of  reactivating  quiescent  tuber- 
culosis in  an  uncollapsed  lung,  however,  is  not  in 
itself  a contraindication  to  pregnancy.  Permission 
may  be  given  as  long  as  the  patient  is  kept  under 
observation  and  is  willing  to  accept  collapse  ther- 
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apy  when  it  first  becomes  indicated.  Such  women 
may  assume  the  added  hazard  of  pregnancy  to 
their  tuberculosis  with  the  assurance  that  effective 
help  is  available  when  needed. 

6.  Pneumothorax  therapy  may  be  considered  as 
an  alternative  to  therapeutic  abortion  in  the  pres- 
ence of  active  tuberculosis  first  recognized  during 
the  early  months  of  pregnancy.  When  the  collarpse 
is  good  and  promptly  controls  the  tuberculosis,  the 
woman  may  proceed  safely  to  term, 

7.  Only  collapse  therapy  which  produces  adequate 
localized  collapse  of  the  diseased  portion  of  the 
lungs,  such  as  pneumothorax,  maintenance  oleo- 
thorax, or  thoracoplasty,  will  prevent  reactivation 
of  the  disease.  Indirect  collapse,  such  as  phrenic 
nerve  interruption,  is  not  enough. 

8.  Inadequate  collapse  therapy — that  is,  inability 
to  close  cavities  and  render  positive  sputum  free 
of  tubercle  bacilli — -may  be  considered  the  same  as 
if  no  collapse  therapy  is  employed  so  far  as  the 
effect  of  pregnancy  on  the  tuberculosis  is  concerned. 
The  majority  of  such  patients  with  advanced  dis- 
ease do  poorly  and  pregnancy  is  inadvisable. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Thrombosis  of  Central  Retinal  Vein  Successfully  Treated 

with  Heparin.  C.  M.  Rosenthal  and  J.  T.  Guzek. 

American  Journal  of  Ophthalmology,  December,  1943. 

Thrombosis  of  the  central  retinal  vein  is  a grave 
ocular  disaster  usually  resulting  in  severe  visual 
loss  and  often  in  loss  of  the  globe  through  hemor- 
rhagic glaucoma.  Several  cases  have  been  reported 
in  which  recovery  followed  administration  of  hera- 
pin.  The  authors  present  two  cases  of  complete 
thrombosis  of  the  central  vein  with  ultimate  re- 
covery and  6/6  vision  in  each  patient.  One  re- 
ceived a total  of  1,800  milligrams  of  heparin  in 
ten  days.  The  other  was  given  250  milligrams  of 
the  preparation  daily  for  six  days.  One  of  the  re- 
markable features  of  the  cases  is  that  treatment 
was  not  started  until  five  weeks  in  one  instance 
and  three  weeks  in  the  other  after  onset  of  the  con- 
dition. Heparin  possibly  prevents  further  increase 
in  the  thrombotic  process,  thus  permitting  greater 
canalization  and  resumption  of  the  normal  function 
of  the  vein. 


New  Treatment  for  Acute  and  Chronic  Dacryocystitis. 

A.  Sellares  and  J.  A.  Mendia. 

The  writers  report  marked  success  in  the  treat- 
ment of  acute  and  chronic  dacryocystitis  with  a 
1.25  per  cent  solution  of  “soluble  prontosil.”  After 
local  anesthesia  and  expression  of  the  sac  contents, 
one  cubic  centimeter  solution  is  injected  into  the 
sac,  expressed,  and  finally  the  remaining  two  cubic 
centimeters  is  slowly  injected  and  allowed  to  re- 
main. This  treatment  is  carried  out  three  times 
a week,  and,  as  a rule,  rapidly  clears  up  the  sup- 
puration, thus  preparing  the  patient  for  any  neces- 


sary surgical  measures.  In  some  cases  a few  wash- 
ings suffice  to  restore  permeability  of  the  passages. 
Briefly  reported  are  four  cases  in  which  the  dacry- 
ocystitis had  existed  from  two  months  to  three 
years.  In  three  of  the  cases  suppuration  ceased 
after  three  to  six  washings. 


ROENTGENOLOGY 

By  J.  Marsh  Frerb,  M.D. 

Newel]  and  Newell  Sanitarium.  Chattanooga 


The  Roentgenologic  Appearance  of  "Bronchiogenic” 
Cysts.  Laurence  L.  Robbins,  M.D.,  Boston,  Massa- 
chusetts. The  American  Journal  of  Roentgenology 
and  Radium  Therapy,  September,  1943,  Vol.  50,  No. 
3,  p.  321. 

Doctor  Robbins  made  a study  of  mediastinal 
cysts  that  were  treated  at  the  Massachusetts  Gen- 
eral Hospital  in  the  past  decade  in  order  to  deter- 
mine, if  possible,  any  specific  roentgenologic  char- 
acteristics which  might  be  of  diagnostic  value.  Fif- 
teen cases  of  proved  cyst  were  selected  from  a 
large  number  in  which  the  diagnosis  might  be  ques- 
tioned. Multiloculated  pulmonary  cysts  were  ex- 
cluded. The  difficulty  of  diagnosis  is  shown  by 
the  fact  that  in  only  four  of  the  fifteen  proved 
cases  was  the  correct  diagnosis  suggested  in  the 
preoperative  roentgenologic  report. 

The  author’s  discussion  which  follows  gives  a 
good  resume  of  his  findings. 

“In  a group  of  fifteen  bronchiogenic  cysts,  eight 
were  in  males  and  seven  in  females.  Of  the  latter, 
the  age  at  onset  of  symptoms,  or  at  discovery  of 
the  lesion,  was  below  forty  in  three  and  above 
forty  in  four;  of  the  males,  it  was  below  forty  in 
seven  and  forty-eight  years  in  the  eighth. 

“Unless  the  cysts  become  infected  their  discovery 
is  frequently  incidental.  Those  that  are  infected 
simulate  lung  abscess,  or  empyemia  with  a bron- 
chial fistula,  in  symptomatology  and  somewhat  in 
their  roentgen  appearance. 

“The  roentgenologic  examination  should  always 
include  roentgenoscopy,  which  will  determine  the 
roentgenograms  that  should  be  taken.  It  will  also 
reveal  attachment  to  the  trachea  or  esophagus  which 
may  not  be  demonstrated  on  the  roentgenograms. 
At  least  posteroanterior  and  lateral  views  of  the 
chest  are  necessary.  Roentgenograms  taken  with 
the  Potter-Bucky  diaphragm,  as  well  as  barium 
examination  of  the  esophagus,  are  definitely  impor- 
tant. Laminagrams  may  be  of  considerable  aid  in 
locating  the  lesions  and  demonstrating  changes  in 
the  adjacent  lung  tissue  or  allowing  visualization 
of  a cavity  not  seen  in  the  other  roentgenograms. 

“From  the  roentgenologic  point  of  view  the  most 
important  diagnostic  characteristic  of  bronchio- 
genic cyst  is  a smooth  round  or  ovoid  shadow  aris- 
ing anywhere  within  the  mediastinum  without  evi- 
dence of  bone  erosion  or  calcification.  If  such  a 
mass  is  seen  lying  beneath  the  carina  and  there  is 
evidence  of  tracheal  attachment,  which  is  easily 
demonstrable,  this  is  strong  additional  corrobora- 
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tion  of  the  diagnosis.  (Three  cases  in  the  group 
showed  tracheal  attachment.)  If  intramural,  ex- 
tramucosal  involvement  of  the  esophagus  is  dem- 
onstrated, as  it  was  in  two  cases,  this  too  adds 
valuable  evidence.  It  should  be  remembered  that 
cysts,  even  if  lying  within  the  mediastinum,  may 
show  a fluid  level,  as  a bronchus  often  connects 
with  the  cyst.  In  such  cases  the  roentgenologic 
appearance  of  a fluid-and-air-filled  cavity  suggests 
a lung  abscess,  as  does  the  symptomatology  of  the 
patient,  but  there  is  much  less  inflammatory  reac- 
tion in  the  adjacent  lung  than  is  seen  in  the  ordi- 
nary abscess.  The  wall  of  the  cyst  may  be  thin 
or  thick,  and  the  cyst  may  alternately  fill  with 
fluid  or  drain  and  contain  air.  This  shift  of  con- 
tents allows  definite  variation  in  the  size  of  the 
shadow  seen  on  the  roentgenogram.  In  two  of  the 
cases  we  were  able  to  demonstrate  a change  in  the 
shape  of  the  mass  with  change  in  the  position  of 
the  patient,  and  it  seems  unlikely  that  this  would 
be  possible  in  a solid  tumor.  In  many  instances  it 
is  impossible  to  demonstrate  the  exact  location  of 
the  mass — that  is,  whether  it  is  in  the  lung  or  in 
the  mediastinum. 

“In  spite  of  these  findings  it  may  be  impossible 
to  make  a definite  diagnosis  from  the  roentgeno- 
graphic  studies  alone.  On  this  account  it  is  par- 
ticularly necessary  to  correlate  with  them  the  clin- 
ical findings.  Inasmuch  as  bronchiogenic  cysts  are 
benign  it  may  seem  that  surgical  removal  is  not 
justifiable,  but  because  of  the  difficulty  in  diagnosis 
and  the  technical  difficulties  after  infection  has  de- 
veloped, operative  interference  is  generally  recom- 
mended.” 
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Renal  Lesions  Within  the  Draft  Age.  Clyde  L.  Denting. 

The  Journal  of  Urology,  December,  1943. 

It  would  be  impossible  to  elicit  all  the  facts  of  the 
draft  boards  concerning  the  renal  conditions  of  men 
between  the  ages  of  eighteen  and  thirty-eight  years 
without  divulging  secrets  of  the  boards.  Since 
most  draftees  with  renal  lesions  are  culled  out 
and  referred  to  the  urologist  for  determination  of 
the  i-enal  status,  the  author  selected  from  his  files 
all  cases  in  these  age  limits  for  study.  The  series 
includes  330  male  patients  between  eighteen  and 
thirty-eight  with  upper  urinary  tract  pathology. 

The  study  becomes  important  when  one  realizes 
that  the  Selective  Service  will  not  accept  a draftee 
who  has  but  one  kidney,  who  has  an  operative  scar 
over  either  kidney,  who  is  known  to  have  any  kind 
of  surgical  kidney,  or  who  has  a metabolic  or  in- 
fectious renal  lesion. 

The  cases  in  this  study  include  renal  and  ureteral 
calculi,  pyelitis  and  pyelonephritis,  hydronephrosis, 
traumatic  lesions,  tuberculosis,  nephritis,  hema- 
turia of  undetermined  origin,  anomalies,  ptosis, 
phosphaturia,  nephrosis,  perirenal  and  perinephritic 


abscess,  tumor,  polycystic  kidneys,  and  albuminuria. 

Renal  and  ureteral  calculi  comprise  154  cases  or 
about  fifty  per  cent  of  the  total  cases  studied. 
Eight  patients  had  had  renal  calculi  in  the  pre- 
draft age.  The  older  the  patient  the  more  frequent 
was  the  occurrence  of  calculi.  Thirty-nine  had  had 
symptoms  for  six  months  or  less.  Five  had  bi- 
lateral calculi.  Twenty-nine  per  cent  had  associ- 
ated pathology  within  or  outside  of  the  urinary 
tract.  Eleven  patients  required  nephrectomies. 
Surgical  removal  of  the  calculus  was  done  in  thirty- 
seven.  Cystoscopic  removal  in  seventy-eight.  The 
stone  passed  spontaneously  in  eleven  patients. 
Three  were  advised  surgery  but  refused,  and  four- 
teen did  not  return  after  the  initial  examination. 

Pyogenic  renal  infections  comprised  thirty-eight 
cases  of  pyelitis  and  five  of  pyelonephritis.  Of  the 
pyelitis  cases  eleven  had  staphylococcus  infections; 
twenty-two  with  bacillus  coli;  and  one  each  with 
bacillus  alkligenes  and  bacillus  mucosus  capsulatus. 
Three  were  not  specified.  In  fourteen  cases  the 
infection  was  bilateral.  The  treatment  consisted  of 
drugs  by  mouth  and  an  occasional  renal  lavage. 
Twenty-four  were  entirely  cured,  eight  improved, 
two  unimproved,  and  four  failed  to  return  for 
treatment.  Of  the  pyelonephritic  cases,  two  had 
bilateral  infections,  two  required  nephrectomies, 
and  the  remaining  three  improved,  but  never  com- 
pletely recovered. 

Hydronephrosis  was  found  in  twenty-nine  pa- 
tients or  8.8  per  cent.  Eight  of  these  were  con- 
genital. Eight  patients  had  bilateral  lesions.  Six- 
teen patients  had  symptoms  of  less  than  one  year’s 
duration.  Two  had  elevation  of  blood  pressure. 
Eight  required  nephrectomies  and  twelve  with  vari- 
ous plastic  procedures  on  the  ureteropelvic  junc- 
tions and  nephropexy.  Four  were  treated  with 
ureteral  dilatation.  Type  of  treatment  was  not 
specified  in  five  cases  and  twenty  were  cured  and 
four  improved. 

Trauma  of  the  kidney  occui’red  in  twenty-nine 
patients.  Twenty-four  recovered  with  expectant 
treatment.  Five  had  a nephrectomy  and  five  de- 
veloped infections  of  the  injured  kidneys. 

Tuberculosis  of  the  kidney  occurred  twenty-one 
times.  Bilateral  in  five.  Fourteen  were  under 
twenty-five  years  of  age.  Ten  had  active  tuber- 
cular lesions  in  other  organs.  Three  had  symptoms 
dating  back  to  the  eighteenth  year  or  earlier.  Thir- 
teen patients  were  treated  with  a nephrectomy, 
twelve  of  which  are  apparently  well. 

Nephritis  was  found  in  sixteen  cases,  thirteen 
had  elevation  of  blood  pressure.  None  had  symp- 
toms of  more  than  four  years.  The  cause  of  the 
nephritis  was  not  clear.  Only  temporary  improve- 
ment was  obtained. 

Hematuria  of  unexplained  origin  was  found  in 
twelve  patients.  Investigation  failed  to  reveal  the 
etiological  factor.  The  histories  ranged  from  three 
days  to  two  years.  All  cleared  up  within  one  to 
six  months  by  instillations  of  one  or  two  per  cent 
silver  nitrate. 

Of  the  anomalies,  one  had  a ci’ossed  ectopia,  two 
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had  duplication  of  the  renal  pelvis  and  ureter.  One 
patient  had  a pelvic  kidney  and  one  had  a horse- 
shoe kidney.  Two  had  congenital  absence  of  a 
kidney  and  two  hypoplastic  kidneys. 

Five  patients  had  nephroptosis.  Only  one  pa- 
tient had  a surgical  nephropexy.  The  others  were 
not  treated,  and  the  disposition  of  their  problem 
was  not  made,  because  they  were  seen  only  once. 

Phosphaturia  with  signs  of  urinary  irritation 
was  found  in  four  cases.  Three  of  these  cases  were 
controlled  with  ingestion  of  dilute  hydrochloric 
acid,  while  the  fourth  failed  to  show  much  im- 
provement after  two  months  of  therapy. 

Nephrosis  occurred  in  three  cases.  All  were 
treated  in  a conservative  manner  without  much 
improvement. 

Perirenal  and  perinephritic  abscess  was  found 
in  one  occasion  each.  Both  were  cured  by  incision 
and  drainage. 

Kidney  tumor  and  polycystic  kidney  was  found 
in  one  case  each. 

This  study  reveals  the  most  common  renal  pa- 
thology found  in  the  draft  age  period  when  renal 
disease  is  at  its  lowest  figure  and  expectancy  of 
renal  health  at  its  greatest. 
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Holt’s  Care  and  Feeding  of  Children.  L.  Emmett  Holt, 
M.D.  Revised  by  L.  Emmett  Holt,  Jr.,  M.D.  Six- 
teenth Revised  and  Enlarged  Edition.  Cloth.  Price, 
$2.00.  pp.  314.  New  York,  D.  Appleton-Century 
Company,  1943. 

This  newly  revised  and  enlarged  edition  of  Holt’s 
well-known  book  should  be  a great  aid  to  every 
busy  physician  at  the  present  time.  Since  it  has 
become  difficult  to  spend  as  much  time  with  each 
patient  as  in  the  past  and  because  many  doctors 
have  been  forced  to  widen  the  scope  of  their  prac- 
tice, any  aid  which  will  save  time  and  unnecessary 
calls  should  be  greatly  welcomed. 

This  book  in  the  hands  of  the  mother  should 
prove  a great  help  to  her  and  to  her  doctor.  In 
the  preface  the  author  states:  “It  has  been  the 
author’s  aim,  in  the  present  edition,  as  in  the 
predecessors,  to  keep  its  content  abreast  of  the 
knowledge  of  the  day  and  to  provide  a guide  that 
would  enable  those  who  care  for  children  to  do  so 
in  simplest  and  safest  manner  possible.  This 
booklet  is  not  a shopping  manual  for  the  mother  or 
the  prospective  mother  to  acquaint  her  with  all  the 
articles  pertaining  to  children  that  can  be  bought, 
nor  is  it  a medical  treatise  that  will  enable  her  to 
dispense  with  the  services  of  a physician.  Its  pur- 
pose is  to  acquaint  her  with  the  fundamental  needs 
of  the  well  child  so  she  may  supply  them  the  more 
intelligently  and  to  give  her  such  information  about 
the  aberrations  from  health  that  will  enable  her  to 
recognize  them  as  such  and  to  obtain  medical  advice 
for  them.” 

The  book  is  divided  into  eight  parts  under  the 
following  headings: 


1.  “The  Care  of  the  Infant.” 

2.  “Growth  and  Development  of  Infants.” 

3.  “Breast  Feeding.” 

4.  “Artificial  Feeding.” 

5.  “Feeble  and  Premature  Infants.” 

6.  “Older  Children.” 

7.  “Behavior  Problems.” 

8.  “Common  Ailments  of  Children.” 

The  appendix  contains  charts  on  weights;  caloric 
requirements;  caloric  value  of  foodstuffs;  applica- 
tion of  diapers;  dentition. 

Each  part  is  further  subdivided  and  each  subject 
briefly,  but  fully  discussed.  The  question-answer 
style  is  employed.  The  very  complete  table  of  con- 
tents and  index  make  it  easy  to  find  the  desired 
subject  quickly. 

Every  subject  pertaining  to  the  child’s  health  and 
disease  is  amply  covered.  The  section  on  “Common 
Ailments  of  Childhood”  discusses  the  minor  condi- 
tions and  gives  signs  and  symptoms  the  mother 
should  note  when  these  common  childhood  diseases 
are  suspected. 

The  medical  profession  is  again  under  obligation 
to  the  Holts,  father  and  son,  for  writing  and  con- 
tinually revising  this  standard  work. 

— W.  P.  H. 


"The  Mind  of  the  Injured  Man.”  Joseph  L.  Fetterman, 
M.A.,  M.D.  Published  by  Industrial  Medicine  Book 
Company,  1943. 

This  book  is  well  bound  and  has  excellent  print 
with  very  good  illustrations.  It  is  divided  into 
twenty-eight  chapters,  in  which  there  is  a discus- 
sion of  the  anatomy  and  function  of  the  nervous 
system;  psychoses  and  psychoneuroses;  the  effect 
of  traumatic  lesions  of  the  spinal  cord  and  in  the 
brain;  and  malingering  and  the  psychopathic  per- 
sonality. 

The  author’s  description  of  the  nervous  system  is 
simple  and  helpful,  but  it  is  a discussion  of  the 
psychic  effect  of  physical  injuries  which  gives  the 
book  its  chief  interest.  He  emphasizes  the  fact 
that,  while  several  people  may  suffer  from  the 
same  anatomical  defect,  their  reactions  to  it  may 
be  entirely  different.  He  gives  as  an  example  three 
people  who  have  had  amputation  of  the  foot:  “One 
person  directs  all  his  thoughts  upon  the  stump, 
complains  bitterly  of  pain,  and  may  remain  a bed- 
ridden invalid  for  the  remainder  of  his  life.  An- 
other person,  again  with  the  identical  defect,  may 
hobble  about  the  streets  on  crutches,  perhaps  sell- 
ing pencils.  The  third  person  impatiently  waits 
for  the  stump  to  heal  and  then  provides  himself 
with  an  artificial  appliance.  The  defect  is  almost 
entirely  concealed,  as  this  individual  resumes  his 
usual  course  of  activities.  It  is  the  mind  of  man 
more  than  the  defect  that  determines  the  end  re- 
sult of  an  injury  or  illness.” 

He  goes  on  to  say  that  the  occurrence  of  an  ac- 
cident may  have  a different  meaning  for  different 
individuals.  One  person  remarks  on  his  good  for- 
tune in  escaping;  another  bemoans  his  pain  and 
loss  of  time;  and  a third  may  welcome  the  ailment 
so  that  he  may  rest. 

In  speaking  of  the  psychoses  attributed  to  in- 
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jury,  the  author  makes  a very  important  state- 
ment: “As  I take  note  of  the  many  psychotic  pa- 
tients I have  treated,  I find  few  indeed  in  whom 
trauma  is  the  definite  cause.  My  experience  thus 
agrees  with  Noyes’  statements:  ‘The  opinion  pop- 
ularly entertained  that  injuries  to  the  head  are  a 
frequent  cause  of  mental  diseases  is  an  error.  Not 
over  one-half  of  one  per  cent  of  those  admitted  to 


hospitals  for  mental  diseases  are  to  be  considered 
as  suffering  from  traumatic  psychosis  in  the  cor- 
rect sense  of  the  term.’  ” 

This  book  should  help  physicians  realize  more 
thoroughly  the  profound  influence  of  anatomical 
injuries  on  patients’  psyche.  It  is  recommended 
to  nurses,  medical  students,  and  physicians. 

Smiley  Blanton,  M.D. 
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TRAUMATIC  INTUSSUSCEPTION* 

LOUIS  A.  HAUN,  M.D.,  and  EUGENE  HAUN,  M.D.,  Knoxville 


After  having  made  a rather  extensive 
search  of  the  files  on  traumatic  intussus- 
ception, we  have  come  to  the  conclusion 
that  a case  of  intussusception  so  clearly  of 
traumatic  origin  as  to  preclude  the  possi- 
bility of  the  obstruction’s  having  been  due 
to  some  source  other  than  injury  is  rela- 
tively rare  and  should  prove  of  interest  to 
the  profession. 

The  earliest  reports  we  have  been  able 
to  find,  in  which  the  surgeons  felt  positive 
that  injuries  had  caused  the  intussuscep- 
tions, were  recorded  by  R.  Stern1  in  1930. 
In  his  studies  he  found  that  Leichtenstern 
in  1873  discussed  the  matter  of  traumatic 
etiology  of  invaginations  in  detail  in  a com- 
prehensive treatise,  in  which  among  three 
hundred  twenty-six  cases  where  the  history 
was  known,  there  were  twenty-six  or  about 
one-twelfth  of  the  cases,  in  which  a trauma 
preceded  the  invagination.  The  first  symp- 
toms of  the  intestinal  invagination  usually 
followed  the  traumatic  effect  immediately. 
A greater  or  lesser  interim  was  more  rare. 
In  the  latter  cases  colics  and  various  dis- 
turbances of  the  intestinal  function  mani- 
fested themselves  during  the  intervening 
period  and  connected  the  invagination  with 
the  trauma.  In  the  twenty-six  cases  men- 
tioned, contusions  of  the  abdomen  were 
involved  in  fourteen  cases,  and  in  the  re- 
maining twelve,  concussions  or  severe  phys- 
ical exertions  were  involved. 


*Read  before  the  Knox  County  Medical  Society, 
Knoxville,  February  1,  1944. 


Of  the  earliest  cases,  frequently  inter- 
preted as  the  casting  off  of  necrotic  por- 
tions of  mucosa  as  a result  of  intestinal 
injury,  there  were  many  with  pieces  of 
mesentery  attached  to  the  expelled  portions 
of  intestine,  leaving  no  doubt  that  invagi- 
nation was  involved. 

Durante  had  a case  involving  a man 
twenty-nine  years  old  who  had  incurred  a 
severe  contusion  of  the  abdomen.  Hema- 
temesis  and  hemorrhagic  stools  followed, 
but  the  patient  could  work  again  after  some 
time.  He  was  admitted  nine  months  later 
to  the  hospital  on  account  of  severe  ab- 
dominal pains  which  were  accompanied  by 
severe  diarrheas.  In  the  depth  of  the  iliac 
fossa  a painful  swelling  was  found  which 
occasionally  changed  its  location.  Severe 
tenesmus  developed  about  two  months  after 
admission  with  pus  and  blood  in  the  stools, 
and  the  patient  died  about  eleven  and  a 
half  months  after  the  trauma.  On  autopsy 
diffuse  suppurative  peritonitis  was  found 
with  a large  invagination  of  the  cecum  and 
colon  into  the  hepatic  flexure  with  marked 
inflammation  of  the  invaginated  portion. 

Stern  found  in  later  literature  that  Mo- 
ritz, in  1901,  reported  the  case  of  a farmer, 
who,  while  loading  the  trunk  of  a tree,  suf- 
fered a contusion  of  the  right  side  of  the 
abdomen.  He  suffered  immediate  abdom- 
inal pains  which  were  at  first  constant,  but 
which  later  recurred  in  the  form  of  acute 
attacks  of  colic,  followed  by  hemorrhagic 
stools  for  several  months,  during  which 
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these  symptoms  persisted.  A tumor  was 
palpable  in  the  mesogastric  region.  On 
operation  it  was  found  that  the  cecum  was 
invaginated  as  far  as  the  transverse  colon. 
The  patient  recovered. 

He  also  found  a report  from  Schnitzler, 
in  which  a ten-year-old  boy,  who  was  kicked 
in  the  abdomen  by  a horse,  collapsed  and 
started  vomiting  with  a temperature  that 
had  mounted  to  100.4  when  laparotomy 
was  carried  out  six  hours  after  the  trauma. 
Besides  a tear  in  the  mesentery  of  the  lower 
ileum  of  one-fifth  centimeter  length,  there 
was  an  intussusception  eight  centimeters 
long.  Disinvagination  was  done  and  the 
patient  recovered. 

Lorentz,  in  1905,  had  reported  the  case  of 
a girl,  two  and  a half  years  old,  who  fell 
upon  her  abdomen  and  suffered  pains  of 
short  duration.  Three  days  later  there  was 
persistent  vomiting,  and  three  weeks  later 
blood  was  found  in  the  stools.  In  the  epi- 
gastrium a swelling  was  palpable  of  the 
breadth  of  two  thumbs.  This  corresponded 
to  the  transverse  colon  according  to  its 
position.  A diagnosis  of  ileocecal  invagi- 
nation was  reached,  the  tumor  disappeared 
on  the  following  day,  and  the  general  con- 
dition of  the  patient  improved.  Five  days 
later  the  girl  vomited  again  and  hemor- 
rhagic stools  again  made  their  appearance. 
Laparotomy,  with  resection  of  a portion  of 
the  intestine  measuring  ten  centimeters, 
confirmed  the  diagnosis,  and  the  patient 
recovered. 

Stern  found  that  Hirschsprung  reported 
the  case  of  a man,  twenty-five  years  old, 
who,  while  helping  pull  a heavy  wagon 
loaded  with  sand,  suddenly  experienced 
such  intense  abdominal  pains  that  he  had 
to  quit  work.  The  pains  persisted  for  sev- 
eral days  and  vomiting  supervened.  The 
stools  were  regular  with  admixture  of 
blood.  On  admission  to  the  clinic  five  days 
later,  there  was  a bulge  the  shape  of  a 
crescent  to  the  right  of  the  umbilicus.  Im- 
mediate laparotomy  was  done,  and  the 
upper  portion  of  the  ascending  colon  and 
of  the  transverse  colon  appeared  to  be 
thickened  and  dilated  for  a distance  of 
twenty  centimeters  as  a result  of  an  in- 
vagination of  the  cecum  and  of  the  lower 
end  of  the  ileum.  Disinvagination  was  ac- 


complished without  difficulty,  and  the  pa- 
tient was  discharged  as  cured  in  about 
three  weeks. 

Hirschsprung  also  reported  the  case  of 
a man,  thirty-five  years  old,  who  had  for- 
merly been  entirely  well.  While  lifting  a 
heavy  block  of  wood,  he  suddenly  experi- 
enced pains  in  his  abdomen,  but  he  con- 
tinued working.  During  the  night  he  suf- 
fered severe  pains,  and  in  the  morning  vom- 
ited, retained  his  stool,  and  was  distended 
with  gas.  Twenty-four  hours  after  the  ac- 
cident, he  was  admitted  to  the  clinic  with  a 
tense  abdomen  and  the  vomiting  of  biliary 
masses.  A diagnosis  was  made  of  acute 
appendicitis,  but  operation  disclosed  an 
ileocecal  invagination  reaching  as  far  as 
the  middle  of  the  ascending  colon.  Disin- 
vagination was  accomplished  and  the  pa- 
tient was  discharged  as  cured  three  weeks 
later. 

Further  research  revealed  that  Dr.  John 
B.  Roberts,2  president,  on  April  2,  1906, 
presented  to  the  Philadelphia  Academy  of 
Surgery  a case  that  Dr.  Francis  T.  Stewart 
had  operated  a short  time  before.  The 
man,  aged  thirty  years,  had  been  struck 
just  above  the  crest  of  the  ileum  by  a 
heavy  steel  beam.  When  the  peritoneal 
cavity  was  opened,  it  was  found  to  be  clean 
with  no  visceral  rupture.  In  numerous 
places  the  small  intestine  was  tightly  con- 
tracted, the  areas  involved  varying  greatly 
in  extent  so  that  in  certain  regions  the 
intestine  seemed  to  be  ligatured,  while  in 
others  it  resembled  a piece  of  tape.  In  one 
place  the  contracted  intestine  had  passed 
into  the  relaxed  segment  below  for  a dis- 
tance of  two  inches.  In  this  case  Doctor 
Stewart  reduced  the  intussusception,  closed 
the  peritoneal  cavity,  and  drained  the  ex- 
traperitoneal  tissues.  The  patient,  who  had 
been  admitted  in  profound  shock,  died  four 
hours  later. 

The  next  case  we  have  found  of  record 
was  reported  by  C.  M.  Kennedy.3  A boy, 
six  years  of  age,  was  admitted  December 
4,  1918,  to  the  East  London  Hospital  after 
having  been  knocked  down  about  an  hour 
earlier  by  a motor  lorry.  The  child  had 
suffered  a chest  injury,  which  made  Doc- 
tor Kennedy  reluctant  to  operate,  but  as 
he  found  the  abdomen  universally  rigid  and 
unmoving  upon  respiration,  with  bruises 
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indicating  that  a wheel  might  have  passed 
over,  causing  damage  to  the  viscera,  he 
thought  surgery  imperative.  On  opening 
the  abdomen,  he  found  no  trace  of  free 
blood  or  fluid  in  the  peritoneal  cavity. 
Upon  systematic  investigation  of  the  small 
intestine,  he  found  at  about  the  middle  of 
the  ileum  an  intussusception  little  more 
than  an  inch  in  length  with  slightly  dis- 
tended gut  above  it  and  completely  col- 
lapsed gut  below.  The  intussusception  was 
readily  reduced.  No  external  evidence  of 
injury  to  the  gut  either  at  the  site  of  the 
intussusception  or  elsewhere  was  discov- 
ered. The  wound  healed  by  first  intention 
and  the  patient  was  discharged  apparently 
well  on  December  20,  1918.  Doctor  Ken- 
nedy recalled  at  the  time  that  he  had  pre- 
viously seen  in  a girl,  aged  seven  years, 
and  in  a boy,  aged  seventeen  years,  an  in- 
tussusception of  the  ileum,  and  that  in  the 
histories  of  both  there  had  appeared  blows 
on  the  abdomen,  which  he  had  regarded 
as  coincidental  rather  than  causal.  He 
found  in  investigation  of  the  subject  that 
in  1903  Walsham  and  Spencer  in  “The  The- 
ory and  Practice  of  Surgery”  mentioned 
“external  violence”  as  a cause  of  intussus- 
ception, whereas  other  eminent  authorities 
of  the  time  either  failed  to  mention  injury 
as  a cause  or  denied  the  possibility  of  its 
being  a direct  cause.  Doctor  Kennedy  de- 
duced to  his  own  satisfaction,  from  the  sup- 
porting evidence  he  was  able  to  gather,  that 
trauma  might  cause  intussusception  in  two 
ways — first,  by  causing  a hemorrhage  into 
the  gut  wall  which  is  caught  and  forced 
onward  in  the  same  way  as  an  adenoma 
or  inverted  Meckel’s  diverticulum ; second, 
by  a temporary  local  paralysis  of  gut  caused 
by  violence  applied  through  the  abdominal 
wall. 

Dr.  D.  A.  Mitchell4  reported  that  he  had 
found  an  intussusception  at  the  lower  end 
of  the  jejunum  with  the  upper  portion  en- 
tering the  lower  for  about  one  and  a half 
inches.  A few  feet  higher  up  he  found  an- 
other “double  intussusception”  with  both 
upper  and  lower  segments  entering  the  gut 
for  about  one  inch  and  meeting  in  the  mid- 
dle of  the  tumor.  In  both  lesions  the  gut 
was  normal  in  appearance,  calibre,  and  tex- 
ture, and  no  obstruction  had  arisen.  His 
patient  was  a girl  of  ten  who  had  fallen 


across  a chair  at  school  and  had  vomited 
almost  continuously  for  twenty-two  hours 
before  he  saw  her.  He  concluded  that  the 
intussusceptions  were  due  to  violent  and 
irregular  peristalsis  following  the  trauma. 
His  patient  made  a complete  recovery, 
which  was  delayed  somewhat  by  influenza. 

Drs.  T.  E.  Martin  and  Carruthers  Love'' 
of  Guntersville,  Alabama,  reported  a case 
of  intussusception  which  they  concluded 
was  due  to  trauma.  Their  patient,  a man, 
aged  fifty-two  years,  was  admitted  to  the 
hospital  immediately  following  an  automo- 
bile accident  and  kept  there  for  observation 
because  of  suspected  internal  injury,  al- 
though at  the  time  the  only  signs  and  symp- 
toms present  were  slight  tenderness  on 
pressure  over  the  right  upper  quadrant  and 
epigastrium.  Nausea  and  vomiting  were 
present  intermittently  until  the  thirteenth 
day,  when  they  became  more  pronounced, 
and  a questionable  mass  was  palpable  in 
the  hypogastric  region.  On  the  seventeenth 
day  a diagnosis  of  complete  intestinal  ob- 
struction was  made  and  operation  decided 
upon.  At  operation  about  ten  inches  of 
ileum  were  telescoped  into  the  ileum  and 
early  gangrene  was  present.  The  gut  in- 
volved was  free  of  any  adhesions  which 
might  have  been  the  result  of  a previously 
ruptured  appendix.  A resection  and  side- 
to-side  anastomosis  were  performed,  and 
the  patient  responded  well  postoperatively 
with  no  signs  of  a peritonitis.  Several  days 
later  the  patient  developed  pneumonia  in 
the  right  lower  lobe,  complicated  by  empy- 
ema, to  which  he  succumbed  twenty-nine 
days  after  operation. 

The  case  which  we  report  here  seems  to 
be  unique  in  that  it  involved  the  entire 
descending  and  sigmoid  colon.  In  all  of 
the  cases,  which  we  were  able  to  find  in 
literature,  the  intussusceptions  due  to  trau- 
ma originated  in  the  small  bowel  or  ileocecal 
region,  and  none  extended  beyond  the  trans- 
verse colon. 

The  patient,  C.  M.,  Jr.,  a boy  of  seven, 
was  first  seen  in  the  home  by  Dr.  A.  R. 
Garrison  of  Byington,  Tennessee,  on  April 
28,  1943.  He  gave  a history  of  having  been 
run  into  at  school  the  day  before  by  a girl 
who  was  larger  than  he.  He  was  knocked 
to  the  ground  by  the  impact,  the  girl  stum- 
bled over  him  in  the  ensuing  scramble,  and 
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shoved  her  knee  into  his  abdomen  with  such 
force  that  he  immediately  became  violently 
ill,  vomited  everything  he  had  eaten  or 
drunk,  and  had  to  be  taken  home  from 
school.  He  continued  suffering  pain,  con- 
tinued vomiting,  and  passed  a considerable 
quantity  of  blood  in  his  stools,  which  were 
thin  and  watery  in  consistency  and  which 
were  probably  composed  of  bloody  mucus 
without  fecal  matter. 

We  first  saw  the  boy  at  St.  Mary’s  Me- 
morial Hospital  about  10:00  A.M.  May  4, 
1943,  one  week  after  he  was  injured.  He 
was  acutely  ill  when  admitted,  his  abdomen 
was  rigid  and  distended,  and  his  pulse  rate 
was  130.  He  was  complaining  of  pain, 
most  pronounced  in  the  left  upper  quad- 
rant, and  there  was  the  suggestion  of  a 
mass  filling  the  entire  left  abdomen.  Rectal 
examination  revealed  no  palpable  mass,  but 
the  rectum  was  distended  with  gas,  and  no 
fecal  matter  could  be  felt.  He  was  sleep- 
ing for  short  intervals,  but  crying  out  every 
few  minutes  with  acute  pain  in  his  abdo- 
men. 

Routine  laboratory  tests  showed  his  urine 
normal,  his  hemoglobin  ninety-five  per  cent, 
his  white  blood  count  17,200  with  eighty- 
eight  per  cent  polymorphonuclears,  twelve 
per  cent  lymphocytes,  and  a coagulating 
time  of  three  minutes.  At  11:00  o’clock 
he  was  given  a soapsuds  enema  of  three 
ounces,  following  which  a large  amount  of 
bloody  mucus  was  expelled  from  the  rectum. 
At  11:30  o’clock  he  was  sent  to  X-ray, 
where  a flat  film  of  the  abdomen  showed 
the  entire  intestinal  tract  considerably  dis- 
tended with  air  with  no  definite  diagnostic 
shadows  or  suggestion,  from  the  intestines 
distended  with  air,  of  localization  of  any 
lesion.  At  12 :30  o’clock  we  reached  a defi- 
nite diagnosis  of  traumatic  intussusception 
of  the  left  colon,  with  complete  obstruction, 
and  gave  him  one  thousand  cubic  centi- 
meters of  five  per  cent  glucose,  which  was 
repeated  at  6 :00  P.M. 

At  7 :00  P.M.  we  operated,  after  taking 
the  precaution  of  having  available  500  cubic 
centimeters  of  citrated  blood,  type  two, 
which  was  given  to  the  patient  by  the  in- 


direct method  during  the  operative  proce- 
dure. A left  rectus  incision  was  made  and 
a mass  approximately  fifteen  cubic  centi- 
meters in  length  and  five  centimeters  in 
diameter  was  found  in  the  left  half  of  the 
abdomen  where  the  left  colon  was  complete- 
ly intussuscepted  from  the  splenic  flexure 
to  the  rectum.  The  intussusception  was 
carefully  relieved  and  the  bowel  was  found 
to  be  of  healthy  color.  There  was  no  polyp 
present  in  the  colon  to  be  suspected  of 
entering  into  the  etiology  of  the  intussus- 
ception. Closure  was  made  with  chromic 
No.  2 catgut  sutures,  with  black  silk  to 
the  skin.  The  postoperative  diagnosis  con- 
firmed our  preoperative  diagnosis  of  trau- 
matic intussusception  of  the  left  colon  with 
complete  obstruction. 

The  patient  was  in  serious  condition  for 
a day  or  two  following  the  operation,  but 
responded  nicely  to  conservative  postopera- 
tive treatment.  By  the  second  day  his  tem- 
perature had  subsided  to  normal  and  by  the 
seventh  postoperative  day  he  was  able  to 
leave  the  hospital  by  car  to  finish  recupera- 
tion at  home  under  the  observation  of  his 
family  physician.  On  June  22,  1943,  he 
came  to  our  office  for  examination,  and  we 
discharged  him  to  resume  the  normal  ac- 
tivities of  a school  child. 

We  concur  with  the  opinion  of  Doctor 
Kennedy,  who  more  than  twenty-two  years 
ago  stated  that  in  the  relatively  rare  cases 
of  intussusception  found  in  children  over 
two  years  old  and  in  adults,  trauma  may 
perhaps  be  a more  common  cause  than  is 
usually  supposed. 
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MALIGNANT  GRANULOSA  CELL  TUMOR:  CASE  REPORT* 


T.  V.  BANKS,  M.D.,  Dyersburg 

Patient,  P.  J.  J. ; address,  Dyersburg, 
Tennessee;  case  No.  20545,  Baird-Brewer 
Hospital ; age,  seventeen  months ; sex,  fe- 
male; race,  white;  admitted,  September  4, 
1943;  discharged,  September  11,  1943. 

Family  History.  — Negative  and  irrele- 
vant. 

Past  Personal  History. — Fifth  of  five 
children.  Full-term  normal  infant.  Nor- 
mal labor  and  uncomplicated  delivery. 
Breast-fed  child,  always  of  nervous  dispo- 
sition, and  has  had  frequent  attacks  of  in- 
consequential colic  of  short  duration.  De- 
veloped normally.  Began  dentition  at  four 
months  and  started  walking  at  nine  months. 
Physician  never  consulted  after  birth  until 
present  illness. 

Present  Illness. — Baby  woke  Thursday 
morning,  September  2,  1943,  nauseated  and 
vomiting.  Vomited  one  time  of  yellow 
watery  fluid.  All  day  she  would  cry  and 
hold  her  stomach  for  periods  of  two  to 
three  minutes,  after  which  she  would  play 
as  usual.  Attacks  of  colic  every  thirty  min- 
utes to  one  hour.  Bowels  mildly  loose,  five 
stools  during  the  day  of  semisolid  fecal 
matter.  At  noon  mother  noticed  child’s 
right  abdomen  to  be  tender  to  touch.  Tem- 
perature apparently  normal  (not  taken). 
Child  remained  same  until  bedtime,  when 
she  seemed  improved  and  rested  fairly  well 
all  night.  On  Friday  she  was  the  same  ex- 
cept for  the  attacks  of  colic  being  a little 
more  frequent,  and  did  not  rest  so  well 
Friday  night.  Saturday  morning  the  pa- 
tient had  temperature,  was  extremely  ten- 
der in  right  abdomen,  and  refused  to  leave 
mother’s  arms.  Kept  right  leg  flexed  and 
appeared  quite  ill.  No  vomiting.  Bowels 
liquid  (five  stools)  as  result  of  castoria  and 
castor  oil  given  Friday  night.  Nursed 
breast  practically  all  day  and  was  taken 
to  the  Baird-Brewer  Hospital  at  5 :00  P.M. 

Physical  Examination. — An  acutely  ill 
infant,  slightly  undernourished  and  pale. 
Apparently  in  moderate  pain,  nursing  al- 
most continually.  Refuses  to  leave  mother’s 

"Read  before  the  Dyer,  Lake,  and  Crockett 
Counties  Medical  Society,  Dyersburg,  November, 

1943. 


arms;  keeps  right  leg  flexed  and  cries  out 
with  pain  whenever  moved.  No  precocious 
findings. 

Head,  Neck,  Chest. — Negative. 

Abdomen. — Abdomen  extremely  painful 
to  examination  with  marked  rebound  ten- 
derness over  right  lower  quadrant.  No  free 
fluid  or  palpable  masses.  Peristaltic  move- 
ments practically  nil.  Very  mild  gaseous 
distention. 

Genitals. — Negative. 

Extremities. — Negative  except  for  right 
leg  which  patient  kept  flexed  and  experi- 
enced pain  with  extension. 

Laboratory. — Urine  normal;  W.  B.  C., 
17,000;  R.  B.  C.,  3,000,000;  H.  G.  B.,  ten 
grams;  neutrophiles,  eighty-one  per  cent. 

Diagnosis. — Gangrenous  appendicitis. 

Operation. — Right  rectus  incision.  Upon 
opening  peritoneum,  one-half  cup  of  sero- 
sanguineous  fluid  escaped.  A solid  tumor 
was  immediately  encountered  which  was 
freely  movable  and  found  to  have  its  at- 
tachment to  the  ovarian  pedicle.  Tumor 
removed  en  masse.  Appendectomy  done. 
Purple,  dusky,  strangulated  appearance  of 
small  bowel  was  noticed  which  extended  to 
attachment  of  mesentery  and  evidently 
caused  by  pressure  of  tumor  on  mesentery 
vessels.  Wound  closed  in  layers  without 
drainage. 

Pathological  Report. — Specimen  consists 
of  an  ovary  which  weighs  180  grams.  Mass 
is  ovoid  in  shape,  covered  externally  by 
serous  surface.  Mass  is  slightly  nodular 
and,  on  section,  is  found  to  be  solid  and 
gray  except  for  a slight  honeycombing  of 
small  cyst  areas  about  five-tenths  centi- 
meter or  less  in  diameter.  One  pole  of  the 
mass  is  hemorrhagic  and  necrotic.  Tissue 
is  friable. 

The  tumor  shows  a varied  microscopical 
appearance.  Many  small  cyst  spaces  are 
found  which  are  lined  by  epithelial  cells. 
These  cells  are  very  similar  to  granulosa 
cells  of  the  adult  ovary.  In  other  areas 
epithelial  cells  grow  in  masses  without  the 
production  of  cyst-like  spaces.  In  some 
areas  the  epithelial  cells  have  assumed  a 
spindle  shape.  Mitoses  are  occasionally 
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seen  in  the  epithelium.  The  cytoplasm  of 
the  cells  is  rather  granular  and  small  in- 
tercellular processes  are  observed.  The 
epithelium  lining  of  some  of  the  cysts  is 
cuboidal.  The  cysts  are  filled  with  an  al- 
bumen containing  serous  fluid. 


Diagnosis.  — Malignant  granulosa  cell 
tumor. 

Convalescence.  — Uneventful  and  com- 
plete. 

Comment. — Very  few  cases  this  age  in 
the  records. 
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THE  AMERICAN  PEOPLE— WHAT  THEY  THINK  ABOUT  DOCTORS, 
MEDICAL  CARE,  AND  PREPAYMENT  PLANS* 


The  American  people  are  social  security 
conscious.  The  public — including  the  pre- 
dominant majority  of  the  medical  profes- 
sion— approves  of  and  desires  the  maxi- 
mum of  social  security  consistent  with  per- 
sonal freedom.  This  approval  ends  at  the 
point  where  private  enterprise  is  threatened 
or  personal  initiative  is  placed  in  jeopardy. 

There  is  a movement  on  foot  to  foist  on 
the  American  people,  under  the  guise  of 
social  security,  a system  of  federally  con- 
trolled medical  care. 

This  proposed  system  of  political  medi- 
cine is  strictly  totalitarian  in  concept.  It 
ignores  and  runs  counter  to  the  basic  prin- 
ciples that  have  placed  American  medicine 
in  a position  of  unquestioned  leadership; 
that  have  given  to  the  American  people  the 
most  effective  and  the  most  widely  dis- 
tributed medical  care  available  anywhere  at 
any  time. 

The  proposals  include  a plan  to  tax  all 
employers  for  social  security  six  per  cent 
of  the  earnings  of  all  workers  (up  to  $3,000 
per  year)  ; pay  roll  deductions  of  six  per 
cent  from  the  income  of  all  employees  (up 
to  $3,000  per  year)  ; and  for  the  establish- 
ment of  a fund  of  more  than  three  billion 
dollars  per  year — out  of  which  is  to  be 
paid  medical  care  and  hospitalization  costs 
for  all  beneficiaries  of  the  Social  Security 
Act  and  for  all  of  their  dependents. 

This  survey  of  opinion  on  medical  care  conclu- 
sively demonstrates  that  the  people  do  not  under- 
stand these  issues;  that,  when  they  do  understand, 
an  overwhelming  majority  are  unqualifiedly  op- 
posed to  the  proposals;  but  they  sense  the  need 
for  an  extension  of  facilities  designed  to  aid  in 
meeting  the  costs  of  unusual  or  prolonged  illness. 

That  the  implications  of  these  moves  to 
federalize  medicine  are  not  understood  by 
the  American  people  and  when  explained 
are  not  acceptable  is  evidenced  by  the  fact 
that  when  asked  the  question : 

“Have  you  ever  heard  of  a plan  to  in- 
crease social  security  taxes  and  have  the 

'Released  by  the  National  Physicians  Committee 
for  the  Extension  of  Medical  Service,  Pittsfield 
Building,  Chicago,  Illinois. 


federal  government  use  the  money  for 
a medical  and  hospital  insurance  pro- 
gram?” 

“Would  you  approve  or  disapprove  of 
such  a plan?” 

(Tabulations,  page  92) 

Only  twenty-one  per  cent  of  all  the  people  had 
heard  of  the  proposals;  when  explained,  only 
thirty-two  per  cent  of  all  of  the  people  of  the 
United  States  expressed  approval  of  the  federal 
government  providing  medical  care. 

And  when  asked — 

“Would  you  still  approve  if  this  meant 
increasing  social  security  taxes  to  six 
per  cent?”  (Asked,  only  of  the  thirty-two 
per  cent  who  said  they  would  approve  of 
a government  medical  plan.) 

(Tabulations,  page  92) 

one-half  of  this  number  deserted,  leaving  only 
sixteen  per  cent  of  the  people  who  were  in  favor 
of  such  far-reaching  and  actually  revolutionary 
measures. 

When  asked  the  question — 

“Woidd  you  vote  for  or  against  the 
government’ s setting  the  fees  doctors  can 
charge  for  each  type  of  service?” 
(Tabulations,  page  93) 

only  one-third  of  the  people  were  in  favor  and 
fifty-seven  per  cent  were  definitely  opposed  to 
the  federal  government  setting  the  fees  of  physi- 
cians. 

When  asked  the  question — 

“Do  you  think  that  under  a govern- 
ment medical  plan  you  would  be  able  to 
call  any  doctor  you  want , or  do  you  think 
it  likely  that  your  choice  would  be  lim- 
ited?” 

(Tabulations,  page  93) 

seventy  per  cent  of  the  people  indicated  that  they 
understand  that  the  choice  of  physician  would  be 
restricted.  And  when  asked  the  question — 

“Woidd  this  be  satisfactory  to  you,  or 
not?”  (Asked  only  of  the  seventy  per 
cent  who  said  choice  of  doctor  would  be 
limited  under  a government  medical 
plan.) 

(Tabulations,  page  93) 

fifty-six  per  cent  of  all  the  people  were  unquali- 
fied in  their  statements  that  such  a restriction 
would  be  undesirable  and  unsatisfactory. 

When  asked — 
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“ Do  you  think  it  would  be  good  or  bad 
for  the  country  if  schools  ( churches,  labor 
unions,  medical  profession)  were  con- 
trolled by  the  national  government?” 
(Tabulations,  page  93) 

only  twenty- four  per  cent  of  all  the  people  ex- 
pressed approval  of  the  federal  government  con- 
trolling the  medical  profession. 

When  asked — 

‘‘Which  of  these  do  you  think  should 
pay  to  take  care  of  sick  people  who 
cannot  afford  doctors  and  hospitals 
( churches,  community  funds,  city  or  coun- 
ty, state  government,  federal  govern- 
ment, the  medical  profession)?” 
(Tabulations,  page  92) 

only  nineteen  per  cent  of  all  the  people  endorsed 
entrusting  the  federal  government  with  the  task 
of  providing  medical  care  for  the  indigent.  They 
indicated  that  the  care  of  the  indigent  should  be 
the  responsibility  of  state  governments  and  local 
agencies. 

When  asked  the  question — 

‘‘What  especially  do  you  think  might 
be  done  to  make  it  easier  for  people  to 
pay  doctor  or  hospital  bills?” 

(Tabulations,  page  91) 

less  than  eight  per  cent  of  all  the  people  thought 
that  compulsory  government  insurance — pay  roll 
deductions — would  provide  a satisfactory  solu- 
tion for  the  payment  of  costs. 

SUMMARY — Only  sixteen  per  cent  of  all  the 
people  favor  a six  per  cent  pay  roll  deduction 
from  wages  for  the  federal  government  to  pro- 
vide medical  care  and  hospitalization;  only  nine- 
teen per  cent  favor  medical  care  of  the  indigent 
by  the  federal  government. 

Only  thirteen  per  cent  expressed  the  opinion 
that  compulsory  insurance  would  provide  a sat- 
isfactory solution  to  the  problem  of  payment  for 
medical  care  costs;  only  twenty-four  per  cent 
thought  it  would  be  a good  thing  for  the  medical 
profession  to  be  controlled  by  the  national  gov- 
ernment. 

In  contrast  fifty-seven  per  cent  opposed  the 
fixing  of  physicians’  fees;  fifty-six  per  cent  op- 
posed paying  the  expenses  of  medical  students; 
fifty-six  per  cent  opposed  the  limitation  of  choice 
of  physician  by  the  national  government. 

These  enlightening  statements  of  opinion  rep- 
resent a nation-wide,  predominant  majority  re- 
pudiation of  any  attempt  to  Sovietize  American 
medical  care. 


The  Effectiveness  of  American 
Medicine 

Under  the  American  system  American 
physicians  have  developed  the  most  ef- 
fective and  the  most  widely  distributed 
medical  care  that  has  ever  been  provided 
for  any  comparable  number  of  people  any- 
where at  any  time.  Freemen — with  fear- 
less minds — progressively  provided  a higher 
and  higher  quality  of  medical  care.  Many 
of  the  great  historical  killing  diseases  have 
been  conquered.  Many  of  the  most  deadly 
of  the  others  are  being  brought  under  con- 
trol. This  most  effective  medical  care  is 
based  on  personalized  service.  It  stems 
from  the  personal  relationship  between  the 
person  who  is  ill  and  his  doctor.  A life — 
a human  life — is  at  stake.  It  is  the  physi- 
cian’s responsibility. 

That  the  importance  of  this  deciding  fac- 
tor is  understood  fully  by  the  American 
people  is  evidenced  by  their  respective 
statements  of  opinion  when  asked  the  ques- 
tion— 

‘‘Do  you  have  a doctor  you  call  regu- 
larly in  case  of  illness  in  the  family?” 
(Tabulations,  page  90) 

seventy-nine  per  cent  stated:  "Their  doctor” — 
not  any  doctor,  but  "their  doctor” — was  regularly 
called  when  any  member  of  the  family  was  sick. 
When  asked — 

‘‘Do  you  think  of  your  doctor  as  an 
impersonal  professional  man,  or  would 
you  say  he  has  a personal  interest  in 
you  and  your  welfare?”  (Asked  only  of 
those  who  have  a doctor  they  call  regu- 
larly.) 

(Tabulations,  page  90) 

eighty-one  per  cent  of  the  people  who  have  a 
doctor  believe  that  their  doctor  has  a personal 
interest  in  them — as  persons. 

When  asked — 

“Do  you  think  this  makes  him  a better 
doctor,  or  woidd  he  be  just  as  good  a 
doctor  for  you  without  that  interest?” 
(Asked  only  of  those  who  said  their  doc- 
tor has  a “personal  interest.”) 
(Tabulations,  page  90) 

sixty-three  per  cent  of  all  the  people  indicate  full 
understanding  that  this  personal  interest  ofttimes 
is  the  deciding  factor  in  the  curing  of  a human 
being  who  is  afflicted  with  disease. 

Further  evidence  of  this  comprehension 
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is  provided  by  answers  to  the  question — 
“If  you  were  going  to  see  a general 
physician  today,  would  you  go  to  the 
same  one  you  saw  last  time  or  not  ?” 
(Tabulations,  page  90) 

seventy-six  per  cent  of  all  the  people,  if  ill,  would 
call  upon  the  physician  at  some  time  previously 
consulted. 

And  by  the  fact  that,  although  only  thirty- 
three  per  cent  had  been  sick  in  bed  for  one  day 
or  more  during  "the  last  year”  (Tabulations, 
page  90),  fifty-eight  per  cent  of  the  people  had 
consulted  with  their  doctor  during  the  period. 

SUMMARY — The  American  people  may  not 
understand  the  "whys  and  the  wherefores,”  but 
they  are  deeply  conscious  of  and  properly  ap- 
praise the  value  of  individualized  service  in  the 
effectiveness  of  medical  care.  They  want  and 
will  demand  "Freedom  of  Choice”  when  they  or 
members  of  their  families,  respectively,  are  ill. 
They  believe  that  this  "choice”  would  be  limited 
and  restricted  by  any  effort  of  the  federal  gov- 
ernment attempting  to  provide  medical  care. 

The  Need 

The  American  doctor,  and  the  American 
system  of  individualized  medical  care,  are 
not  only  acceptable,  but  occupy  an  enviable 
position  in  the  esteem  of  the  American  peo- 
ple. 

The  American  people  are  conscious  of  a 
need — an  economic  need — for  a method  or 
a device  for  meeting-  the  costs  of  unusual 
or  prolonged  illness. 

When  asked  the  question — 

“Have  you  ever  felt  that  a doctor 
charged  you  an  unreasonable  amount  for 
the  service  he  performed  ?” 

(Tabulations,  page  90) 

seventy-seven  per  cent  of  all  of  the  people  indi- 
cated that  payments  asked  were  reasonable  and 
were  satisfactory. 

When  asked — 

“Have  you  ever  put  off  going  to  a doc- 
tor because  of  cost ?” 

(Tabulations,  page  90) 

twenty-nine  per  cent  of  the  people  believe  that  a 
trip  to  the  doctor’s  office  was  put  off  because  of 
the  possible  cost. 

When  asked — 

“Do  you  think  anything  might  be  done 
to  make  it  easier  for  the  people  to  pay 
doctor  or  hospital  bills?” 

(Tabulations,  page  91) 


sixty-three  per  cent  of  the  people  voiced  the  opin- 
ion that  methods  could  be  devised  for  easier  pay- 
ments of  medical  care  costs.  This  opinion  cannot 
— dare  not — he  ignored. 

When  asked — 

“What  especially  do  you,  think  might 
be  done  to  make  it  easier  for  people  to 
pay  doctor  or  hospital  bills?” 

(Tabulations,  page  91) 

forty-five  per  cent  of  all  the  people  said  that  pre- 
payment medical  care  and  hospitalization  insur- 
ance, monthly  payments  or  installment  plans, 
would  answer  the  need. 

Only  eight  per  cent  of  all  the  people  were  in 
favor  of  pay  roll  deductions — compulsory  insur- 
ance—to  meet  the  costs  of  medical  care  and  hos- 
pitalization. 

When  asked  the  question — 

“Do  you  think  that  an  easier  method 
of  payment  is  needed  to  meet  ordinary 
doctor  bills,  or  just  to  take  care  of  se- 
rious emergency  illnesses?”  (Asked  only 
of  the  sixty -three  per  cent  who  said  some- 
thing might  be  done.) 

(Tabulations,  page  91) 

only  five  per  cent  think  that  ordinary  doctor  bills 
require  an  easy  method  of  payment. 

Fifty-four  per  cent  of  all  the  people  hold  the 
opinion  that  some  plan  of  easy  payment  must  be 
provided  for  the  payment  of  costs  for  unusual  and 
general  illness. 

Methods  of  Payment 
A large  majority  of  all  the  people  be- 
lieve that  some  form  of  insurance  — a 
method  of  prepayment  of  medical  care  cost 
for  unusual  or  prolonged  illness — could  and 
should  be  provided. 

When  asked — 

“There  are  two  principal  ways  of  pay- 
ing medical  bills:  One  is  a plan  where  you 
pay  in  advance  a certain  amount  each 
month  which  takes  care  of  your  doctor 
and  hospital  bills;  the  other  is  to  pay 
just  whenever  you  are  sick.  Which 
method  would  you  prefer?” 

(Tabulations,  page  92) 

forty-five  per  cent  of  all  the  people  state  that  they 
desire  a method  to  provide  for  prepayment  for 
medical  bills. 

When  asked — 

“About  hoiv  much  per  month  would 
you  be  willing  to  pay  to  take  care  of  all 
doctor  and  hospital  bills  for  yourself  and 


86 


THE  AMERICAN  PEOPLE 


March,  1944 


family?”  (Asked  only  of  those  tvho  said 
they  would  prefer  to  pay  medical  bills 
in  advance.) 

(Tabulations,  page  92) 

twenty-two  per  cent  of  all  the  people  state  that 
they  would  be  willing  to  pay  from  $2.00  to  $6.00 
per  month  to  provide  for  the  cost  of  medical  care 
for  themselves  and  dependents. 

When  asked — 

“Have  you  ever  heard  of  a plan  that 
doctors  in  some  communities  have  spon- 
sored, where  people  pay  a certain  sum 
each  month  and  this  takes  care  of  all 
future  hospital  and  doctor  bills?  Would 
you  approve  or  disapprove  of  such  a 
plan  ?” 

(Tabulations,  page  92) 

forty-five  per  cent  of  the  people  indicate  that  they 
have  heard  of  such  prepayment  plans;  fifty- five 
per  cent  of  the  people  favor  such  plans. 

By  asking  the  question — 

“Does  the  firm  you  work  for  (your  hus- 
band works  for)  provide  any  plan  for 
paying  the  cost  of  serious  illness?” 
(Tabulations,  page  91) 

it  was  found  that  twenty-two  per  cent  of  all  of 
the  people  employed  by  American  industry  work 
for  firms  which  provide  a plan  for  paying  the 
cost  of  serious  illness.  Seventy-four  per  cent  of 
all  workers  in  all  industry  are  not  included  in 
group  prepayment  plans. 

When  asked  the  question — 

“Would  you  be  interested  in  having 
such  a plan?” 

(Tabulations,  page  92) 

forty-one  per  cent  of  all  the  people  evidenced  a 
consciousness  of  the  need  and  would  like  to  par- 
ticipate in  some  such  plan. 

SUMMARY — The  people  have  confidence  in 
their  doctors.  They  demand  the  right  to  choose 
their  doctors.  They  consider  charges  reasonable. 
At  times  they  experience  difficulty  in  meeting 
bills  for  unusual  or  prolonged  illness.  They 
know  about  plans  or  methods  for  insurance 
against  the  hazards  of  emergency  illness.  They 
desire  to  participate  in  such  plans.  This  is  an 
economic  not  exclusively  a medical  problem. 

Its  solution  is  the  responsibility  of  the  medical 
profession  working  in  close  cooperation  with 
other  professional  groups,  with  labor — with  the 
insurance  companies  and  with  American  industry. 

The  Operation  of  Medical  Care  Plans 
In  the  United  States  there  are  thousands 
of  prepayment  medical  care  and  hospitali- 


zation programs  successfully  operating. 
Roughly,  these  can  be  classified  into  eight 
types  as  follows : 

1.  Company  or  Employee  Medical  Serv- 
ice Plans; 

2.  Regular  Insurance  Company  Group 
Policies ; 

3.  Medical  Society  Approved  or  Spon- 
sored Plans; 

4.  Union-Sponsored  Plans; 

5.  Cooperative  Groups ; 

6.  Consumer-Sponsored  Plans; 

7.  Farm  Security  Administration  Oper- 
ations ; 

8.  Private  Group  Practice  Clinics. 

It  is  estimated  that  such  programs  now 
provide  prepayment  facilities  for  approxi- 
mately 25,000,000  people. 

In  benefits  they  range  from: 

Company  or  Employee  Medical  Service  Plans: 
a (Endicott-J ohnson)  which  owns  and  operates 
three  clinics  and  a hospital  and  furnishes  free 
to  each  worker  and  all  dependents  all  medical 
care  and  hospitalization; 
b (Eli  Lilly  & Company)  which  pays  the  total 
cost  of  insurance — disability , life,  surgical  care 
and  hospitalization — for  all  employees  and 
their  dependents; 

c (Abbott  Laboratories)  which  pays  a substan- 
tial part  of  the  cost  of  insurance — disability, 
life,  surgical  care  and  hospitalization — for  all 
employees  and  their  dependents; 
d (Henry  Kaiser)  which  owns  and  operates 
clinics  and  hospitals  and  furnishes  medical 
care  and  hospitalization  for  all  workers  (not 
dependents) ; 
to: 

State-Wide,  Physician-Sponsored 
Medical  Care  Plans: 

(Michigan  and  California  Medical  Service ) 
which  provide  surgical  and/or  medical  care  to 
groups  on  a prepayment  basis; 

to: 

Local,  Physician-Sponsored 
Medical  Care  Plans: 

(Kansas  City,  Buffalo  and  others)  which  dupli- 
cate for  local  areas  the  service  of  state-wide 
groups ; 

to: 

Varied  benefits  offered  by  Blue  Cross  Hospitali- 
zation Plans;  Union-Sponsored  Plans;  Coopera- 
tive Groups;  Private  Clinics;  and 
to: 

Ordinary  insurance  against  the  hazards  of  un- 
usual sickness  and  surgical  costs  by  individual  or 
group  policies. 
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The  People’s  Opinion  of  Plan 
Operations 

Surveys  have  been  made  of  the  opinions 
of  participants  in  medical  service  plan  op- 
erations. The  opinions  of  the  physicians 
in  the  areas  covered  by  the  plans  have  been 
recorded.  These  data  are  not  as  compre- 
hensive or  as  conclusive  as  the  findings  of 
the  National  Survey.  However,  there  is  a 
sufficient  uniformity  in  responses  to  indi- 
cate a very  real  sense  of  security  resulting 
from  plan  membership. 

Responses  are  influenced  by  a number  of 
factors  such  as  costs,  the  nature  and  extent 
of  the  service  provided.  Apparently  the 
most  important  single  factor  influencing 
decisions  is  the  period  of  time  that  the  plan 
or  plans  have  been  providing  service. 

The  surveys  of  plan  operations  cover  two 
geographical  areas  and  seven  separate  and 
distinct  projects.  These  are  of  four  defi- 
nite types  as  follows: 

Type  No.  1 — Plan  No.  1 — Industrial  concern 
which  owns  clinics  and  a hospital  and  which 
provides — free  of  cost — medical  care  and 
hospitalization  for  all  workers  and  all  de- 
pendents. 

Type  No.  2 — Plans  Nos.  2,  3,  and  4 — Indus- 
trial concerns  which  share  with  the  em- 
ployees the  cost  of  medical  care  and  hos- 
pitalization. 

Type  No.  3 — Plans  Nos.  5 and  6 — Industrial 
concerns  which  provide — cost  paid  by  the 
employee — sickness  benefits,  surgical  care, 
hospitalization,  and  life  insurance  for  em- 
ployees. 

Type  No.  4 — Plan  No.  7 — Physician-sponsored 
medical  care  and  hospitalization,  to  groups 
of  workers  through  cooperation  of  em- 
ployers, costs  paid  by  employees. 

TABULATIONS  ARE  RECORDED  ON  THE  BASIS 
OF  TYPE  OF  PLAN 

When  participants  were  asked  the  ques- 
tion— 

“Have  you  or  has  any  member  of  your 
family  ever  been  dissatisfied  with  your 
doctor  or  the  way  he  handled  the  case?” 
The  answers  were — 


Type  1 

Type  2 

Type  3 

Type 

% 

% 

% 

% 

Yes,  have 

11 

6 

11 

12 

No,  have  not 

87 

90 

86 

84 

Don’t  know 

2 

4 

3 

4 

From  eighty-four  per  cent  to  ninety  per  cent 
responded  that  they  had  never  been  dissatisfied 


with  the  doctors  who  had  treated  them  when  they 
were  ill. 

They  were  asked — 

“Under  the  plan  do  people  feel  free  to 
go  to  the  doctor  ivhenever  they  ivant  to, 
or  does  the  company  or  the  doctors  dis- 
courage it  unless  something  serious  is 
the  matter?” 

They  answered — 


Type  1 

T ype  2 

Type  3 

Type  It 

% 

% 

% 

% 

Feel  free 

97 

84 

47 

52 

Discourage  it 

1 

1 

18 

20 

Don’t  know 

2 

15 

35 

28 

A very  large  percentage  of  the  participants  in 
all  plans  state  that  they  seek  the  advice  and  coun- 
sel of  physicians  without  any  feeling  of  restraint. 
When  asked — * 

“Do  you  think  members  of  the  plan  go 
to  a doctor  more  often  than  they  did  be- 
fore belonging  to  it,  or  not  so  often?” 
They  answered — 


Type  1 

Type  2 

T ype  3 

T ype  U 

% 

% 

% 

% 

More  often 

61 

36 

8 

12 

About  the  same 

23 

42 

64 

51 

Not  so  often 

1 

2 

12 

20 

Don’t  know 

15 

20 

16 

17 

An  impressive  majority  admit  that  they  consult 
a doctor  as  often  or  more  frequently  than  they 
did  before  being  a participant  in  a plan. 

When  asked — 

“You  probably  have  friends  or  relatives 
who  don’t  belong  to  the  plan.  Do  you 
think  you  are  better  off  than  they  are  be- 
cause of  the  plan?” 

The  answers  were — 

Type  1 Type  2 Type  3 Type  It 


% 

% 

% 

% 

Better  off 

90 

89 

36 

38 

Not  much  difference 

6 

5 

20 

23 

Don’t  know 

4 

6 

44 

39 

A majority  of  the  members  of  all  plans  feel 
that  they  are  "better  off”  than  their  neighbors 
who  do  not  belong  to  any  plan.  Ninety  per  cent 
of  the  members  of  plans  that  have  been  operating 
over  a period  of  several  years  state  that  they  are 
better  off  than  neighbors  who  are  not  participants. 

From  sixty-three  per  cent  to  eighty-seven  per 
cent  of  the  participants  in  all  plans  express  the 
opinion  that  the  cost  is  "about  right.”  From 
three  per  cent  to  eight  per  cent  consider  the  costs 
excessive. 

When  asked  the  question — 

“Which  do  you  think  would  be  better: 
For  all  companies  to  set  up  prepaid  medi- 
cal care  plans,  or  for  the  national  gov- 
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eminent  to  increase  social  security  taxes 


to  cover  medical  care  expense?” 
They  answered — 


T ype  1 

Type  2 

Type  3 

Type  U 

VO 

% 

% 

% 

All  companies  to  set 

up  plans  78 

77 

61 

39 

Government  increase 

taxes 8 

ii 

22 

32 

Don’t  know  14 

12 

17 

29 

An  imposing  majority  express  the  belief  that 
any  type  of  voluntary  prepayment  plan  is  to  be 
preferred  to  an  increase  in  social  security  taxes 
to  enable  the  national  government  to  provide 
medical  care  and  hospitalization. 


The  Opinion  of  Physicians 


In  areas  covered  by  these  prepayment 
plans  the  physicians  were  consulted. 

When  asked  the  question — 

“Do  you  think  that  the  general  public 
around  here  is  better  off  or  ivorse  off  than 
it  would  be  if  these  plans  weren’t  in  op- 
eration ?” 

The  answers  were — 


Better  Worse 

About 

No 

Off 

Off 

Same 

Opinion 

% 

% 

% 

% 

1st  area 

76 

10 

12 

2 

2nd  area 
The  question 

69 

was 

7 

asked- — 

21 

3 

“ How  do  you  think  these  plans  affect 
the  doctors — do  you  think  that  doctors 
benefit  by  them,  or  that  they  are  better 
off  without  them  ?” 

The  answers  were — 


Benefit  Better  Off  Makes  No  Don’t 
Doctors  Without  Difference  Know 
% % % % 
1st  area  67  21  7 5 

2nd  area  50  10  39  1 

They  were  asked — 

“Is  it  your  impression  that  people  cov- 
ered by  a prepayment  plan  call  the  doc- 
tor more  frequently  or  a little  earlier  in 
an  illness  than  people  not  covered,  or 
isn’t  there  much  difference?” 

The  answers  were — 


Call  Doctor  More  Not  Much  No 
Often  or  Earlier  Difference  Opinion 


% 

% 

% 

1st  area 

67 

24 

9 

2nd  area 

50 

44 

6 

They  were  asked — 

"Do  you  think  it  would  be  a good  thing 
or  a bad  thing  if  practically  all  industries 
in  the  nation  set  up  prepayment  medical 
and  hospital  service  plans  for  their  em- 
ployees?” 


The  answers  were — 


Good 

Bud 

No 

Thing 

Thing 

Opinion 

% 

% 

% 

1st  area 

71 

17 

12 

2nd  area 

50 

26 

24 

A final  question — 

“Do  you  approve  or  disapprove  of  the 
W 'agner-M array  Bill  now  before  Con- 
gress which  proposes  to  set  up  a federal 
health  insurance  program  to  be  paid  for 
out  of  increased  social  security  taxes?” 
They  answered — 

Approve  Disapprove  No  Answer 

% % % 

1st  area  5 84  11 

2-nd  area  7 93 

SUMMARY — A predominant  majority  of  the 
people  who  participate  in  prepayment  plans  ap- 
prove them;  in  every  instance  such  people  believe 
they  are  better  off  than  their  neighbors  who  have 
no  such  opportunities;  the  doctors,  over  fifty  per 
cent  of  the  doctors,  in  areas  where  such  plans  are 
in  operation  say  that  they  are  as  well  off  and 
that  the  people  are  better  off — because  of  the 
operation  of  the  plans;  more  than  fifty  per  cent 
of  these  doctors  state  that  it  would  be  a good 
thing  if  all  industries  in  the  nation  would  operate 
prepayment  medical  and  hospital  service  plans 
for  their  employees.  Almost  unanimously  the 
doctors  are  opposed  to  the  proposals  of  the  Wag- 
ner-Murray-Dingell  Bills. 

Summary  of  Conclusions 

The  case  is  crystal  clear.  Its  meaning  and  the 
implications  cannot  be  ignored. 

The  American  people  want  none  of  the  na- 
tional government’s  meddling  in  the  vital  field  of 
medical  service. 

The  American  people  understand  and  believe 
in  our  effective  system  of  personalized  medical 
care. 

There  is  an  economic  problem  involved.  To 
some  people  the  prospect  of  emergency  needs,  un- 
usual or  prolonged  illness,  is  a source  of  fear 
and  of  worry. 

The  American  people  know  about  and  desire 
— demand — a plan  or  plans— a method  for  the 
prepayment  of  medical  care  costs.  This  demand 
must  be  met. 

It  is  not  exclusively  a medical  responsibility. 
It  is  an  economic  problem. 

Equally  involved  in  the  final  settlement  are 
all  of  the  professions,  the  insurance  companies, 
American  labor,  all  of  business  and  all  of  in- 
dustry. 

Methods  have  been  devised — mechanisms  have 
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been  perfected.  Plans  have  been  tested.  They 
are  satisfactory  to  a previously  unbelievable  ex- 
tent. They  are  adequate  to  the  need.  The  pe- 
riod of  experimenting  is  at  an  end. 

The  Challenge 

The  need  is  for  movement  forward  on  all 
fronts  by  all  forces;  to  extend  to  all  the  people 
—100,000,000  people — the  benefits  that  are  ac- 
cruing to  approximately  25,000,000  through  the 
plans  and  methods  now  in  operation. 

This  is  the  task  of  every  individual — every 
group — every  agency — -every  business  and  every 
industry  interested  in  preserving  for  the  United 
States  the  private  enterprise  system. 

Program  of  the  National  Physicians 
Committee  for  the  Extension  of 
Medical  Service 

The  Management  Committee  has  been  in- 
structed by  the  Board  of  Trustees  to  secure  office 
facilities,  additional  personnel,  and  take  all  neces- 
sary steps  designed  to 

a.  Encourage  the  medical  profession  to  active 
participation  in  the  development  of  plans 
and  the  more  general  use  of  existing  facilities 
to  provide  for  easy  payment  of  insurance 
against  unusual  or  prolonged  illness; 

b.  Educate  the  people  to  the  importance,  nature, 
and  value  of  prepayment  facilities  (within 
the  framework  of  principles  approved  by  the 
medical  profession),  now  available  for  meet- 
ing the  costs  of  unusual  illness; 

c.  Investigate  conditions  relating  to  and  inform 
industry  concerning  the  principles  underlying 
sound  participation  with  employees  in  pre- 
payment plans  for  meeting  the  cost  of  un- 
usual or  prolonged  illness  and  hospitaliza- 
tion; 

d.  Inform  private  insurance  underwriters  of  the 
opportunity  that  is  being  offered  through  co- 
operation in  nation-wide  efforts  to  provide 
group  insurance  policies  for  those  needing  or 
desiring  insurance  against  the  hazards  of 
unusual  illness; 

e.  Encourage  and  provide  state  or  local  financial 
aid  rather  than  federal  subsidies  to  insure 
effective  medical  care  for  the  indigent; 

f.  Encourage  contributors  and  friends  to  a 
greater  degree  of  participation  in  the  efforts 
of  the  National  Physicians  Committee  in  this 
constructive  program. 

With  the  active  cooperation  of  the  individuals 
and  the  groups  directly  affected — the  professions, 
the  manufacturers,  the  distributors,  American  la- 
bor, the  insurance  industry,  and  American  indus- 
trial concerns — steps  can  be  taken  which  will 
bring  relief  to  100,000,000  people  and  provide  a 
method  of  meeting  the  cost  of  unusual  and  pro- 
longed illness  and  of  hospitalization. 


Basis  of  the  Survey 
Herewith  are  published  the  tabulations 
resulting  from  the  most  comprehensive  sur- 
vey— truly  national  in  scope — ever  made  in 
the  United  States. 

The  survey  covers  a three  months’  period 
from  November  1,  1943,  to  February  15, 
1944.  Final  tabulations  were  received  on 
March  1,  1944. 

The  survey  was  made  by 

OPINION  RESEARCH  CORPORATION,  Inc. 

Princeton,  New  Jersey 
Answers  to  questions  were  secured  from — 

1st — Sex  Men  Women 

49 % 51% 

2nd — Age  group  Under  35  years  30% 

35  to  44  years  29% 
45  years  and  over  41% 
3rd — Race  Colored  10%  White  90% 


4th — Size  of  community  Farm  residents.  23.6% 
Towns  under  2500  18.8% 
Cities  2500-24,999  16.9% 
25,000-499,999  23.9% 

500,000  and  over  16.8% 
5th — Geographical  area  East  31.7% 

Midwest  30.4% 

South  27.7% 

Far  West  10.2% 

6th — Occupational 

Professional  and  semi-professional  9.3% 
Farmers,  farm  managers,  etc  20.3% 

Proprietors  and  managers  (except 
farm)  9.5% 

Clerical,  sales,  and  kindred  workers  19.7% 
Craftsmen,  foremen,  etc.  11.2% 

Operatives  and  kindred  workers  13.0% 
Domestic  service  workers  1.8% 

Protective  service  workers  2.3% 

Other  service  workers  and  laborers 

(except  farm)  12.9% 


Interviews  were  conducted  and  replies  were 
secured  to  a number  where  responses  varied  to  a 
maximum  of  only  one  per  cent.  More  than  forty- 
five  per  cent  of  additional  replies  were  secured  to 
insure  the  accuracy  of  final  tabulations. 

It  is  believed  that  the  data  published  on  the 
pages  immediately  following  are  accurate  to  the 
point  where  the  chances  are  996  in  1,000  that  any 
error  is  less  than  two  per  cent. 


The  Questions  and  the  Answers 


when  was 

THE 

LAST 

TIME 

YOU  SAW  A 

DOCTOR? 

Within 

13  Mos. 

Last 

to 

3-5 

Over 

Don’t 

Year 

2 Years 

Y ears 

5 Years 

Know 

TOTAL 

58% 

18 

11 

11 

2 

East 

59% 

17 

11 

10 

3 

Midwest 

59% 

18 

10 

11 

2 

South  

.57% 

20 

11 

10 

2 

Far  West 

.55% 

16 

12 

15 

2 
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DURING  THE  LAST  YEAR,  HAVE  YOU  BEEN 
SICK  IN  BED  AT  HOME  FOR  MORE  THAN  A 
DAY?  DID  YOU  HAVE  A DOCTOR  AT  THAT 
TIME?  s. 


w . ^ 

CQ  tr} 


c;cq  ci ct; 


© © 

O *© 


c © © 
Ql:  C&; 


TOTAL 

33% 

66 

1 

25% 

8 

* 

East 

30% 

69 

1 

24% 

6 

* 

Midwest 

31% 

69 

« 

24% 

7 

* 

South 

37% 

62 

1 

27% 

9 

1 

Far  West 

33% 

66 

1 

22%, 

11 

* 

*Less  than  %%. 


ABOUT  HOW  MUCH  WOULD  YOU  SAY  YOU 
AND  YOUR  FAMILY  PAID  OUT  LAST  YEAR 
IN  DOCTOR  BILLS,  EXCLUDING  DENTIST? 


Q> 


*SL 


TOTAL 

18%, 

9 

18  14 

14  20 

7 

East 

17% 

9 

19  14 

14  20 

7 

Midwest 

18% 

8 

18  14 

15  21 

6 

South 

18% 

9 

20  15 

14  17 

7 

Far  West 

21% 

5 

17  13 

13  21 

10 

DO  YOU  HAVE  A 

DOCTOR 

YOU  CALL 

REGULARLY 

IN  CASE 

OF  ILLNESS  IN  YOUR 

FAMILY? 

** 

o 

© . 
« S 

o 

®cj 

© 

< V. 

§ 

cU 

o« 

► ~ 

Cl  s 

CO 

r-T 

££ 

£ 

TOTAL 

79% 

21 

* 

Upper  income 

group 

82% 

17 

1 

Middle  income 

group 

80  % 

20 

* 

Lower  income 

group 

76% 

24 

* 

Three  or  less  in  family 

77% 

23 

* 

Four  or  more 

82% 

18 

* 

DO  YOU  THINK  OF  YOUR  DOCTOR  AS  AN 
IMPERSONAL  PROFESSIONAL  MAN,  OR 
WOULD  YOU  SAY  HE  HAS  A PERSONAL 
INTEREST  IN  YOU  AND  YOUR  WELFARE? 


DO  YOU  THINK  THIS  MAKES  HIM  A BETTER 
DOCTOR,  OR  WOULD  HE  BE  JUST  AS  GOOD 
A DOCTOR  FOR  YOU  WITHOUT  THAT  IN- 
TEREST? (Asked  only  of  those  who  said  their 
doctor  had  a “personal  interest.” ) 

CO 

© 


3 © 

2?  t?  © 


c:c 

| s 

o 

•1 

CO  V 

co  S 

^ HO 

o 

■2* 

^CCi 

CO.^ 

o 

£ 

TOTAL 

63% 

16 

2 

East  

60% 

19 

2 

Midwest 

67% 

14 

2 

South 

62% 

16 

2 

Far  West 

63  % 

13 

2 

HAVE  YOU  EVER  FELT 

THAT 

A DOCTOR 

CHARGED  YOU 

AN 

UNREASONABLE 

AMOUNT  FOR  THE 

SERVICE 

HE 

PER- 

FORMED? 

^2  © 
© s 

O 

g c 

^2  © 

Q ^ 

TOTAL 

21% 

77 

2 

East 

19% 

79 

2 

Midwest 

21% 

77 

2 

South 

20% 

77 

3 

Far  West 

29% 

67 

4 

IF  YOU  WERE  GOING  TO  SEE  A GENERAL 
PHYSICIAN  TODAY,  WOULD  YOU  GO  TO 
THE  SAME  ONE  YOU  SAW  LAST  TIME  OR 


NOT? 

© 

o ~ 

cc 

© 

1 

© 

•-o  © 

S g 

o 

£ 

' — . 

cj 

TOTAL 

76% 

14 

6 

4 

East 

75% 

17 

4 

4 

Midwest 

76% 

15 

6 

3 

South 

78% 

11 

6 

5 

Far  West 

67% 

17 

9 

7 

(Asked  only  of  those  who  have  a doctor  they  call  HAVE  YOU  EVER  PLTT  OFF  GOING  TO  A 


regularly.) 

*-o 

DOCTOR  BECAUSE 

OF  COST? 

~o  © 

| 

Yes,  Have  Put 

No.  Ha  ve  Not 

£ #© 

5°  co 
£ ^ 

2-  § 

§ £ 
co  ^ © 

Off  Going 

Put  Off  Going 

O 

TOTAL 

29% 

71 

^3  On  *■». 

New  England 

20% 

80 

— 

— 

— 

Middle  Atlantic 

27% 

73 

TOTAL 

15% 

81 

4 

Midwest  Industrial 

26% 

74 

East 

17% 

81 

2 

Midwest  Agricultural 

27% 

73 

Midwest 

13% 

83 

4 

South 

35% 

65 

South 

15% 

80 

5 

Rocky  Mountain 

23% 

77 

Far  West 

16% 

78 

6 

Far  West 

30% 

70 
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HAVE  YOU  EVER  BEEN  A PATIENT  IN  A 
HOSPITAL?  HAS  ANY  MEMBER  OF  YOUR 
IMMEDIATE  FAMILY  BEEN  IN  A HOSPITAL? 

(Asked  only  of  those  who  have  never  been  a patient 
in  a hospital.) 


£ -w 
to  £ 
to  » 

OV-S 


^ £ 

■w  .to 

£•§ 
CO  © 

ac  a 


§ £■» 
c.  «>  £ 

£5  to  5 

£3Cq-£ 

£ »s 

sec, 
&hEE!  a 


£ £ 

© © 

^ ^ 
£ 
.to 

£ « B 

8 cO* 
fenS:  c 
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TOTAL 

54%. 

46 

27% 

16 

3 

Upper  income  group 

63% 

37 

25% 

11 

1 

Middle  income  group 

58% 

42 

27% 

12 

3 

Lower  income  group 

46% 

54 

28% 

23 

3 

Men 

47% 

53 

32% 

18 

3 

Women 

61% 

39 

22% 

15 

2 

Under  35  years 

55% 

45 

26% 

17 

2 

35-44  years 

56% 

44 

26% 

15 

3 

45  years  and  over 

52% 

48 

29% 

16 

3 

DID  YOU  FEEL  THE 

CHARGE  THE 

HOS- 

PITAL  MADE  WAS 

TOO 

MUCH,  OR 

DID 

YOU 

FEEL  IT  WAS  REASONABLE? 

( Asked  o % 

tly  of 

the  81%  who  said  they  or 

a member  of  their  im- 

mediate  family  had  been  a 

hospital  patient.) 

S' 

© 

© 

cb 

6 

, © 

S>  © 

, © 

© 58 

© § 

a.  ? 

© O 

£ 

o S 

K, 

Hospital  charged  too 

much 

17  % 

17  % 

17% 

17% 

Hospital  charges  reasonable  58 

66 

62 

51 

No  opinion 

6 

5 

6 

6 

DID  YOU  FEEL  THE  CHARGE  THE  DOCTOR 
MADE  WAS  TOO  MUCH,  OR  WAS  IT  REA- 
SONABLE? (Asked  only  of  the  eighty-one  per 
cent  who  said  they  or  a member  of  their  immediate 
family  had  been  a hospital  patient.) 


§• 

© 

© 

© 

6 

o 

- © 
© © 
a.  © 

A g 

© © 
© 

^ 58 
© 58 
© © 

g £ 

Doctor  charged  too  much 

12% 

12% 

11% 

12% 

Doctor’s  charges  reasonable 

64 

71 

69 

56 

No  opinion 

5 

5 

5 

6 

WHAT  ESPECIALLY  DO  YOU  THINK  MIGHT 
BE  DONE  TO  MAKE  IT  EASIER  FOR  PEO- 
PLE TO  PAY  DOCTOR  OR  HOSPITAL  BILLS? 

(Asked  only  of  the  sixty-three  per  cent  who  think 
something  might  be  done.)  a.  : 


C5 

£ | 
© R 
S,  © 
A H 


<3 
^ © 


§. 

£ 

6 


£ to 
~ t> 

9 £ 


39%  47%  42%  32% 


8 


3 


5 


11 


6 


Prepaid  medical  cai’e  or  hos- 
pitalization or  insurance  of 
some  kind 

Monthly  payments;  doctors 
and  hospitals  should  use 
an  installment  plan 
Compulsory  government  in- 
surance deducted  from 
your  wages 

Teach  people  to  save  for  a 
“rainy  day” 

Prices  doctors  charge  should 
be  controlled ; should  be 
ceiling  prices 
Welfare  or  charity  agencies 
should  take  care  of  those 
who  can’t  afford  it  2 1 1 2 

Miscellaneous  1111 

No  opinion  4 3 4 6 

Total  adds  to  more  than  sixty-three  per  cent  be- 
cause of  multiple  answers. 


9 


2 


3 


3 


DO  YOU  THINK  THAT  AN  EASIER  METHOD 
OF  PAYMENT  IS  NEEDED  TO  MEET 
ORDINARY  DOCTOR  BILLS,  OR  JUST  TO 
TAKE  CARE  OF  SERIOUS  EMERGENCY  ILL- 
NESSES? (Asked  only  of  the  sixty-three  per  cent 
who  said  something  might  be  done.) 


S § 
§8 
£►5 


93  § 


s g 
§ g 


■»  ^ 

To  meet  ordinary  doctor  bills  5%  5%  5%  5% 

Unusual  and  general  54  63  57  49 

No  opinion  and  no  answer  4 3 4 4 


DO  YOU  THINK  ANYTHING  MIGHT  BE  DONE 
TO  MAKE  IT  EASIER  FOR  PEOPLE  TO  PAY 
DOCTOR  OR  HOSPITAL  BILLS? 


DOES  THE  FIRM  YOU  WORK  FOR  (YOUR 
HUSBAND  WORKS  FOR)  PROVIDE  ANY 
PLAN  FOR  PAYING  THE  COST  OF  SERIOUS 
ILLNESSES? 

ARE  YOU  (IS  HE)  INCLUDED  IN  THIS 
PLAN?  (Asked  only  of  those  saying  firm  works 
for  (husband  works  for)  provides  medical  plan.) 


•5  £ 
-£  © 

to^ 
£ to 

£ 
Ga  c 
<?■» 

*<?»  ' 
^ © 

.£ 

£ © 

FT  ^ S 

0^  to  ~ 
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to  x 
to  o 

"©  ^ 
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c 

£ 

© 
£ P 

•<s>  <*«. 

rs  © 

§ 1 
* •>»  © 

d.k. 

Includeo 
In  Plan 

Not  Incl 
In  Plan 

D.K. 

TOTAL 

63% 

li 

26 

TOTAL 

22% 

69 

9 16% 

5 

1 

East 

71% 

8 

21 

East 

25% 

68 

7 18% 

6 

1 

Midwest 

62% 

13 

25 

Midwest 

25% 

66 

9 18% 

6 

1 

South 

56% 

12 

32 

South 

13% 

75 

12  9% 

3 

1 

Far  West 

63% 

8 

29 

Far  West 

28% 

65 

7 19% 

7 

2 
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WOULD  YOU  BE  INTERESTED  IN  HAVING 
SUCH  A PLAN? 

DO  YOU  HAVE  ANY  KIND  OF  HOSPITAL  OR 
OTHER  SICKNESS  INSURANCE  AT  THE 


PRESENT  TIME? 

( Asked 

only 

of  the 

seventy- 

four  per  cent 

whose 

firm  does  not 

provide  a 

plan 

for  paying  the 

• cost  of  serious  illness,  or 

who 

are 

not  included  in  the  plan.) 

© 

Co 

S JO 
(®  £ 

© 

© 

05 

Cl- 

'S  § 

£ CO 

© g 

o S 

8 S 

co^ 
© ^ 

0 

i | 

£ § 
o « 

*-!  o 

5$ 

C) 

TOTAL 

41% 

18 

15 

20% 

49 

5 

East  

43% 

21 

10 

22% 

50 

2 

Midwest 

. .39% 

19 

14 

19% 

49 

4 

South 

40% 

16 

22 

20% 

50 

8 

Far  West 

. .44% 

15 

13 

15% 

52 

5 

HAVE  YOU  EVER  HEARD  OF  A PLAN  TO 
INCREASE  SOCIAL  SECURITY  TAXES  AND 
HAVE  THE  FEDERAL  GOVERNMENT  USE 
THE  MONEY  FOR  A MEDICAL  AND 
HOSPITAL  INSURANCE  PROGRAM? 

WOULD  YOU  APPROVE  OR  DISAPPROVE 
OF  SUCH  A PLAN? 


.© 

£ 

.§ 

I S 

o 

QOs 

£ 

TOTAL 

21% 

79 

32% 

42 

26 

Upper  income  group 

37% 

63 

29% 

52 

19 

Middle  income  group 

24% 

76 

31% 

48 

21 

Lower  income  group 

13% 

87 

33% 

35 

32 

East 

22% 

78 

35% 

46 

19 

Midwest 

23% 

77 

30% 

44 

26 

South 

17% 

83 

30% 

35 

35 

Far  West 

25% 

75 

37  % 

44 

19 

Farm  residents 

16% 

84 

26% 

35 

39 

Under  2500 

22% 

78 

32% 

45 

23 

2500-24,999 

21% 

79 

32% 

43 

25 

25,000-499,999 

24% 

76 

31%. 

47 

22 

500,000  and  over 

25% 

75 

42% 

43 

15 

3 or  less  in  family 

21% 

79 

32% 

45 

23 

4 or  more 

21% 

79 

33%) 

39 

28 

Union  members 

21% 

79 

39%) 

39 

22 

Nonmembers 

21% 

79 

31%) 

43 

26 

Men 

25%. 

75 

33%. 

46 

21 

Women 

17% 

83 

31% 

40 

29 

WOULD  YOU  STILL 

APPROVE 

IF 

THIS 

MEANT  INCREASING  SOCIAL  SECURITY 
TAXES  TO  SIX  PER  CENT?  (Asked  only  of 
the  thirty-two  per  cent  who  said  they  would  ap- 
prove of  a government  medical  plan.) 

<s> 


^ _ © 

*2 


v y 

g §• 

"8  8 
~ <5 

® A 

s s. 

55 

Yes 

Stil 

TOTAL 

16% 

11 

East 

15% 

15 

Midwest 

15% 

10 

South 

17% 

8 

Far  West 

20% 

11 

WHICH  OF  THESE  DO  YOU  THINK  SHOULD 
PAY  TO  TAKE  CARE  OF  SICK  PEOPLE  WHO 
CAN’T  AFFORD  DOCTORS  AND  HOSPITALS? 


S- 

S' 

a. 
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© 
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6 

6 

, 8 

a « 

. 8 

5 § 

^ s 

£ § 

8 

8 

a,  ® 
a.  s 

o 

• S © 
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§ g 

Churches 

4% 

4%) 

2% 

6% 

Community  funds 

20 

23 

21 

18 

City  or  county 

33 

35 

35 

31 

State  government 

22 

23 

22 

22 

Federal  government 

19 

18 

19 

20 

The  medical  profession 

15 

16 

16 

15 

No  opinion 

11 

9 

8 

14 

Percentages  add  to  more  than  100  because  of 
multiple  answers. 


THERE  ARE  TWO  PRINCIPAL  WAYS  OF 
PAYING  MEDICAL  BILLS:  ONE  IS  A PLAN 
WHERE  YOU  PAY  IN  ADVANCE  A CERTAIN 
AMOUNT  EACH  MONTH  WHICH  TAKES 
CARE  OF  YOUR  DOCTOR  AND  HOSPITAL 
BILLS;  THE  OTHER  IS  TO  PAY  JUST  WHEN- 
EVER YOU  ARE  SICK.  WHICH  METHOD 
WOULD  YOU  PREFER? 


Pay 

Each  Month 
TOTAL  45% 


East  - . . . 47% 

Midwest  43% 

South  41  % 

Far  West  54% 


Pay 

When  Sick 

49 
48 

50 
53 
38 


No 

Choice 

6 

5 

7 

6 

8 


ABOUT  HOW  MUCH  PER  MONTH  WOULD 
YOU  BE  WILLING  TO  PAY  TO  TAKE  CARE 
OF  ALL  DOCTOR  AND  HOSPITAL  BILLS  FOR 
YOURSELF  AND  FAMILY?  (Asked  only  of 
those  who  said  they  would  prefer  to  pay  medical 
bills  in  advance.) 


No.  in 


*3 

Income  Group 
^ © . 

A rg  © 

Family 

© 

CO  £ 

© a . o 
© ^ 

Self 

© 

© 

© 

S s 

© « 
£ 

Under  $2.00 

19% 

14% 

18% 

21% 

00 

rH 

20% 

$2.00-$2.99 

10 

10 

10 

9 

10 

8 

$3.00-$4.99 

3 

4 

3 

O 

O 

4 

3 

$5.00-$5.99 

3 

4 

3 

1 

3 

2 

$6.00  and  over 

1 

3 

1 

1 

1 

1 

Don’t  know 

9 

10 

9 

10 

9 

11 

Self  and  Family 
Under  $2.00 

5% 

3% 

4% 

6%) 

5% 

5% 

$2.00-$2.99 

8 

7 

7 

8 

8 

7 

$3.00-$4.99 

8 

7 

9 

9 

8 

10 

$5.00-$5.99 

6 

9 

6 

6 

5 

7 

$6.00  and  over 

5 

11 

5 

O 

o 

4 

6 

Don’t  know 

13 

9 

13 

13 

15 

10 

HAVE  YOU  EVER  HEARD  OF  A PLAN  THAT 
DOCTORS  IN  SOME  COMMUNITIES  HAVE 
SPONSORED,  WHERE  PEOPLE  PAY  A CER- 
TAIN SUM  EACH  MONTH  AND  THIS  TAKES 
CARE  OF  ALL  FUTURE  HOSPITAL  AND 
DOCTOR  BILLS? 
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WOULD  YOU  APPROVE  OR  DISAPPROVE  OF 
SUCH  A PLAN? 


Have 

Heard 

Haven’t 

Heard 

Appro  v< 
Plan 

Disappr 

Plan 

o 

o 

6 

TOTAL 

45% 

55 

55% 

24 

21 

East 

41% 

59 

57% 

26 

17 

Midwest 

44% 

56 

52% 

27 

21 

South 

43% 

57 

53% 

21 

26 

Far  West 

61% 

39 

65% 

18 

17 

WELL,  IF  YOU  HAD  TO  CHOOSE  BETWEEN 
THESE  TWO  KINDS  OF  MEDICAL  AND  HOS- 
PITAL INSURANCE,  WHICH  WOULD  YOU 
PREFER:  (1)  A FEDERAL  GOVERNMENT 


PLAN,  OR 

(2)  A PLAN 

SPONSORED 

BY  A 

GROUP  OF 

DOCTORS? 

Federal 

Government 

Doctors’ 

No 

Plan 

Plan 

Choice 

TOTAL 

37% 

43 

20 

East 

37% 

46 

17 

Midwest 

33% 

46 

21 

South 

40% 

38 

22 

Far  West 

42% 

40 

18 

WOULD  YOU  VOTE  FOR  OR  AGAINST  THE 
GOVERNMENT’S  SETTING  THE  FEES  DOC- 
TORS CAN  CHARGE  FOR  EACH  TYPE  OF 
SERVICE? 


O O L5 
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66 

For  government  setting  fees 

33% 

27% 

30% 

39% 

Against  government  setting 

fees 

57 

67 

62 

48 

No  opinion 

10 

6 

8 

13 

WOULD  YOU  BE  FOR  OR  AGAINST  THE 
GOVERNMENT’S  PAYING  THE  EXPENSES 
OF  MEDICAL  STUDENTS  AND  THE  COST 
OF  RUNNING  ALL  MEDICAL  SCHOOLS  IN 
THE  COUNTRY? 


pop 

6 6 6 
o © o . p 


For  government  paying  ex- 
penses of  medical  students 
and  schools  29%  22%  27%  34% 

Against  government  paying 
expenses  of  medical  students 

and  schools  56  70  62  44 

No  opinion  15  8 11  22 


DO  YOU  THINK  THAT  UNDER  A GOVERN- 
MENT MEDICAL  PLAN  YOU  WOULD  BE 
ABLE  TO  CALL  ANY  DOCTOR  YOU  WANT, 
OR  DO  YOU  THINK  IT  LIKELY  THAT  YOUR 
CHOICE  WOULD  BE  LIMITED? 

Would  be  able  to  call  any  doctor  16% 

Choice  would  be  limited  70 

Don’t  know  14 


WOULD  THIS  BE  SATISFACTORY  TO  YOU 
OR  NOT?  (Asked  only  of  the  seventy  per  cent 
who  said  choice  of  doctor  would  be  limited  under 
a government  medical  plan.) 

Would  be  satisfactory  11" 

Would  not  be  satisfactory  56 

No  opinion 


DO  YOU  THINK  IT  WOULD  BE  GOOD  OR  BAD  FOR  THE  COUNTRY  IF  (SCHOOLS, 
CHURCHES,  LABOR  UNIONS,  MEDICAL  PROFESSION)  WERE  CONTROLLED  BY  THU 
NATIONAL  GOVERNMENT? 


Schools 

Churches 

Labor 

• Unions 

Medical  Profession 

No 

No 

No 

No 

Good 

Bad  Op. 

Good 

Bad  Op. 

Good 

Bad 

Op. 

Good 

Bad  Op. 

TOTAL 

23% 

63 

14 

4% 

90 

6 

46% 

40 

14 

24% 

61 

15 

Upper  income  group 

17%. 

75 

8 

2%: 

95 

3 

44  % 

49 

7 

18% 

75 

7 

Middle  income  group 

21% 

69 

10 

3 % 

92 

5 

45% 

44 

11 

22% 

66 

12 

Lower  income  group 

. 27% 

54 

19 

7% 

85 

8 

47%. 

34 

19 

29% 

51 

20 

East 

23% 

63 

14 

5% 

89 

6 

42% 

45 

13 

22% 

64 

14 

Midwest 

20% 

69 

11 

4% 

92 

4 

46% 

42 

12 

22% 

66 

12 

South 

26% 

57 

17 

6% 

86 

8 

53% 

29 

18 

28% 

53 

19 

Far  West 

22% 

67 

11 

3% 

92 

5 

37% 

51 

12 

28% 

58 

14 

94 
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The  following  is  a list  of  Tennessee  doc- 
tors who  have  applied  for  a commission  in 
the  Army  or  Navy.  They  are  arranged  in 
two  categories  as  follows:  first,  those  who 
have  been  commissioned  and  are  on  duty; 
second,  those  who  have  applied  for  a com- 
mission and  been  rejected  on  physical 
grounds.  The  list  under  each  category  is 
arranged  according  to  counties. 

The  list  is  not  complete  according  to  the 
date  of  publication.  It  is  accurate  in  so  far 
as  our  information  goes  as  of  the  date  the 
Journal  goes  to  press. 

THE  HONOR  ROLL  OF  THE  MEDICAL  PRO- 
FESSION IN  TENNESSEE  NOW  SERV- 
ING IN  THE  ARMED  FORCES 


County  Name  Address 

Anderson — P.  M.  Dings Briceville 

Anderson — A.  K.  Morris Fork  Mountain 

Anderson — Geo.  M.  Kelley Lake  City 

Anderson — Horton  DuBard Knoxville 

Bedford— -H.  J.  Shull Shelbyville 

Blount — R.  H.  Haralson Maryville 

Blount — Joseph  T.  Marshall Chattanooga 

Blount — Lowell  E.  Vinsant Maryville 

Bradley — Dwight  N.  Arnold Cleveland 

Bradley — A.  L.  Ball Cleveland 

Bradley — Wm.  A.  Garrott Cleveland 

Bradley — Claud  H.  Taylor Cleveland 

Bradley — Madison  S.  Trewhitt Cleveland 

Campbell — 0.  H.  Coleman* LaFollette 

Campbell — Jos.  McCoin LaFollette 

Carter — H.  B.  Damron Elizabethton 

Carter — E.  L.  Caudill,  Jr Elizabethton 

Carter — J.  B.  Warren Elizabethton 

Carter — W.  W.  Evans Elizabethton 

Claiborne — E.  A.  McEver Pruden 

Clay — A.  L.  Buell Celina 

Cocke — Haynes  B.  Cates Newport 

Cocke — W.  C.  Ruble,  Jr Newport 

Cocke — Glenn  C.  Shults Newport 

Coffee — G.  W.  Shelton Manchester 

Cumberland — Price  H.  Duff Crossville 

Davidson — Geo.  A.  Hatcher Cedar  Grove,  N.  J. 

Davidson — David  F.  Johnson Madison  College 

Davidson — James  T.  Allen Nashville 

Davidson — James  P.  Anderson Nashville 

Davidson — John  W.  Anderson Nashville 

Davidson — Jos.  D.  Anderson Nashville 

Davidson — Ralph  Angelucci Nashville 

Davidson — Ralph  V.  Ashbaugh Nashville 

Davidson — Robert  D.  Beech Nashville 

Davidson — F.  T.  Billings Nashville 

Davidson — James  Frazier  Binns Nashville 

Davidson — R.  W.  Blumberg Nashville 

Davidson — H.  K.  Brask Nashville 

Davidson — Robert  N.  Buchanan,  Jr Nashville 

Davidson — Ransom  R.  Buchholz Nashville 


*Deceased. 


Davidson — F.  W.  Buckner Nashville 

Davidson — John  C.  Burch Nashville 

Davidson — Roger  B.  Burrus Nashville 

Davidson — B.  F.  Byrd,  Jr Nashville 

Davidson — Newton  A.  Cannon Nashville 

Davidson — Henry  M.  Carney Nashville 

Davidson — Geo.  K.  Carpenter Nashville 

Davidson — Arthur  H.  Cassady Nashville 

Davidson — Randolph  Cate N ashville 

Davidson — Lee  Farrar  Cayce Nashville 

Davidson — James  C.  Chambliss Nashville 

Davidson — Jesse  H.  Chandler  (Col.) Nashville 

Davidson — Sam  C.  Cowan,  Jr Nashville 

Davidson — R.  R.  Crutcher Nashville 

Davidson — Marion  I.  Davis Nashville 

Davidson — Walter  L.  Diveley Nashville 

Davidson — Thos.  A.  Donnel Nashville 

Davidson — R.  L.  Dozier,  Jr Nashville 

Davidson — J.  J.  Eberhart Nashville 

Davidson — P.  C.  Elliott Nashville 

Davidson — Frank  F.  Ellis Nashville 

Davidson — Joe  W.  Fenn Nashville 

Davidson — Ray  0.  Fessey Nashville 

Davidson — C.  M.  Fishbach Nashville 

Davidson — Benjamin  P.  Folk Nashville 

Davidson — Garth  E.  Fort Nashville 

Davidson — S.  F.  Fowler Nashville 

Davidson — John  W.  Frazier,  Jr Nashville 

Davidson — Thos.  F.  Frist Nashville 

Davidson — R.  K.  Galloway Nashville 

Davidson — James  C.  Gardner Nashville 

Davidson — Dan  C.  Gary Nashville 

Davidson — Hamilton  V.  Gayden Nashville 

Davidson — L.  R.  Gayden Nashville 

Davidson — H.  L.  Gilliand Nashville 

Davidson — J.  E.  Goldsberry Nashville 

Davidson — David  K.  Gotwald Nashville 

Davidson — Thos.  Grizzard Nashville 

Davidson — Laurence  A.  Grossman Nashville 

Davidson — James  W.  Harrison Nashville 

Davidson — James  T.  Hayes Nashville 

Davidson — Harold  B.  Henning Nashville 

Davidson — Rafael  Hernandez  (Col.) Nashville 

Davidson — Irving  R.  Hillard Nashville 

Davidson — Charles  Fowler  Hollabaugh Nashville 

Davidson — Nathan  P.  Horner Nashville 

Davidson — Geo.  B.  Hubbard Nashville 

Davidson — Vernon  Hutton,  Jr Nashville 

Davidson — D.  J.  Johns,  Jr Nashville 

Davidson — Geo.  S.  Johnson Nashville 

Davidson — Harry  D.  Jones Nashville 

Davidson — Sam  Ogle  Jones Nashville 

Davidson — Allen  Kennedy Nashville 

Davidson — W.  G.  Kennon,  Jr Nashville 

Davidson — G.  E.  Kinzel Nashville 

Davidson — James  A.  Kirtley,  Jr Nashville 

Davidson — W.  J.  Lee,  Jr Nashville 

Davidson — Herman  Levinson N ashville 

Davidson — R.  Carl  Light Nashville 

Davidson — Rudolph  A.  Light Nashville 

Davidson — Jas.  A.  Loveless Nashville 

Davidson — J.  P.  Lowe Nashville 
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Davidso-n — Sol  Lowenstein N ashville 

Davidson — Jas.  R.  McMillan Nashville 

Davidson — Robt.  H.  Magruder Nashville 

Davidson — C.  G.  deGutierrez-Mahoney Nashville 

Davidson — Travis  H.  Martin Nashville 

Davidson — James  H.  Matthews Nashville 

Davidson — Benjamin  R.  Mayes Nashville 

Davidson — Jas.  G.  Mead Nashville 

Davidson— Chas.  A.  Mella Nashville 

Davidson — Cleo  M.  Miller Nashville 

Davidson — Hugh  H.  Mills Nashville 

Davidson — Theodore  Morford Nashville 

Davidson — Hugh  J.  Morgan Nashville 

Davidson — N.  B.  Morris Nashville 

Davidson — Paul  G.  Morrissey,  Jr Nashville 

Davidson — Max  K.  Moulder Nashville 

Davidson — John  R.  Olson Nashville 

Davidson — Fred  W.  T.  Overton Nashville 

Davidson — Wm.  T.  Palm Nashville 

Davidson — Jos.  H.  Patterson Nashville 

Davidson — Robt.  C.  Patterson,  Jr Nashville 

Davidson — E.  White  Patton Nashville 

Davidson — George  C.  Porter  (Col.) Nashville 

Davidson — John  C.  Ransmeier Nashville 

Davidson — S.  B.  D.  Rhea Nashville 

Davidson — E.  L.  Rippy Nashville 

Davidson — E.  M.  Robinson Nashville 

Davidson — Louis  Rosenfeld Nashville 

Davidson — A.  F.  Russell Nashville 

Davidson — Jos.  H.  Sayers,  Jr Nashville 

Davidson — Robert  E.  Schell Nashville 

Davidson — Jesse  F.  Scott Nashville 

Davidson — Jos.  A.  Scott Nashville 

Davidson — Ewing  Seligman Nashville 

Davidson — Maurice  Seligman Nashville 

Davidson — Melvin  M.  Simmons Nashville 

Davidson — Henry  Carroll  Smith Nashville 

Davidson — Joe  M.  Strayhorn Nashville 

Davidson — Thos.  B.  Stone .-Nashville 

Davidson — Wm.  A.  Sullivan Nashville 

Davidson — A.  J.  Sutherland,  Jr Nashville 

Davidson — A.  B.  Thach,  Jr Nashville 

Davidson — W.  0.  Tirrill,  Jr Nashville 

Davidson — Chas.  C.  Trabue Nashville 

Davidson — H.  M.  Truebger Nashville 

Davidson — William  H.  Tucker Nashville 

Davidson — W.  A.  Van  Nortwick Nashville 

Davidson — Paul  L.  Warner Nashville 

Davidson — Thos.  S.  Weaver Nashville 

Davidson — B.  M.  Weinstein Nashville 

Davidson — Arthur  L.  White Nashville 

Davidson — Joe  T.  Whitfield Nashville 

Davidson — Claiborne  Williams Nashville 

Davidson — W.  C.  Williams Nashville 

Davidson — Herbert  Wilson,  Jr Nashville 

Davidson — W.  C.  Winton Nashville 

Davidson — Jos.  C.  Wood Nashville 

Davidson — Thos.  E.  Wyatt Nashville 

Davidson — Chas.  R.  Yancey Nashville 

Davidson — Hugh  Amos Old  Hickory 

Davidson — Alvin  Hawkins Old  Hickory 

Davidson — A.  S.  Koenig Old  Hickory 

Davidson — E.  B.  Rhea Old  Hickory 

Dickson — W.  M.  Jackson Dickson 

Dyer — W.  E.  Anderson Dyersburg 


Dyer — J.  Paul  Baird Dyersburg 

Dyer — C.  L.  Denton Dyersburg 

Dyer — 0.  B.  Landrum Dyersburg 

Fayette — John  L.  Armstrong Somerville 

Franklin — Geo.  L.  Smith .Decherd 

Franklin — Kenneth  P.  Brown Huntland 

Gibson — Jas.  0.  Fields Milan 

Gibson — Basil  T.  Bennett,  Jr Trenton 

Gibson — Geo.  Dodson  Humboldt 

Gibson — Roscoe  Faulkner Trenton 

Gibson — Henry  Jas.  Roberts Trenton 

Greene — Rae  B.  Gibson Greeneville 

Greene — C.  H.  Henard Mosheim 

Greene — John  G.  Zirkle_^ Greeneville 

Hamblen — D.  R.  Roach Morristown 

Hamblen — D.  J.  Zimmermann ; Morristown 

Hamilton — Howard  M.  Ausherman Chattanooga 

Hamilton — C.  H.  Barnwell Chattanooga 

Hamilton — Alvin  H.  Benz Chattanooga 

Hamilton — Franklin  B.  Bogart Chattanooga 

Hamilton — F.  G.  Bratley Chattanooga 

Hamilton — Julian  C.  Brooks,  Jr Chattanooga 

Hamilton — S.  W.  Brown Chattanooga 

Hamilton — E.  F.  Buchner Chattanooga 

Hamilton — Walter  Buckner,  II Chattanooga 

Hamilton — Douglas  Chamberlain Chattanooga 

Hamilton — John  W.  Claiborne,  Jr Chattanooga 

Hamilton — H.  C.  Darnall Chattanooga 

Hamilton — J.  R.  Fancher Chattanooga 

Hamilton — Richard  V.  Fletcher Chattanooga 

Hamilton — J.  L.  Hamilton Chattanooga 

Hamilton — F.  F.  Harris Chattanooga 

Hamilton — Carl  A.  Hartung Chattanooga 

Hamilton — H.  D.  Hickey Chattanooga 

Hamilton — J.  M.  Higginbotham Chattanooga 

Hamilton— H.  T.  Holden Chattanooga 

Hamilton — Jos.  W.  Johnson,  Jr Chattanooga 

Hamilton — Howard  H.  Karr Chattanooga 

Hamilton — Jos.  B.  Killebrew Chattanooga 

Hamilton — J.  J.  Killeffer Chattanooga 

Hamilton— P.  H.  Livingston Chattanooga 

Hamilton— T.  A.  Lowery Chattanooga 

Hamilton— E.  F.  McCall Chattanooga 

Hamilton — Augustus  McCravey Chattanooga 

Hamilton — Tim  J.  Manson Chattanooga 

Hamilton — Richard  H.  Mellen Chattanooga 

Hamilton — Paul  H.  Milton Chattanooga 

Hamilton — Fay  B.  Murphey Chattanooga 

Hamilton — E.  T.  Newell,  Jr Chattanooga 

Hamilton — Wm.  E.  North Chattanooga 

Hamilton — R.  L.  Patterson Chattanooga 

Hamilton — C.  Thomas  Read Chattanooga 

Hamilton — W.  D.  L.  Record Chattanooga 

Hamilton — E.  E.  Reisman,  Jr Chattanooga 

Hamilton — Gilbert  M.  Roberts Chattanooga 

Hamilton — Robt.  C.  Robertson Chattanooga 

Hamilton — T.  G.  Ross Chattanooga 

Hamilton — Wm.  J.  Sheridan Chattanooga 

Hamilton — M.  J.  Smith,  Jr._, Chattanooga 

Hamilton — Wm.  A.  Stem Chattanooga 

Hamilton — John  A.  Steward Chattanooga 

Hamilton — W.  Dean  Steward Chattanooga 

Hamilton— Paul  R.  Swanson Chattanooga 

Hamilton — Oliver  L.  Von  Canon Chattanooga 

Hamilton — J.  W.  Wilson,  Jr Chattanooga 
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Hamilton — Robert  A.  Wise Chattanooga 

Hamilton — J.  C.  Wright Chattanooga 

Hardeman— Geo.  W.  Jackson Bolivar 

Hardeman — Wiley  D.  Lewis Bolivar 

Hardeman — M.  J.  Stewart Whiteville 

Hardin — C.  Whitman  Borg Savannah 

Hardin — S.  L.  Stephenson,  Jr. Savannah 

Hawkins — Charles  C.  Johnson Pressman’s  Home 

Hawkins — Landrum  Tucker Rogersville 

Hawkins — A.  S.  Yates Rogersville 

Haywood — Robert  C.  Berson Brownsville 

Henderson — R.  M.  Conger Lexington 

Henry — J.  W.  Didcoct Paris 

Henry — Arthur  C.  Dunlap Paris 

Henry — J.  C.  McKissick Paris 

Henry — Geo.  H.  McSwain Paris 

Jefferson — William  B.  Malcolm Dandridge 

Jefferson — Frank  L.  Milligan Jefferson  City 

Knox— A.  J.  Weber Bearden 

Knox — Malcolm  F.  Cobb Concord 

Knox — B.  B.  Mitchell* Fountain  City 

Knox — Charles  M.  Armstrong Knoxville 

Knox — Spencer  Y.  Bell Knoxville 

Knox — R.  G.  Brashear Knoxville 

Knox — A.  M.  Carr Knoxville 

Knox — E.  E.  Carrier Knoxville 

Knox — Jack  Chesney Knoxville 

Knox — L.  W.  Chesney Knoxville 

Knox — H.  S.  Christian Knoxville 

Knox — H.  E.  Christenberry,  Jr Knoxville 

Knox — Sam  M.  Cooper Knoxville 

Knox — Sam  P.  Davidson Knoxville 

Knox — T.  P.  Day Knoxville 

Knox — W.  A.  DeSautelle Knoxville 

Knox — T.  B.  Drinnen* Knoxville 

Knox — Richard  N.  Duffey Knoxville 

Knox — J.  Gilbert  Eblen... Knoxville 

Knox — Jas.  B.  Ely Knoxville 

Knox — Frank  Faulkner Knoxville 

Knox — Peter  J.  Flippin Knoxville 

Knox — Glenn  D.  Grubb Knoxville 

Knox — Geo.  G.  Henson Knoxville 

Knox — Oliver  W.  Hill,  Jr Knoxville 

Knox — C.  R.  Huffman* Knoxville 

Knox — C.  E.  Irwin Knoxville 

Knox — Willard  J.  Irwin Knoxville 

Knox — H.  H.  Jenkins Knoxville 

Knox — J.  0.  Kennedy Knoxville 

Knox — A.  H.  Lancaster.: Knoxville 

Knox — R.  P.  Layman Knoxville 

Knox — J.  H.  Lesher Knoxville 

Knox — J.  D.  McCullough Knoxville 

Knox — Wm.  T.  McPeake Knoxville 

Knox — J.  L.  Montgomery Knoxville 

Knox — Wm.  S.  Muse Knoxville 

Knox — E.  P.  Nicely Knoxville 

Knox — Ralph  Nichols Knoxville 

Knox — B.  M.  Overholt Knoxville 

Knox — Jos.  B.  Parker,  Jr Knoxville  (Inskip) 

Knox — Robt.  F.  Patterson,  Jr Knoxville 

Knox — Herschel  Penn Knoxville 

Knox — Jarrell  Penn Knoxville 

Knox — H.  L.  Pope Knoxville 


*Deceased. 


Knox — John  S.  Powers,  Jr Knoxville 

Knox — John  A.  Range Knoxville 

Knox— Jos.  L.  Raulston,  Jr Knoxville 

Knox — Hugh  C.  Reaves Knoxville 

Knox — J.  W.  Riggs Knoxville 

Knox — J.  S.  Ruffin,  Jr Knoxville 

Knox — J.  H.  Saffold Knoxville 

Knox — A.  B.  Shipley Knoxville 

Knox — P.  D.  Smith Knoxville 

Knox — J.  M.  Stockman Knoxville 

Knox — Geo.  W.  Tharp Knoxville 

Knox — Phil  Thomas Knoxville 

Knox — Fred  West Knoxville 

Knox — Jacob  M.  Williams Knoxville 

Knox — Leon  J.  Willien Knoxville 

Lake — W.  T.  Rainey Tiptonville 

Lauderdale — J.  H.  Nunn Ripley 

Lauderdale — W.  Val  Sanford* Ripley 

Lawrence — L.  C.  Harris,  Jr Lawrenceburg 

Lincoln — R.  E.  McCown Fayetteville 

Lincoln — Ben  H.  Marshall Fayetteville 

Lincoln — M.  C.  Woodfin Fayetteville 

Lincoln — E.  S.  Leek Petersburg 

Loudon — F.  E.  Hufstedler Lenoir  City 

Loudon — Avery  Leeper Lenoir  City 

McMinn — S.  B.  McClary,  Jr Etowah 

McMinn — A.  W.  Reeser Athens 

McMinn — Lester  H.  Shields Athens 

McNairy — T.  N.  Humphrey Selmer 

McNairy — H.  0.  Mason Adamsville 

Madison — L.  D.  Farragut Bemis 

Madison — Roderick  C.  Webb Bemis 

Madison — Everett  Archer Jackson 

Madison — C.  H.  Brown Jackson 

Madison — W.  B.  Camp Jackson 

Madison — J.  E.  Douglass Jackson 

Madison — R.  S.  Hellmann Jackson 

Madison — Frank  A.  Moore Jackson 

Madison — Roy  M.  Neudecker Jackson 

Madison — Carl  Rogers Jackson 

Madison — A.  R.  Taylor Jackson 

Madison — J.  R.  Thompson,  Jr Jackson 

Madison — Charles  H.  Webb Jackson 

Madison. — P.  E.  Wylie Jackson 

Madison — Stevens  Byars Mercer 

Marion — Russell  B.  James South  Pittsburg 

Marshall — A.  L.  Cooper Chapel  Hill 

Marshall — H.  B.  Disharoon* Lewisburg 

Maury — W.  N.  Cook Columbia 

Maury — Robin  Lyles Columbia 

Maury — J.  B.  Miller Columbia 

Maury. — -E.  K.  Provost Columbia 

Monroe — D.  F.  Heuer,  Jr Sweetwater 

Monroe — R.  M.  Price Sweetwatei 

Montgomery — J.  A.  Culbertson Clarksville 

Montgomery — John  H.  Ledbetter,  Jr. ..Clarksville 

Montgomery — Phillip  Lyle Clarksville 

Morgan — R.  A.  Steadman Wartburg 

Obion — Hal  E.  Bennett Troy 

Obion — Edward  W.  Barksdull Union  City 

Obion — R.  M.  Darnall Union  City 

Obion — R.  G.  Latimer,  Jr Union  City 

Overton — H.  B.  Nevans Livingston 

Pickett — Floyd  B.  Hay Byrdstown 

Polk — Henry  S.  Harris Benton 
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Polk — J.  H.  Lillard Benton 

Polk — H.  H.  Hyatt Copperhill 

Putnam — H.  H.  Taylor Cookeville 

Putnam — R.  L.  Akin Monterey 

Roane — L.  A.  Killeffer Harriman 

Roane — G.  D.  Schuessler Oliver  Springs 

Roane — F.  Davis  Owings Rockwood 

Robertson — J.  C.  Lunderman ..Orlinda 

Robertson — W.  P.  Stone Springfield 

Rutherford — Harvey  W.  Carter Murfreesboro 

Rutherford — Thos.  G.  Gordon Murfreesboro 

Sevier — John  A.  Conroy Newton,  Mass. 

Sevier — Charles  E.  Pack,  Jr Sevierville 

Sevier — R.  M.  Perry Sevierville 

Shelby — J.  H.  Adler Memphis 

Shelby — R.  Roger  Anderson Memphis 

Shelby — Chas.  G.  Andrews Memphis 

Shelby — J.  M.  Aste Memphis 

Shelby — Edward  R.  Atkinson Memphis 

Shelby — Chas  H.  Avent Memphis 

Shelby — J.  C.  Ayres,  Jr Memphis 

Shelby — James  M.  Bethea Memphis 

Shelby — Willard  A.  Barnes Memphis 

Shelby — J.  D.  Biles,  Jr Memphis 

Shelby — Samuel  Blackwell  Memphis 

Shelby — W.  B.  Blaisdell,  Jr Memphis 

Shelby — W.  T.  Black,  Jr Memphis 

Shelby — R.  E.  Bland  (Col.) Memphis 

Shelby — Philip  B.  Bleecker Memphis 

Shelby — Geo.  M.  Bogardus Memphis 

Shelby — H.  0.  Bourkard Memphis 

Shelby — C.  G.  Bringle Memphis 

Shelby — W.  T.  Braun,  Jr Memphis 

Shelby — Joseph  A.  Buchignani Memphis 

Shelby — J.  G.  Burd Memphis 

Shelby — L.  L.  Carter Memphis 

Shelby— A.  J.  Cates Memphis 

Shelby — R.  E.  Ching Memphis 

Shelby — J.  Hughes  Chandler Memphis 

Shelby — J.  M.  Chandler Memphis 

Shelby — J.  M.  Chambers,  Jr Memphis 

Shelby — R.  B.  Chrisman,  Jr Memphis 

Shelby— Isaac  S.  Coe Memphis 

Shelby — James  H.  Collins Memphis 

Shelby — John  Kerr  Crawford Memphis 

Shelby — Phillip  T.  Crawford Memphis 

Shelby — J.  A.  Crisler,  Jr Memphis 

Shelby — J.  A.  Danciger Memphis 

Shelby — Floyd  M.  Davis Memphis 

Shelby — Chas.  J.  Deere Memphis 

Shelby — W.  F.  Dobyns Memphis 

Shelby — John  M.  Dougall Memphis 

Shelby — E.  S.  Eddins Memphis 

Shelby — C.  Barton  Etter Memphis 

Shelby — J.  D.  Evans Memphis 

Shelby — M.  L.  Evans Memphis 

Shelby — Taylor  Farrar Memphis 

Shelby — Turley  Farrar  Memphis 

Shelby — Benj.  Fendler Memphis 

Shelby — L.  F.  Ferrell Memphis 

Shelby — B.  F.  Floyd Memphis 

Shelby — Jos.  B.  Fowler Memphis 

Shelby — Dale  E.  Fox Memphis 


Shelby — Jos.  A.  Gardner,  Jr Memphis 

Shelby — Geo.  E.  Gish Memphis 

Shelby — Fred  A.  Goldberg Memphis 

Shelby — L.  I.  Goldsmith Memphis 

Shelby — David  W.  Goltman Memphis 

Shelby — Jack  Goltman Memphis 

Shelby — Paul  Hill  Goodman Memphis 

Shelby — H.  B.  Gotten Memphis 

Shelby — Nicholas  Gotten Memphis 

Shelby — H.  D.  Gray Memphis 

Shelby — V.  A.  Hall Memphis 

Shelby — J.  A.  Hanna Memphis 

Shelby — Carl  M.  Harwell,  Jr Memphis 

Shelby — R.  D.  Henderson Memphis 

Shelby — B.  S.  Henry Memphis 

Shelby — A.  L.  Herring Memphis 

Shelby — C.  H.  Householder Memphis 

Shelby — John  L.  Houston Memphis 

Shelby — Felix  A.  Hughes Memphis 

Shelby — James  G.  Hughes Memphis 

Shelby — John  D.  Hughes Memphis 

Shelby — Wm.  E.  Hurt Memphis 

Shelby — Chas.  W.  Ingle Memphis 

Shelby — Alvin  Ingram Memphis 

Shelby — Harry  Johnson Memphis 

Shelby — Albert  M.  Jones Memphis 

Shelby — 0.  N.  Jones Memphis 

Shelby — W.  B.  Key Memphis 

Shelby — Richard  King Memphis 

Shelby — John  C.  King Memphis 

Shelby — Nathanial  W.  Kuykendall,  Jr. ...Memphis 

Shelby — Chas.  K.  Lewis Memphis 

Shelby— Frank  Linn Memphis 

Shelby — Chas.  M.  Lobrano Memphis 

Shelby — D.  G.  Lockwood Memphis 

Shelby — J.  P.  Lockwood Memphis 

Shelby — J.  P.  Long,  Jr Memphis 

Shelby — J.  H.  Lotz Memphis 

Shelby — Wm.  M.  Lovejoy Memphis 

Shelby — Donald  A.  McCannel Memphis 

Shelby — 0.  S.  McCown,  Jr Memphis 

Shelby — J.  W.  McElroy Memphis 

Shelby — Eugene  E.  McKenzie Memphis 

Shelby — W.  F.  Mackey Memphis 

Shelby — Wm.  Battle  Malone,  II Memphis 

Shelby — Thomas  P.  Manigan Memphis 

Shelby — P.  M.  Markle Memphis 

Shelby — Alfred  D.  Mason,  Jr Memphis 

Shelby — Wm.  P.  Maury,  Jr Memphis 

Shelby — R.  A.  Miller Memphis 

Shelby — R.  W.  Miller Memphis 

Shelby — E.  D.  Mitchell,  Jr Memphis 

Shelby — J.  C.  Mobley,  Jr Memphis 

Shelby — Moore  Moore,  Jr Memphis 

Shelby — Thos.  Lane  Moore,  Jr Memphis 

Shelby — William  Sivley  Moore Memphis 

Shelby — J.  P.  Moss Memphis 

Shelby — Henry  Moskowitz  Memphis 

Shelby — Francis  Murphey Memphis 

Shelby — Van  A.  Odle Memphis 

Shelby — Bedford  T.  Otey Memphis 

Shelby — Alfred  H.  Page Memphis 

Shelby — Wm.  H.  Parker Memphis 

Shelby — Ben  Pentecost Memphis 

Shelby — J.  R.  Pepin Memphis 
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Shelby— M.  L.  Pepper Memphis 

Shelby — V.  D.  Pettit Memphis 

Shelby — Raymond  W.  Polk Memphis 

Shelby — G.  S.  Plog Memphis 

Shelby — Ira  F.  Porter Memphis 

Shelby — Hugh  R.  Raines Memphis 

Shelby — S.  L.  Raines Memphis 

Shelby — R.  Beverley  Ray Memphis 

Shelby — L.  C.  Ramsay Memphis 

Shelby — Hal  S.  Rhea Memphis 

Shelby — Chas.  G.  Robinson Memphis 

Shelby — Wm.  A.  Runkle Memphis 

Shelby — Wm.  T.  Satterfield Memphis 

Shelby — Schayel  Seheinberg Memphis 

Shelby— Lee  Jess  Seargeant,  Jr Memphis 

Shelby — E.  C.  Segerson Memphis 

Shelby — J.  L.  Shaw Memphis 

Shelby — Hugh  Smith  Memphis 

Shelby — P.  A.  Statile Memphis 

Shelby — S.  D.  Sullenberger Chattanooga 

Shelby — Bryant  S.  Swindoll Memphis 

Shelby — B.  S.  Talley Memphis 

Shelby— R.  C.  Taylor Memphis 

Shelby — M.  J.  Tendler Memphis 

Shelby — W.  M.  Tipton Memphis 

Shelby— A.  B.  Tripp Memphis 

Shelby — I.  F.  Tullis,  Jr Memphis 

Shelby — C.  F.  Varner .Memphis 

Shelby — Jack  Viscofsky Memphis 

Shelby—  R.  A.  Wallace Memphis 

Shelby — T.  L.  Waring Memphis 

Shelby — 0.  S.  Warr,  Jr Memphis 

Shelby — W.  W.  Watkins Memphis 

Shelby — J.  E.  Watson,  Jr Memphis 

Shelby— Julian  K.  Welch,  Jr Memphis 

Shelby— S.  I.  Wener Memphis 

Shelby — Horace  G.  Williams 1 Memphis 

Shelby — W.  L.  Wilhelm Memphis 

Shelby — Harwell  Wilson Memphis 

Shelby — John  M.  Wilson Memphis 

Shelby — J.  E.  Wilson Memphis 

Shelby — C.  Frank  Yates Memphis 

Sullivan — J.  W.  Erwin Blountville 

Sullivan — W.  C.  Carreras Bristol 

Sullivan — Tom  Kuhnert Bristol 

Sullivan — John  Marcy Bristol 

Sullivan — G.  W.  McCall  Bristol 

Sullivan — B.  W.  Mongle Bristol 

Sullivan — L.  B.  Snapp,  II Bristol 

Sullivan — Myron  J.  Adams Kingsport 

Sullivan — F.  L.  Alloway Kingsport 

Sullivan — R.  W.  Asthalter Kingsport 

Sullivan — H.  0.  Bolling Kingsport 

Sullivan — R.  H.  Brown Kingsport 

Sullivan — H.  S.  Burem Kingsport 

Sullivan — John  B.  Hamilton Kingsport 

Sullivan — B.  Roy  Howard Kingsport 

Sullivan — K.  R.  Kiesau Kingsport 

Sullivan — M.  D.  Massengill,  Jr Kingsport 

Sullivan— J.  F.  Morton Kingsport 

Sullivan — R.  G.  Nichols Kingsport 

Sullivan— Raymond  A.  Steadman Kingsport 


Sumner — P.  M.  Huggin Gallatin 

Sumner— Benjamin  A.  Warren Gallatin 

Tipton — N.  L.  Hyatt Covington 

Tipton — J.  S.  Ruffin,  Jr Covington 

Tipton — 0.  J.  Swisher Covington 

Unicoi — R.  H.  Harvey Erwin 

Unicoi — W.  C.  Humbert Erwin 

Unicoi — H.  L.  Monroe Erwin 

Union — Norman  H.  Rucker Luttrell 

Washington — C.  M.  Creech Johnson  City 

Washington — H.  B.  Fuqua Johnson  City 

Washington — C.  S.  Gresham Johnson  City 

Washington — W.  D.  Hankins Johnson  City 

Washington — Harry  Myron,  Jr Johnson  City 

Washington — W.  L.  Poole Johnson  City 

Washington — W.  G.  Preas Johnson  City 

Washington — Hugh  F.  Swingle Johnson  City 

Washington — Charles  P.  Wofford Johnson  City 

Washington — H.  B.  Cupp Mountain  Home 

Washington — John  Busey Mountain  Home 

Washington — Ernest  Marcus Mountain  Home 

Weakley— Paul  W.  Wilson Dresden 

Weakley — Madison  H.  Buckley Martin 

Williamson — W.  F.  Roth,  Jr Franklin 

Wilson— 0.  R.  Hill Lebanon 

Wilson — James  McFarland,  Jr Lebanon 

Wilson — W.  K.  Tilley Lebanon 

DOCTORS  WHO  APPLIED  FOR  COMMISSIONS, 
BUT  REJECTED  ON  PHYSICAL  GROUNDS 

Anderson — Trent  0.  Huff Clinton 

Anderson — A.  J.  Butler Clinton 

Carter — John  L.  Chesnut Elizabethton 

Carter — E.  T.  Pearson Elizabethton 

Coffee — Wm.  M.  Minnis Manchester 

Davidson — Carl  E.  Adams Nashville 

Davidson — E.  E.  Anderson Donelson 

Davidson — Joe  E.  Sutherland Madison  College 

Davidson- — J.  J.  Ashby Nashville 

Davidson — Edward  H.  Barksdale Nashville 

Davidson — Lynch  D.  Bennett Nashville 

Davidson — John  M.  Boylin Nashville 

Davidson — James  L.  Fuqua Nashville 

Davidson — David  W.  Hailey Nashville 

Davidson — William  Palmer  Hardy Nashville 

Davidson — -Andrew  N.  Hollabaugh Nashville 

Davidson — Thos.  M.  Jordan Nashville 

Davidson — J.  K.  Kaufman Nashville 

Davidson — Carl  Kirchmaier : Nashville 

Davidson — Sidney  S.  McClellan Nashville 

Davidson — James  C.  Overall Nashville 

Davidson — James  N.  Owens Nashville 

Davidson — Don  C.  Peterson Nashville 

Davidson — Paul  E.  Purks Nashville 

Davidson — Jas.  S.  Reed Nashville 

Davidson — Eugene  M.  Regen Nashville 

Davidson — S.  S.  Riven Nashville 

Davidson — Trimble  Sharber Nashville 

Davidson — T.  Emerson  Simpkins Nashville 

Davidson — -D.  W.  Smith Nashville 

Davidson- — Herman  Spitz Nashville 

Davidson — Albert  Weinstein Nashville 

Davidson — 0.  L.  Westbrooks  (Col.) Nashville 

Davidson — Eston  D.  White Nashville 

Davidson — W.  W.  Wilkerson,  Jr Nashville 
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Davidson — V.  J.  Wong Nashville 

Davidson — J.  H.  Solomon Old  Hickory 

Franklin — Jeff  C.  Moore Winchester 

Gibson — Chas.  W.  Davis Humboldt 

Gibson — Henry  N.  Moore Milan 

Gibson — F.  A.  Taylor Trenton 

Greene — John  A.  Brabson Greeneville 

Hamblen — M.  J.  Bellaire Morristown 

Hamblen — Y.  A.  Jackson Morristown 

Hamblen — Maxwell  D.  Raine Morristown 

Hamilton — Justin  0.  Adams Chattanooga 

Hamilton — William  D.  Anderson Chattanooga 

Hamilton — William  Ross  Buttram Chattanooga 

Hamilton — Erwin  M.  Funderburk Chattanooga 

Hamilton — Orville  C.  Gass Chattanooga 

Hamilton — Foster  Hampton,  Jr Chattanooga 

Hamilton — H.  P.  Hewitt Chattanooga 

Hamilton — John  W.  Hocker Chattanooga 

Hamilton — D.  Isbell Chattanooga 

Hamilton — D.  B.  Karr Chattanooga 

Hamilton — Geo.  E.  Lacy Chattanooga 

Hamilton — Hugh  B.  Magill Chattanooga 

Hamilton — J.  G.  McMillan Chattanooga 

Hamilton — Fred  E.  Marsh Chattanooga 

Hamilton — J.  R.  Martin Chattanooga 

Hamilton — O.  B.  Murray Chattanooga 

Hamilton — Clarence  Shaw Chattanooga 

Hamilton — H.  J.  Starr Chattanooga 

Hamilton — W.  E.  Van  Order Chattanooga 

Hamilton — J.  J.  Word Chattanooga 

Hamilton — P.  H.  Dietrich Ooltewah 

Hardeman— Aubrey  Richards Whiteville 

Hawkins — John  E.  Kite,  Jr Bulls  Gap 

Henry — Barton  McSwain Paris 

Knox — Troy  P.  Bagwell Knoxville 

Knox — Charles  W.  Black Knoxville 

Knox — P.  H.  Cardwell Knoxville 

Knox — William  E.  Clark Knoxville 

Knox — Earl  Donathan Knoxville 

Knox — Roy  Fisher Knoxville 

Knox — Louis  E.  Haun Knoxville 

Knox — John  R.  Hill Knoxville 

Knox — Geo.  T.  Howard Knoxville 

Knox — George  L.  Inge Knoxville 

Knox — Edwin  E.  Miller Knoxville 

Knox — John  Moore Knoxville 

Knox — Owen  D.  Moore Knoxville 

Knox — Joel  C.  Morris Knoxville 

Knox — Frank  O.  Nichols Knoxville 

Knox — Bruce  R.  Powers Knoxville 

Knox — Chas.  C.  Smeltzer Knoxville 

Knox — V.  I.  Smith Knoxville 

Knox — Geo.  M.  Trotter Knoxville 

Knox — Richard  G.  Waterhouse Knoxville 

Knox — V.  M.  Williger Knoxville 

Lawrence — V.  H.  Crowder Lawrenceburg 

Lawrence — W.  0.  Crowder Lawrenceburg 

Loudon — J.  P.  Cullum Lenoir  City 

Madison — Glenn  D.  Batten Jackson 

Madison — Henry  H.  Herron Jackson 

Madison — Leland  M.  Johnston Jackson 

Madison — John  C.  Pearce Jackson 

Madison — Alvin  Rosenbloom Jackson 

Marshall — J.  T.  Gordan Lewisburg 

Maury — H.  C.  Busby Columbia 


Maury — Leon  S.  Ward Mt.  Pleasant 

Montgomery — B.  H.  Webster Clarksville 

Morgan — Wm.  E.  Gallion Oakdale 

Robertson — Raymond  H.  Ilirsch Whitehouse 

Robertson— J.  E.  Wilkison Springfield 

Sevier— R.  A.  McCall Sevierville 

Sevier — J.  Myron  Mittleman Sevierville 

Shelby — Jacob  Alperin Memphis 

Shelby. — H.  E.  Atherton Memphis 

Shelby — W.  W.  Aycock Memphis 

Shelby. — George  B.  Bland Memphis 

Shelby — Harold  B.  Boyd Memphis 

Shelby — James  T.  Bridges Memphis 

Shelby — Davis  L.  Brown Memphis 

Shelby — W.  D.  Burkhalter Memphis 

Shelby — Chas.  H.  Carter Memphis 

Shelby— Peter  J.  Cavallo Memphis 

Shelby — E.  D.  Connell Memphis 

Shelby — Jewell  M.  Dorris Memphis 

Shelby — George  C.  Furr Memphis 

Shelby — H.  Wm.  Greenburgh Memphis 

Shelby — A.  J.  Grobmyer,  Jr Memphis 

Shelby — Robert  M.  Gross Memphis 

Shelby — Chas.  Wm.  Harting Memphis 

Shelby — H.  J.  Jacobson Memphis 

Shelby — Lyman  Kasselberg Memphis 

Shelby. — Robert  A.  Knight Memphis 

Shelby- — Phil  M.  Lewis Memphis 

Shelby — Frank  0.  McGehee Memphis 

Shelby — C.  H.  McKay Memphis 

Shelby — Jas.  W.  McKinney Memphis 

Shelby — Oliver  S.  Matthews Memphis 

Shelby — Leroy  H.  Mayfield Memphis 

Shelby — C.  Wilson  Moore Memphis 

Shelby — Swan  B.  Moss Memphis 

Shelby — Thos.  C.  Moss Memphis 

Shelby — Roland  H.  Myers Memphis 

Shelby- — Charles  M.  Oberschmidt Memphis 

Shelby — Donald  W.  Oelker Memphis 

Shelby — Chas.  B.  Olim Memphis 

Shelby — Leo  F.  Pierotti Memphis 

Shelby— Michael  J.  Roach,  Jr Memphis 

Shelby — Jesse  M.  Roy Memphis 

Shelby. — R.  0.  Rychener Memphis 

Shelby — Arthur  R.  Sample Memphis 

Shelby. — David  E.  Scheinberg Memphis 

Shelby- — Phillip  C.  Schreier Memphis 

Shelby — Lawrence  Sebulsky Memphis 

Shelby — Jos.  S.  Stabnick Memphis 

Shelby — E.  A.  Stanfield,  Jr Memphis 

Shelby — 0.  B.  Stegall Memphis 

Shelby — Edwin  M.  Stevenson Memphis 

Shelby — W.  W.  Taylor Memphis 

Shelby — John  E.  Whiteleather Memphis 

Smith — L.  R.  Sloan Carthage 

Sullivan— Wm.  H.  Chappell Kingsport 

Sullivan — W.  A.  Wiley Kingsport 

Washington — J.  R.  Bowman Johnson  City 

Washington — T.  P.  McKee Johnson  City 

Washington— John  F.  Moore Johnson  City 

Washington — G.  V.  Stanton Limestone 

Wayne — Dexter  L.  Woods Waynesboro 

Weakley — R.  W.  Brandon,  Jr Greenfield 

Weakley — M.  D.  Ingram Dresden 

Williamson — R.  H.  Hutcheson Franklin 
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The  Meeting  of  the  Tennessee  State 
Medical  Association 

The  Tennessee  State  Medical  Association 
will  hold  its  annual  meeting  in  the  Noel 
Hotel,  Nashville,  Tennessee,  April  11,  12, 
13,  1944. 

On  another  page  of  this  issue  of  the 
Journal  will  be  found  a statement  of  the 
scientific  program  that  will  be  presented. 
It  will  be  noted  that  a large  list  of  distin- 
guished guest  speakers  will  appear  on  the 
program,  and  that  a wide  range  of  sub- 
jects will  be  discussed.  There  will  be  some- 
thing of  interest  to  every  one. 

A great  deal  of  emphasis  has  been  placed 
on  the  importance  of  postgraduate  educa- 
tion for  doctors  in  the  armed  services. 
There  has  been  little  opportunity  for  post- 
graduate work  for  the  doctors  left  at  home. 
A state  meeting  is  one  form  of  postgrad- 
uate work,  and,  in  addition,  there  is  in- 
spiration and  stimulation  to  be  had  from 
such  a meeting. 

Many  doctors,  too  many  doctors  in  fact, 
need  a respite  from  the  daily  grind.  It 
is  believed  that  this  meeting  of  the  State 
Association  should  be  and  will  be  one  of  the 
largest  meetings  we  have  ever  had. 


“The  American  People  — What  They 
Think  About  Doctors,  Medical  Care, 
and  Prepayment  Plans” 

For  some  time  now  many  assertions  have 
been  made  by  people  in  high  places  con- 
cerning the  medical  profession,  organized 
medicine,  and  medical  care.  Many  of  these 
assertions  were  not  in  line  with  the  facts. 
This,  we  doctors  knew,  but  the  data  with 
which  to  support  our  contentions  were  not 
available. 

The  National  Physicians  Committee, 
therefore,  has  had  a survey  made  to  de- 
termine what  the  people  think  of  doctors. 
This  survey  was  not  made  by  doctors.  It 
was  made  by  the  organization  commonly 
regarded  as  the  most  capable  in  this  par- 
ticular field. 

A report  on  this  survey  was  released 
March  8.  It  is  reproduced  in  the  JOURNAL 
because  it  supplies  the  answers  to  so  many 
of  the  unfounded  assertions  that  have  been 
made.  Every  member  should  read  this  re- 
port and,  in  addition,  preserve  this  copy 
of  the  Journal  for  review.  This  is  the 
most  important  survey  ever  made,  touch- 
ing many  questions  that  are  being  agitated 
today  concerning  doctors,  medical  care,  etc. 


A Correction 

On  page  64  of  The  Journal  of  the  Ten- 
nessee State  Medical  Association  for 
February  the  following  names  appear  as 
members  of  the  Council  on  Medical  Service 
and  Public  Relations: 

Thomas  A.  McGoldrick,  M.D. ; Edwin  S. 
Hamilton,  M.D. ; Lloyd  Nolan,  M.D.;  Parke 
G.  Smith,  M.D.;  and  William  R.  Molony, 
Sr.,  M.D. 

This  is  an  error.  These  men  served  as 
the  Reference  Committee  of  the  House  of 
Delegates  and  the  Council  is  composed  of 
the  following  men  and  has  recently  em- 
ployed Dr.  G.  Lombard  Kelly,  as  executive 
secretary : 

Louis  H.  Bauer,  M.D.,  chairman,  Hemp- 
stead, New  York. 

James  E.  Paullin,  M.D.,  Atlanta,  Geor- 
gia. 

Brig.  Gen.  Fred  W.  Rankin,  M.D.,  Wash- 
ing-ton, D.  C. 

Roger  I.  Lee,  M.D.,  Boston,  Massachu- 
setts. 
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The  above  cartoon  appeared  originally  in  the  Nashville  Banner  for  March  6,  1944. 

We  are  indebted  to  Mr.  Charles  Moss,  Managing  Editor,  and  Mr.  Cal  Alley,  the  cartoonist,  for  the  privilege 
of  reproducing  it  in  the  Journal.  It  tells  a fine  story. 
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Alfred  W.  Adson,  M.D.,  Rochester,  Min- 
nesota. 

John  H.  Fitzgerald,  M.D..  Portland,  Ore- 
gon. 

W.  S.  Leathers,  M.D.,  Nashville,  Tennes- 
see. 

E.  J.  McCormick,  M.U.,  Toledo,  Ohio. 

James  R.  McVay,  M.D.,  Kansas  City,  Mis- 
souri. 

Olin  West,  M.D.,  Chicago,  Illinois. 


TENTATIVE  PROGRAM 
OF  THE 

Tennessee  State  Medical  Association 

Noel  Hotel,  Nashville,  Tennessee,  April 
11,  12,  13,  1944 

The  following  program  is  not  exactly  com- 
plete and  it  is  not  arranged  as  it  will  appear 
in  the  official  program  when  distributed  to 
the  members  about  April  1 st 

It  will  suffice  to  demonstrate  its  worth- 
whileness. 

EVENING  PROGRAM 
Tuesday,  April  11,  1944 
8:00  P.M. 

fin  Address 

DR.  O.  N.  BRYAN,  President,  Tennessee  State 
Medical  Association,  Nashville. 

An  Address 

DR.  JAMES  E.  PAULLIN,  President,  American 
Medical  Association,  Atlanta,  Georgia. 

An  Address 

BRIGADIER  GENERAL  HUGH  J.  MORGAN, 
Consultant  to  the  Surgeon  General,  United  States 
Army,  Washington,  D.  C. 

GUEST  SPEAKERS 

Some  Complications  of  Obstetrics  as  Seen  in  China 

DR.  FRANK  E.  WHIT  ACRE,  Formerly  Instructor 
in  Obstetrics  in  Tennessee — Recently  a Prisoner  of 
War  in  the  Philippines 

« 

A Colored  Motion  Picture  of  Normal  and  Abnormal 
Conditions  in  the  Terminal  Portion  of  the  Colon, 
with  Comments 

DR.  LOUIS  A.  BUIE,  Rochester,  Minnesota. 

Drugs  on  the  Market 

DR.  AUSTIN  E.  SMITH,  Secretary,  Council  on 
Pharmacy  and  Chemistry,  American  Medical  Asso- 
ciation, Chicago,  Illinois. 

Address 

DR  C.  M PETERSON,  Secretary,  Council  on  In- 
dustrial Health,  American  Medical  Association,  Chi- 
cago, Illinois. 

Benign  Obstructive  Lesions  in  the  Right  Lower 
Quadrant 

DR.  J R.  BROMWELL  BRANCH,  Instructor  for 
the  Committee  on  Postgraduate  Instruction  in  Sur- 
gical Diagnosis. 


Practical  Aspects  of  the  Management  of  Lym- 
phogranuloma Venereum 

DR.  C.  H.  MANN,  Medical  Director,  E.  R.  Squibb  & 
Sons,  New  York  City 

ESSAYS 

The  Treatment  of  Fractures  of  the  Elbow  in 
Children 

DR.  H.  B.  BOYD,  Memphis. 

To  Discuss:  DR.  R.  R.  BROWN,  Nashville. 

DR.  GEORGE  INGE,  Knoxville. 

The  Rational  Management  of  Benign  Prostatic 
Obstruction 

DR.  R F.  MAYER,  Memphis. 

To  Discuss:  DR.  J.  C.  PENNINGTON,  Nashville. 

DR.  G.  A.  WILLIAMSON,  Knoxville. 

Goitre,  Diagnosis  and  Treatment 

DR.  L C.  SANDERS,  Memphis. 

To  Discuss:  DR.  N.  S.  SHOFNER,  Nashville. 

DR.  J L BIBB,  Chattanooga. 

Diagnosis  and  Treatment  of  Rectosigmoidal  Ma- 
lignancy 

DR.  M.  W.  HOLEHAN,  Memphis, 

To  Discuss  DR.  HERBERT  ACUFF,  Knoxville. 

DR.  L.  W.  EDWARDS,  Nashville 

The  Implication  of  the  Importation  of  Malaria 
by  Personnel  of  the  Armed  Forces 

DR.  R B WATSON,  Memphis. 

To  Discuss:  DR  W.  S.  LEATHERS,  Nashville. 

DR  F.  L.  ROBERTS.  Memphis 

Amebiasis 

DR.  E.  L.  TURNER,  Nashville. 

To  Discuss:  DR.  C.  H SANFORD,  Memphis. 

DR.  W.  E.  BRYAN,  Chattanooga 

Criteria  and  Methods  in  the  Management  of 
Diabetes 

DR.  R C DERIVAUX,  Nashville. 

To  Discuss:  DR.  W.  C.  CHANEY,  Memphis 
DR  E R.  ZEMP,  Knoxville 

Diagnosis  of  Extra-Uterine  Pregnancy 

DR  L.  E.  BURCH,  Nashville. 

To  Discuss:  DR.  J.  C.  AYRES,  SR.,  Memphis. 

DR  GENE  H KISTLER,  Chatta- 
nooga . 

How  Should  a Cancer  of  Prostate  Be  Treated 

DR.  BURNETT  W.  WRIGHT,  Nashville. 

To  Discuss:  DR.  TOM  R.  BARRY,  Knoxville. 

DR.  C.  D.  ALLEN,  Memphis. 

Diarrhea  in  Adults 

DR  FRED  E.  MARSH.  Chattanooga. 

To  Discuss:  DR.  JACK  WITHERSPOON,  Nash- 
ville. 

DR  W.  C.  COLBERT,  Memphis. 

Occupational  Dermatitis  (Colored  Lantern  Slides) 

DR  CLARENCE  SHAW,  Chattanooga. 

To  Discuss:  DR  C.  M HAMILTON,  Nashville. 

DR.  E.  E.  BROWN,  Nashville 

Complications  of  Anti-Rabies  Prophylaxis;  with 
Suggestions  as  to  Treatment 

DR.  CHARLES  ROBERT  THOMAS,  Chattanooga. 
To  Discuss:  DR.  T.  V.  WOODRING,  Nashville 
DR  S.  L WADLEY,  Memphis. 

Toxemia  of  Pregnancy 

DR.  L E DYER,  Greeneville. 

To  Discuss:  DR  M.  S LEWIS,  Nashville 
DR  W.  T.  PRIDE,  Memphis 
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Gerontology  and  Gerontotherapy 

DR  WM.  E.  HOWELL,  Morristown. 

To  Discuss:  DR.  W.  H WITT,  Nashville. 

DR.  T.  R RAY,  Shelbyville 

Hodgkin’s  Disease 

DR.  CHARLES  C.  SMELTZER,  Knoxville. 

To  Discuss:  DR.  DAVID  W.  HAILEY,  Nashville. 
DR.  LYLE  MOTLEY,  Memphis. 

Some  Psychiatric  Points  of  Interest  for  the  Gen- 
eral Practitioner 

DR.  JESSE  C.  HILL,  Knoxville. 

To  Discuss:  DR.  FRANK  H LUTON,  Nashville 
DR.  E.  W.  COCKE,  Memphis. 

Sinusitis  as  a Cause  of  Chronic  Cough  in  Children 

DR.  J.  R.  BOWMAN,  Johnson  City. 

To  Discuss:  DR.  JOHN  M LEE,  Nashville 
DR.  W.  L RUCKS,  Memphis. 

Symposium  on  the  Venereal  Disease  Problem: 

1.  Laboratory  Diagnosis  of  Gonorrhea — 10  min- 

utes 

DR.  HERMAN  SPITZ,  Nashville. 

2.  Management  of  Gonorrhea  in  General  Prac- 

tice— 10  minutes 

DR.  J.  LOGAN  MORGAN,  Memphis. 

3.  The  Present  Status  of  the  Rapid  Treatment 

of  Syphilis — 10  minutes 

DR.  R.  H.  KAMPMEIER,  Nashville. 

4.  Management  of  Some  Common  Phase  of  Late 

Syphilis  in  Practice — 10  minutes 

DR.  E.  R.  HALL,  Memphis. 

5.  Practical  Aspects  of  the  Management  of  Lym- 

phogranuloma Venereum — 20  minutes 

DR  C.  H.  MANN,  Medical  Director,  E.  R Squibb 
& Sons,  New  York  City. 

To  Discuss : 

DR  R.  L ZOBEL.  Nashville,  U.S.P.H.S., 
Tennessee  State  Department  of  Health 
DR.  C.  B.  TUCKER,  Nashville,  Tennessee  State 
Department  of  Health 

DR  A J.  von  WERSSOWETZ,  Chattanooga. 
DR.  EVERETT  T.  DUNCAN,  U.S.P.H.S., 
Isolation  Hospital,  Nashville. 

DR.  MURRAY  C.  BROWN,  Nashville,  Venereal 
Disease  Control  Program. 


DEATHS 


Dr.  Samuel  S.  Briggs 
Dr.  Samuel  S.  Briggs,  Nashville;  Van- 
derbilt University  School  of  Medicine, 
Nashville,  1889 ; aged  seventy-seven ; died 
January  28,  1944. 


Dr.  Charles  F.  Clayton 
Dr.  Charles  F.  Clayton,  Knoxville ; Uni- 
versity of  Louisville  School  of  Medicine, 
1910;  aged  fifty-eight;  died  February  11, 
1944. 


Dr.  W.  M.  Cunningham 
Dr.  W.  M.  Cunningham,  Cumberland 
Furnace;  University  of  Tennessee  School  of 
Medicine,  1910;  aged  fifty-eight;  died  Feb- 
ruary 24,  1944. 


Dr.  John  Overton 

Dr.  John  Overton,  Nashville;  Vanderbilt 
University  School  of  Medicine,  Nashville, 
1905;  aged  sixty-four;  died  February  26, 
1944. 


RESOLUTIONS 


Dr.  E.  H.  Lowe 

With  profound  sorrow,  the  members  of 
the  Blount  County  Medical  Society  record 
the  death  of  one  of  its  oldest  members 
and  one  of  its  most  earnest  and  zealous 
friends,  Edwin  H.  Lowe. 

Doctor  Lowe  was  born  in  East  Hun- 
tington township  near  Mt.  Pleasant, 
Pennsylvania,  January  21,  1870.  His  early 
education  was  received  in  the  public  schools 
of  Mt.  Pleasant.  He  later  prepared  for 
college  at  Colgate  Institute,  entering  the 
University  of  Pittsburgh  Medical  Depart- 
ment in  the  fall  of  1889,  graduating  in 
March,  1892. 

After  serving  his  internship  in  St.  Fran- 
cis Hospital,  Pittsburgh,  he  located  at  Mt, 
Pleasant,  Pennsylvania,  where  he  prac- 
ticed his  profession  until  April,  1898,  when 
he  entered  the  services  of  his  country  in 
the  Spanish-American  War  and  Philippine 
Insurrection.  After  finishing  his  service 
in  the  Philippines,  he  returned  to  the 
States  and  again  entered  private  practice 
at  Windber,  Pennsylvania.  Here  he  re- 
mained until  February,  1917,  when  he 
moved  to  Maryville,  Tennessee.  Soon  after 
locating  in  Maryville  he  was  appointed 
medical  director  for  the  Aluminum  Com- 
pany of  America  at  Alcoa. 

His  active  interest  in  and  his  work  for 
the  Aluminum  Company  of  America  and 
its  employees  were  not  lessened  by  his  long 
years  of  service  and  devotion  to  duty. 

Be  it  therefore  resolved  that  this  ex- 
pression of  appreciation  be  sent  to  the 
family  of  Dr.  E.  H.  Lowe  and  a copy  be 
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spread  upon  the  minutes  of  the  Blount 
County  Medical  Society. 

G.  D.  LeQuire, 

K.  A.  Bryant, 

J.  F.  Manning, 
Committee  on  Resolutions. 


I)r.  C.  C.  Vinsant 

Born,  November  5,  1876.  Died,  April  22, 
1943. 

Dr.  Charles  C.  Vinsant  was  born  and 
reared  on  a farm  near  Jackson,  Campbell 
County,  Tennessee.  He  was  educated  in 
the  public  schools  of  Campbell  County  and 
the  University  of  Harriman.  He  graduated 
in  medicine  from  the  University  of  Ten- 
nessee in  1907,  and  has  practiced  four 
years  at  Briceville,  Tennessee;  five  at  Eto- 
wah, Tennessee;  and  at  Maryville  since 
1916. 

He  operated  a private  hospital  in  Mary- 
ville for  two  years,  after  which  his  inter- 
ests were  consolidated  with  the  Carson 
Hospital,  with  which  he  became  associated 
as  visiting  surgeon.  At  this  time  he  was, 
and  continued  to  be  until  his  death,  con- 
sulting surgeon  of  the  Aluminum  Company 
of  America.  He  was  a member  of  the 
County,  State,  East  Tennessee,  and  Amer- 
ican Medical  Associations. 

The  passing  of  Dr.  Chaides  C.  Vinsant 
brings  to  a close  the  life  of  one  of  the  most 
interesting  and  inspiring  physicians  of  our 
society. 

By  his  death  we  have  lost  a beloved  as- 
sociate whose  outstanding  character  as  a 
physician  and  surgeon  reflected  high  honor 
on  our  profession  and  whose  memory  is 
a worthy  inspiration  for  all  time.  It  is 
fitting  that  we  should  record  Doctor  Vin- 
sant’s  personal  qualities  as  they  were  re- 
vealed to  the  members  of  the  Blount  County 
Medical  Society  in  our  daily  contact.  His 
was  a sterling  character.  The  society  rec- 
ognizes that  his  wise,  skillful,  and  vigorous 
conduct  has  conferred  distinction  upon  the 
society,  and  has  done  much  to  establish  its 
future  work  in  public  regard. 

He  resisted  with  firmness  all  pressure 
toward  favoritism.  He  had  a sense  of  fair- 
ness which  made  his  counsel  much  sought. 
As  a physician  and  surgeon  he  has  left 
the  society  and  the  community  his  debtor. 


His  writings  and  work  testify  to  the 
breadth  of  his  training,  and  he  exerted 
great  influence  in  keeping  the  role  of  gen- 
eral surgery  equally  broad. 

Be  it  resolved  that  a copy  of  these  resolu- 
tions be  spread  upon  the  official  minutes 
of  the  Blount  County  Medical  Society  and 
a copy  be  transmitted  to  Mrs.  Vinsant  and 
family  that  we  may  extend  to  her  and  the 
members  of  the  family  an  expression  of  our 
sincere  sympathy  and  heartfelt  condolence. 

G.  D.  LeQuire, 

K.  A.  Bryant, 

J.  F.  Manning, 
Committee  on  Resolutions. 


NEWS  FROM  AND  ABOUT 
TENNESSEE  DOCTORS  IN 
THE  MILITARY  SERVICE 


John  H.  Lesher,  lieutenant  colonel,  Med- 
ical Corps,  0-341486,  130th  General  Hospi- 
tal, care  Stark  General  Hospital,  Charles- 
ton, South  Carolina,  to  130th  General  Hos- 
pital, care  Moore  General  Hospital,  Swan- 
nanoa,  North  Carolina. 

P.  M.  Dings,  captain,  Medical  Corps, 
Hempstead,  New  York,  to  Box  1833,  Al- 
bany Air  Region,  Albany  1,  New  York. 

Dr.  George  Henson,  Pinehurst,  North 
Carolina,  to  Box  331,  Southern  Pines, 
North  Carolina. 

William  A.  Garrott,  major,  Medical 
Corps,  Cleveland,  now  located  at  Station 
Hospital,  Indiantown  Gap  Military  Reser- 
vation, Indiantown  Gap,  Pennsylvania. 

L.  D.  Farragut,  captain,  Medical  Corps, 
0312130,  McCloskey  General  Hospital,  Tem- 
ple, Texas,  to  Station  Hospital,  Fort  Jack- 
son,  South  Carolina. 

Charles  Thomas  Read,  captain,  Medical 
Corps;  present  address,  99th  Evacuation 
Hospital  “C,”  Needles,  California. 


NEWS  NOTES  AND  COMMENTS 


The  Sanders  Clinic  announces  the  asso- 
ciation of  Dr.  R.  M.  Pool,  surgery,  and  Dr. 
S.  F.  Strain,  medicine,  Physicians  and  Sur- 
geons  Building,  Memphis,  Tennessee. 
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Change  of  Address 

Dr.  Edmund  A.  Lodge,  Mountain  Home, 
to  89  V2  Prospect  Street,  Gloucester,  Massa- 
chusetts. 

Dr.  A.  L.  Jenkins,  Pruden,  Tennessee,  to 
Alva,  Kentucky. 

Dr.  A.  E.  Hardison,  Memphis,  to  Atlanta, 
Georgia. 

Dr.  C.  T.  Cox,  Westport,  to  Hollow 
Rock,  Tennessee. 

Dr.  S.  J.  Axelrod,  Chattanooga,  to  Office 
of  Labor,  War  Food  Administration,  Wash- 
ington, D.  C. 

Dr.  W.  L.  Howard,  Memphis,  to  Western 
State  Hospital,  Bolivar. 


The  Committee  on  Postgraduate  Instruc- 
tion in  Surgical  Diagnosis  received  a very 
interesting  letter  from  Col.  Henry  M.  Van 
Hook,  camp  surgeon  of  Camp  Campbell. 
We  reproduce  the  letter  with  pleasui*e. 

“17  February  1944. 

Gentlemen : 

“We  wish  to  express  our  appreciation  to 
the  Tennessee  State  Medical  Association 
for  the  privilege  of  attending  the  fine  series 
of  surgical  lectures  delivered  by  Dr.  J.  R. 
Bromwell  Branch. 

“The  lectures  were  exceptionally  well  re- 
ceived by  all  the  medical  officers  in  attend- 
ance. Doctor  Branch  has  an  easy,  inter- 
esting style  of  delivery  and  impressed  all 
of  us  very  much.  The  lectures  were  stimu- 
lating, enlightening,  and  the  series  was 
indeed  an  excellent  postgraduate  course. 

Very  sincerely, 

(Signed)  “H.  M.  Van  Hook, 

“Camp  Surgeon.” 


Color  Films 

The  motion  picture  in  color,  “Continuous 
Caudal  Analgesia  in  Obstetrics,”  which  was 
made  available  by  Eli  Lilly  and  Company, 
Indianapolis,  for  showing  before  medical 
societies  and  hospital  staffs,  has  been  in 
continuous  demand  since  release  several 
months  ago.  It  was  made  at  the  United 
States  Marine  Hospital,  Staten  Island,  by 
authorization  of  the  Surgeon  General, 
United  States  Public  Health  Service,  and 
the  demonstrations  were  carried  out  by 
Doctors  Hingson  and  Edwards,  originators 
of  the  technic. 


The  three  films  that  were  made  at  the 
Nutrition  Clinic  of  the  University  of  Cin- 
cinnati in  the  Hillman  Hospital,  Birming- 
ham, Alabama,  under  the  joint  auspices  of 
the  Department  of  Internal  Medicine  at  the 
University  of  Cincinnati  and  the  Univer- 
sity Hospitals  of  Cleveland  have  likewise 
been  in  constant  circulation.  One  of  these 
deals  with  thiamin  chloride  deficiency,  one 
with  nicotinic  acid  deficiency,  and  the  third 
with  ariboflavinosis. 

None  of  the  films  contain  advertising. 
They  are  available  to  physicians  for  show- 
ing before  medical  societies  and  hospital 
staffs. 
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Davidson  County: 

A realistic  demonstration  of  the  functions 
of  a medical  battalion  in  combat  areas  was 
given  February  24  for  more  than  thirty 
Nashville  and  Davidson  County  Medical 
Society  members,  who  visited  Camp  Camp- 
bell as  guests  of  the  post  commander,  Col. 
Herbert  E.  Taylor,  and  the  camp  surgeon. 
Col.  Henry  M.  Van  Hook. 

The  demonstration  was  given  by  the 
220th  Medical  Battalion  of  the  Twentieth 
Armored  Division,  under  the  supervision  of 
Maj.  S.  N.  Mazar,  and  showed  the  succes- 
sive stages  of  treatment  for  those  wounded 
in  action. 

Later  the  group  of  Davidson  Countians 
was  taken  for  tank  and  jeep  rides  on  the 
camp  reservation  before  an  informal  gath- 
ering of  doctors  and  medical  officers  at 
the  branch  officers’  club.  Dinner  was 
served  in  the  officers’  mess,  and  the  pro- 
gram ended  with  open  house  discussions 
between  the  visitors  and  army  medical 
technicians. 

Arriving  early  in  the  afternoon,  the  doc- 
tor-guests were  met  by  a welcoming  party 
and  driven  in  busses  to  headquarters,  where 
they  were  greeted  by  Brig.  Gen.  Roderick 
R.  Allen,  Lt.  Col.  R.  L.  Marx,  and  attending 
medical  staff  officers. — Nashville  Banner. 

March  1 — “The  Effects  of  Gelatine  on 
the  Healing  of  Surgical  Wounds,”  by  J.  A. 
Sinclair,  D.D.S.,  Duke  University,  and  Bev- 
erly Douglass,  M.D.,  Nashville. 
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Hamilton  County: 

March  2 — “Some  New  Methods  in  Han- 
dling the  Tuberculosis  Problem,”  by  Dr. 
James  Lewis  Bibb. 

March  9 — Paper  by  Dr.  F.  E.  Marsh. 
Paper  scheduled  to  be  read  March  16 — 
“Unforgettable  Experiences  in  a Series  of 
529  Consecutive  Bronchi  and  Esophageal 
Cases."  by  Dr.  A.  Ellis  Goodloe. 


Knox  County: 

February  29 — “Simplified  Diagnosis  and 
Treatment  of  Low-Back  Pain  Resulting 
from  Ruptured  Intervertebral  Disc,”  by 
Dr.  E.  R.  Donathan.  Discussion  by  Drs. 
George  Inge  and  Robert  Patterson. 


Shelby  County: 

February  15 — “Case  Report:  Unusual 
Esophageal  Findings,”  by  Dr.  W.  D.  Stin- 
son. 

“Bronchial  Cyst,”  by  Dr.  E.  M.  Steven- 
son. 

Papers:  “Epidemiology  of  Scarlet  Fever,” 
by  Dr.  Henry  Packer.  Discussion  by  Drs. 
S.  L.  Wadley  and  I.  D.  Michelson. 

“More  Modern  Advances  in  the  Treat- 
ment of  Acute  Venereal  Disease,”  by  Dr. 
J.  Logan  Morgan.  Discussion  by  Dr.  H.  K. 
Turley  and  Dr.  C.  H.  Marshall. 

March  7 — “Case  Report:  Thrombocyto- 
penic Purpura  Hemorrhagica,”  by  Dr. 
Breen  Bland. 

“Potassium  Thiocyanate  Goiter.”  by  Dr. 
Lyle  Motley. 

Papers:  “Modern  Concepts  of  Malaria 
and  Its  Treatment,”  by  Dr.  R.  B.  Watson. 
Discussion  by  Drs.  L.  W.  Diggs  and  C.  H. 
Sanford. 

“Hypertension,”  by  Dr.  W.  W.  Taylor. 
Discussion  by  Drs.  O.  S.  Matthews  and 
Robert  Raskind. 

(Signed)  A.  F.  Cooper,  M.D., 

Secretary . 


Sullivan-Johnson  Counties: 

On  March  1,  1944,  the  regular  meeting 
of  the  Sullivan-Johnson  County  Medical 


Society  was  held  in  Bristol  at  the  Hotel 
General  Shelby.  The  meeting  was  a dinner 
meeting.  Dr.  Elvin  H.  Hearst  addressed 
the  society  on  “Alkalosis”  and  Dr.  W.  K. 
Vance,  Jr.,  opened  the  discussion.  It  was 
an  excellent  program. 

Dr.  Charles  S.  Crook  of  Kingsport  was 
elected  to  membership  in  this  society. 
(Signed)  Jarrett  E.  Williams,  M.D., 

Secretary- Treasurer. 
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ANESTHESIA 

By  Hugh  Barr,  M.D. 
Medical  Arts  Building,  Nashville 


Urological  Anesthesia.  Hjaltnar  E.  Carlson.  Anesthesia 

and  Analgesia,  November-December,  1943. 

Many  patients  for  urological  surgery  fall  into 
the  older  age  groups  and  are  bad  risks,  while  other 
cases  are  difficult  and  may  cause  surgical  shock. 
Urologists  have  played  a considerable  part  in  the 
development  of  the  noninhalation  group  of  anes- 
thetics. Inhalation  anesthetics  now  play  a minor 
role.  The  desire  has  been  for  better  relaxation. 

The  author’s  basic  anesthetic  of  choice  for  sur- 
gery of  the  kidney  and  upper  ureter  is  spinal  an- 
esthesia, using  pontocaine  crystals  supplemented 
by  cyclopropane  if  necessary  to  remove  psychic 
stimuli  and  when  traction  is  made  on  the  dia- 
phragm. If  there  is  a decided  drop  in  blood  pres- 
sure, it  is  combated  by  ephedrin,  deep  breathing, 
and  inhalation  of  oxygen. 

Spinal  anesthesia  is  most  satisfactory  for  supra- 
pubic and  lower  ureteral  surgery,  although  supra- 
pubic cystotomies  can  be  performed  under  local 
anesthesia.  In  an  extreme  bad  risk  patent  caudal 
block  may  be  performed.  In  short  transurethral 
operations  as  the  fulguration  of  the  bladder,  small 
tumors,  ureteral  meatotomy,  urethral  or  ureteral 
dilation,  pentothal  sodium  anesthesia  works  very 
well. 

Most  cystotomies  can  be  done  under  local  anes- 
thesia, using  two  per  cent  cocaine,  two  per  cent 
metycaine,  and  1:500  nupercaine  solutions.  Any 
untoward  reactions  from  these  agents  can  be  com- 
bated by  any  intravenous  barbiturate.  Operations 
on  the  scrotum  may  be  done  under  cyclopropane  or 
local  anesthesia.  Prostatic  resection,  transui'ethral 
extraction  of  ureteral  calculi,  or  the  dilation  of  dif- 
ficult urethral  strictures  can  be  easily  performed 
under  spinal  anesthesia. 
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INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 

Medical  Arts  Building,  Knoxville 


Report  of  Re-examination  of  4,994  Men  Disqualified 
for  General  Military  Service  Because  of  the  Diagnosis 
of  Cardiovascular  Defects.  Robert  L.  Levy,  M.D., 
New  York;  William  D.  Stroud,  M.D.,  Philadelphia; 
Paul  D.  White,  M.D.,  Boston.  Journal  of  The  Amer- 
ican Medical  Association,  Vol.  123,  No.  15,  December 
11,  1943. 

Since  ten  per  cent  of  all  men  between  eighteen 
and  thirty-eight  were  disqualified  for  military  serv- 
ice because  of  heart  disease  and  the  rate  seemed 
rather  excessive,  it  was  decided  to  study  these  cases 
in  greater  detail.  To  do  this  the  subcommittee  on 
cardiovascular  diseases  of  the  National  Research 
Council  met  and  proposed  to  the  director  of  Se- 
lective Service  that  arrangements  be  made  in  five 
of  the  larger  cities  to  have  these  rejectees  re- 
examined by  boards  of  cardiologists.  Boston,  Chi- 
cago, Philadelphia,  New  York,  and  San  Francisco 
were  selected  and  boards  were  appointed  in  each 
city. 

General  Plan  of  Re-examination. — “The  re-exam- 
ination of  men  rejected  for  military  service  on  the 
basis  of  cardiovascular  defects  or  neurocirculatory 
asthenia  was  undertaken  with  four  purposes  in 
mind.  In  the  first  place,  a more  detailed  analysis 
of  the  problems  in  cardiovascular  diagnosis  and 
of  the  range  of  the  normal  heart  was  desired  to 
point  the  way  for  further  follow-up  study  and 
research.  Secondly,  it  was  important  to  know  the 
possible  amount  of  salvage  of  men  for  military  serv- 
ice in  this  particular  field.  Thirdly,  a comparison  of 
the  opinions  of  cardiovascular  experts  with  those 
of  the  examiners  in  the  local  boards  and  induction 
stations  concerning  large  groups  of  men  thought 
to  have  heart  disease  was  desired  as  a pioneer  re- 
search to  determine  the  feasibility  of  such  re- 
examinations in  other  special  medical  fields,  or  in 
the  same  field  in  other  parts  of  the  country.  And, 
finally,  an  additional,  though  minor,  point  of  in- 
terest was  a brief  inquiry  as  to  the  ability  of  the 
men  whose  rejections  were  confirmed  to  carry  on 
in  civilian  life.” 

Four  thousand  nine  hundred  ninety-four  men 
were  selected  for  study,  and  of  this  group  4,131  or 
82.7  per  cent  were  again  rejected.  Of  this  2,476 
or  59.9  per  cent  was  due  to  rheumatic  heart  disease 
and  25.6  per  cent  to  hypertension  and  .4  per  cent 
to  syphilis.  There  were  217  borderline  cases,  of 
which  114  were  finally  rejected. 

The  analysis  of  the  types  of  rheumatic  valvular- 
disease  is:  mitral  regurgitation  above  750  or  30.3 
per  cent;  mitral  stenosis  above  750  or  30.3  per 
cent;  aortic  regurgitation  above  208  or  8.4  per 
cent;  aortic  stenosis  above  72  or  2.9  per  cent;  com- 
bined mitral  aortic  disease  628  or  24.4  per  cent. 
Of  2,205  cases  from  four  cities,  there  was  a his- 


tory of  rheumatic  fever  in  634,  chorea  in  40,  and 
of  both  in  13  cases. 

There  were  183  cases  of  congenital  heart  dis- 


ease divided  as  follows: 

Specific  Types  Total,  Five  Cities 

Total  congenital  heart  disease  183 

Patent  ductus  arteriosus  29 

Patent  ductus  and  pulmonary  stenosis  1 

Patent  ductus  and  interventricular  septal  defect  4 
Defect  of  interventricular  septum  73 

Defect  of  interauricular  septum  6 

Subaortic  stenosis  5 

Tetralogy  of  fallot  2 

Coarctation  of  aorta  14 

Pulmonic  stenosis  13 

Dextrocardia  2 

Low  aorta-pulmonary  artery  communication  1 

Prominent  pulmonary  artery  1 

Unspecified  type  34 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Infantile  Mortality  and  Bacteriological  Investigations 
of  the  Effect  of  Prolonged  Labor  on  the  Baby.  Doug- 
las, R.  G.,  and  Stander,  H.  J.  American  Journal 
of  Obstetrics,  46:  1,  1943. 

Infantile  mortality  has  shown  no  appreciable  or 
significant  reduction  during  the  past  ten  years. 
The  uncorrected  infantile  mortality  rate  in  the 
clinic  remains  between  three  and  four  per  cent. 
Prolonged  labor,  occurring  in  nine  per  cent  of  the 
patients,  plays  a major  role  in  this  high  death  rate. 
When  prolonged  labor  terminates  spontaneously, 
the  incidence  of  puerperal  infection  is  9.01,  10.59, 
and  11.70  per  cent  for  the  periods  of  duration  of 
prolonged  labor  of  from  thirty  to  thirty-six,  thirty- 
seven  to  forty-eight,  forty-nine  to  sixty,  and  sixty- 
one  or  more  hours,  respectively.  The  comparable 
incidences  of  morbidity  for  these  periods  are  11.70, 
13.90,  15.30,  and  14.89  per  cent,  respectively.  When 
prolonged  labor  is  terminated  by  operative  means, 
the  incidence  of  both  puerperal  infection  and  mor- 
bidity is  doubled  or  trebled,  the  former  being  20.57, 
22.65,  32.82,  and  43  per  cent,  and  the  latter  23.43, 
24.47,  35.90,  and  47.50  per  cent  for  each  of  the  four 
periods  of  duration  described  above,  respectively. 
For  these  four  periods  of  duration  of  prolonged 
labor,  the  infantile  mortality  rate  in  spontaneous 
delivery  is  2.05,  2.86,  5.46,  and  8.36  per  cent,  re- 
spectively, while  in  operative  delivery  the  rate  is 
8.33,  12.68,  16.92,  and  29.50  per  cent,  respectively. 

The  incidence  of  forceps  delivery  in  prolonged 
labor  is  35.51  per  cent  with  an  infantile  mortality 
of  10.88  per  cent,  as  compared  with  an  infantile 
mortality  rate  in  forceps  delivery  for  the  whole 
clinic  of  4.85  per  cent.  Breech  extraction  and 
Caesarean  section  reveal  equally  unsatisfactory 
infantile  mortality  rates  in  the  prolonged  labor 
group,  the  former  with  22.46  per  cent  (clinic,  13.47 
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per  cent)  and  the  latter  12.90  per  cent  (clinic, 
9.8  per  cent).  An  analysis  of  these  unsatisfactory 
fetal  results  on  the  basis  of  the  four  periods  of 
duration  of  prolonged  labor  (thirty  to  thirty-six, 
thirty-seven  to  forty-eight,  forty-nine  to  sixty,  and 
sixty-one  plus  hours)  shows  that  in  forceps  de- 
livery the  infantile  death  rate  is  5.59,  9.23,  10.69, 
and  23.89  per  cent,  while  in  breech  extraction  the 
rate  is  16.66,  21.56,  33.33,  and  33.33  per  cent  for 
each  of  the  periods,  respectively.  The  evidence 
presented  strongly  suggests  the  fact  that  organisms 
present  in  the  vagina  at  the  onset  of  labor  become 
invasive  and  pathogenic  during  the  course  of  labor. 

Intact  membranes  do  not  constitute  an  impassable 
barrier  to  such  microorganisms  as  have  been  dis- 
cussed. The  most  frequent  site  of  infection  is  first 
within  the  ovum,  then  the  fetal  membranes,  the 
placenta,  and  the  maternal  tissues.  Another  ap- 
parently common  method  of  fetal  invasion  is  by 
direct  extension  through  the  respiratory  passages 
to  the  lungs,  where  a pneumonitis  develops.  A 
third  and  long  recognized  possible  mechanism  is 
from  the  maternal  blood  steam.  An  analysis  of 
the  autopsy  findings  reveals  that  there  was  definite 
pathological  evidence  of  infection  present  in  only 
about  one-fifth  of  these  babies.  The  anaerobic 
streptococcus  was  the  most  common  organism 
found  in  the  infant.  Efforts  should  be  directed 
toward  improving  the  character  of  contractions  in 
desultory  labors  with  a view  to  shortening  the 
total  duration  of  labor.  Limited  experience  indi- 
cates that  sulfadiazine  may  prevent,  to  some  extent 
at  least,  the  development  of  intrapartum  infection 
if  it  is  employed  relatively  early  in  prolonged 
labor.  On  the  other  hand,  if  it  is  employed  after 
the  frank  development  of  intrapartum  infection,  it 
has  little  or  no  therapeutic  effect. 


Carcinoma  of  the  Cervix  Coincident  with  Pregnancy. 

Charles  R.  Maino  and  Robert  D.  Mussey.  American 

Journal  of  Obstetrics  and  Gynecology,  Vol.  47,  No. 

2,  229-243. 

A study  of  3,570  cases  of  carcinoma  of  the  cervix 
observed  at  the  Mayo  Clinic  in  approximately 
thirty-two  years  revealed  that  pregnancy  was  pres- 
ent in  twenty-six,  or  seven-tenths  per  cent,  of 
these  cases  when  the  carcinoma  was  found.  This 
figure  does  not  necessarily  indicate  the  true  in- 
cidence of  carcinoma  of  the  cervix  coincident  with 
pregnancy,  as  all  of  the  3,570  patients  came  to  the 
clinic  because  of  carcinoma  of  the  cervix  and  not 
because  of  pregnancy.  In  the  same  period  covered 
by  this  study,  8,500  pregnant  women  were  observed 
at  the  clinic. 

The  average  age  of  the  patients  in  the  twenty- 
six  cases  in  which  carcinoma  of  the  cervix  was 
coincident  with  pregnancy  was  thirty-two  years. 
The  youngest  patient  was  twenty-five  years  of 
age  and  the  oldest  patient  was  forty-one  years  of 
age.  The  prognosis  was  no  worse  in  the  case  of 


young  patients  than  it  was  in  cases  in  which  the 
patients  were  older. 

The  average  number  of  previous  pregnancies 
was  six  and  the  average  number  of  children  was 
four.  The  number  of  pregnancies  apparently  did 
not  affect  the  prognosis.  In  cases  in  which  the 
carcinoma  was  diagnosed  in  the  later  months  of 
pregnancy,  the  lesion  usually  was  well  advanced 
and  the  prognosis  was  poor. 

Pregnancy  may  occur  after  carcinoma  of  the 
cervix  has  developed.  A family  history  of  car- 
cinoma was  elicited  in  seven,  or  thirty-five  per  cent, 
of  the  twenty  cases  which  were  observed  five  or 
more  years  prior  to  1941.  The  prognosis  in  these 
seven  cases  was  better  than  the  prognosis  in  the 
remaining  cases. 

Bleeding  was  the  initial  symptom  in  twenty- 
three,  or  88.5  per  cent,  of  the  cases.  In  twenty- 
five  per  cent  of  the  cases,  the  patients  did  not 
realize  that  they  were  pregnant  when  the  diagnosis 
was  made. 

No  definite  conclusions  can  be  drawn  concern- 
ing the  relative  value  of  irradiation  therapy; 
however,  it  appears  that  operation  is  preferable 
in  cases  in  which  the  lesion  is  operable  and  that 
supplementary  irradiation  increases  the  percentage 
of  good  results.  This  is  in  contrast  to  the  relative 
value  of  irradiation  therapy  and  hysterectomy  in 
cases  of  carcinoma  of  the  cervix  in  which  the  pa- 
tients are  not  pregnant. 

The  authors  are  in  general  agreement  with 
Strauss  concerning  treatment  of  carcinoma  of  the 
cervix  coincident  with  pregnancy.  If  the  extent 
of  the  lesion  permits  operation,  and  if  the  fetus 
is  not  yet  viable,  total  hysterectomy  is  followed 
by  irradiation;  if  the  lesion  is  operable  and  the 
fetus  is  viable,  Caesarean  section  is  followed  by 
panhysterectomy  and  postoperative  irradiation. 

In  cases  in  which  the  lesion  is  nonoperable  and 
the  fetus  is  viable,  Caesarean  section  is  followed 
by  irradiation;  in  cases  in  which  the  lesion  is 
nonoperable  and  the  fetus  is  not  yet  viable,  suffi- 
cient irradiation  is  employed  to  treat  the  lesion; 
incidentally,  abortion  occurs. 

In  cases  in  which  the  lesion  is  operable,  total 
abdominal  hysterectomy  has  produced  the  best 
results.  In  fifty-seven  per  cent  of  the  cases  in 
which  this  procedure  was  employed,  the  patients 
were  free  of  recurrence  five  years  after  the  opera- 
tion. 

In  this  series  of  cases  of  carcinoma  of  the  cervix 
coincident  with  pregnancy,  many  of  which  were 
observed  before  the  present  methods  of  treatment 
were  developed,  the  prognosis  appeared  to  be  at 
least  as  favorable  as  the  prognosis  of  carcinoma  of 
the  cervix  that  is  not  associated  with  pregnancy. 
Of  the  twenty  patients  who  were  followed,  thirty 
per  cent  were  free  of  recurrence  five  or  more  years 
after  they  had  been  treated  at  the  clinic. 
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OPHTHALMOLOGY 

ROENTGENOLOGY 

By  Robert  J.  Warner.  M.D. 

By  J.  Marsh  Frbrb,  M.D. 

Doctors  Building,  Nashville 

Newell  and  Newell  Sanitarium,  Chattanooga 

Remarks  on  Ocular  War  Surgery.  A.  I.  Pokrovsky. 

American  Journal  of  Ophthalmology,  February,  1944. 

This  is  a plea  for  the  more  extensive  use  of  fat 
implantation  in  plastic  surgery  of  the  lids.  Al- 
though first  proposed  by  Silex  in  1896,  its  use  is 
not  so  widespi’ead  as  the  author  believes  it  deserves 
to  be.  It  is  particularly  indicated  in  retracted 
scars  of  infected  wounds  of  the  lids,  in  which  the 
skin,  although  not  shortened,  is  drawn  in  and  ad- 
herent to  the  periosteum.  The  deformity  of  such 
subcutaneous  cicatrices  can  be  relieved  by  freeing 
the  skin  from  the  periosteum  and  interposing  be- 
tween it  and  the  subcutaneous  tissue  a layer  of 
fat.  The  cosmetic  appearance  of  disfiguring  cuta- 
neous transplants  can  be  improved  by  padding 
them  with  a layer  of  fat.  Four  cases  illustrating 
the  effectiveness  of  fat  transplantation  in  such 
cases  are  briefly  reported. 

Fat  implantation  is  also  useful  in  bony  defects 
of  the  orbit  caused  by  orbital  injuries,  or  slowly 
growing  orbital  neoplasms.  The  retraction  of  the 
lids  caused  by  such  defects  can  be  remedied  by 
implantation  of  fat.  The  fat  fills  in  the  defect, 
does  away  with  retraction  of  the  cicatrices,  and 
improves  the  cosmetic  appearance  of  the  lid  folds. 
It  should  be  kept  in  mind  that  fat  has  no  resist- 
ance to  infection,  and  its  implantation  should  not 
be  attempted  until  infection  has  run  its  course. 

The  author  also  makes  a plea  for  careful  pri- 
mary repair  of  lid  injuries.  While  the  general  rule 
is  to  introduce  no  sutures  in  field  stations,  in  in- 
juries of  the  lids  this  rule  does  not  apply.  The 
lids  are  very  resistant  to  infection,  and  primary 
sutures  restoring  the  normal  position  and  contour 
of  the  lids  will  save  the  injured  person  many 
subsequent  plastic  procedures.  The  conjunctiva,  too, 
is  resistant  to  infection;  and  in  injuries  of  the  orbit 
and  eyeball,  requiring  enucleation  of  the  eyeball, 
the  orbital  and  conjunctival  wounds  should  be  prop- 
erly coapted  and  repaired  so  that  an  artificial  eye 
may  be  worn  subsequently.  The  author  deplores 
the  frequent  performance  of  enucleations  without 
attention  to  orbital  and  conjunctival  wounds,  so 
that  symblepharon  and  obliteration  of  the  conjunc- 
tival sac  necessitate  subsequent  operations. 

Another  procedure  advocated  by  Pokrovsky  is 
that  of  multiple  conjunctival  incisions  parallel  to 
the  lid  margin  for  the  enlargement  of  a shrunken 
conjunctival  sac.  After  such  incisions,  the  intro- 
duction of  a large  prothesis  lubricated  with  cod- 
liver  oil  leads  to  the  epithelization  of  the  conjunc- 
tival wounds  with  permanent  enlargement  of  the 
socket. 


The  Treatment  of  Asthma  with  the  Roentgen  Ray.  Ira 

I.  Kaplan,  B.Sc.,  M.D.,  and  Sidney  Rubenfeld,  B.Sc., 

M.D.,  Bellevue  Hospital,  New  York,  New'  York. 

The  American  Journal  of  Roentgenology  and  Radium 

Therapy,  December,  1943,  Vol.  50,  No.  6,  p.  791. 

The  authors  reviewed  all  of  the  theories  that 
have  been  advanced  to  explain  the  effects  of  irra- 
diation. 

They  treated  fifty-six  patients  with  irradiation 
over  the  thorax  and  thirty-six  of  them  were  re- 
lieved of  their  anxious  spasms  at  the  end  of  one 
series  of  600  r.  Eight  patients  needed  700-1,800  r 
before  they  exhibited  relief,  and  in  five  others  relief 
was  only  mild,  as  indicated  by  persistent  shortness 
of  breath  bordering  on  a paroxysm.  No  change  at 
all  was  reported  in  nine  cases.  Thirteen  cases  that 
were  irradiated  over  the  cervical  sympathetic  chain 
exhibited  little  or  no  response,  while  four  cases  that 
were  treated  over  the  spleen  got  complete  relief 
from  the  paroxysms. 

The  technique  they  used  was  200  kilovolts,  five  to 
twenty  milliamperes,  five-tenths  millimeter  copper 
plus  one  millimeter  aluminum  filter,  forty  to  fifty 
centimeters  distance.  With  unit  doses  of  100  to 
150  r (measured  in  air)  treatments  were  given 
twice  or  three  times  weekly  until  a dose  of  600  r 
was  given.  The  usual  procedure  was  to  irradiate 
the  thorax  with  an  open  field  at  forty  or  fifty  centi- 
meters distance,  alternating  anteriorly  and  pos- 
teriorly until  each  side  received  600  r. 

They  observed  that  the  more  severe  the  disease 
was  characterized  by  numerous  and  intense  par- 
oxyms,  the  better  the  response  to  irradiation.  As 
a corollary,  the  longer  the  duration  of  the  disease, 
the  more  efficient  was  the  treatment.  In  the  ma- 
jority of  cases  the  recurrent  attacks  after  irradia- 
tion had  been  instituted  were  definitely  less  severe 
in  nature. 

In  responsive  cases  the  sequence  of  events  is 
usually  an  increased  production  of  sputum,  and 
an  aggravation  of  the  severity  and  number  of  at- 
tacks. These  changes  may  ensue  within  hours 
after  treatment  has  been  administered.  Soon  there 
is  some  amelioration  so  that  the  anxious  patient 
is  eager  for  the  next  dose.  After  the  fourth  or 
fifth  treatment,  the  satisfactory  change  may  be 
more  lasting.  When  freedom  from  attacks  re- 
sulted, the  general  condition  improved,  often  rapid- 
ly, as  evidenced  frequently  by  a rapid  gain  in 
weight.  There  are  numerous  cases  in  this  series 
that  have  been  controlled  over  a period  of  many 
years,  for  as  soon  as  signs  of  shortness  of  breath 
appear,  treatments  are  reinstituted  and  the  patient 
may  continue  for  years  without  attacks.  It  ap- 
pears, therefore,  that  notwithstanding  the  absence 
of  a sound  rationale  for  radiation  therapy,  and 
with  varying  techniques,  roentgen  therapy  is  defi- 


ABSTRACTS  OF  CURRENT  LITERATURE 


March,  1944 


I 10 


nitely  successful  in  controlling  the  paroxyms  of 
asthma. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  .Jr.,  M.D. 
307  Doctors  Building,  Knoxville 


Carcinoma  of  the  Spermatic  Cord  and  Epididymis  and 

Extension  from  Primary  Carcinoma  of  the  Stomach. 

Lloyd  G.  Lewis,  Lieutenant  Colonel,  Medical  Corps; 

Willard  E.  Goodwin,  First  Lieutenant,  Medical  Corps; 

and  W.  S.  Randall,  First  Lieutenant,  Medical  Corps. 

Journal  of  Urology',  January,  1944. 

Intra-abdominal  tumors  spreading  to  the  sper- 
matic cord  and  epididymis  are  exceedingly  rare. 
Henke  and  Lubarsch,  Derman  and  Katzen  have 
each  reported  a case.  These  are  the  only  three 
cases  that  have  been  found. 

These  authors  report  a case  of  carcinoma  of  the 
stomach  with  direct  extension  to  the  cord  and 
epididymis. 

The  patient  was  a nineteen-year-old  Italian- 
American  private,  who  was  inducted  into  the  Army 
in  June,  1942.  He  enjoyed  good  health  until  his 
present  illness,  which  began  in  September,  1942. 
At  that  time  he  noticed  that  his  food  was  un- 
palatable and  he  had  eructations  and  epigastric 
pain  after  eating.  This  was  soon  followed  by  an 
occasional  vomiting.  In  October,  1942,  he  noticed 
a swelling  of  the  right  testicle.  Because  of  this 
he  was  seen  at  his  station  hospital  and  found  to 
have  a mass  in  the  right  scrotum  about  the  size 
of  a tangerine.  One  week  later  he  was  admitted 
to  the  station  hospital  with  a tentative  diagnosis 
of  tuberculosis  of  the  epididymis  or  possible  tera- 


toma of  the  testis.  One  week  later  he  had  a sudden 
attack  of  sevei'e  epigastric  pain  and  the  signs  of  a 
perforated  peptic  ulcer.  He  was  immediately  ex- 
plored and  found  to  have  a ruptured  ulcer  on  the 
greater  curvature  of  the  stomach,  which  was  closed. 
His  postoperative  course  was  marked  by  pyloric 
obstructions,  loss  of  appetite,  and  difficulty  in  eat- 
ing and  abdominal  distention. 

He  was  admitted  to  Walter  Reed  Hospital  on 
November  20,  1942,  in  poor  condition.  The  epi- 
didymis was  enlarged  and  endurated.  The  cord 
was  endurated  and  thickened  up  to  the  external 
ring.  The  abdomen  was  moderately  distended.  It 
was  thought  that  the  tumor  of  the  epididymis  had 
metastasized  to  the  stomach  or  possibly  a tumor  of 
the  stomach  with  metastasis  to  the  cord  and  epi- 
didymis. 

On  November  27,  1942,  the  scrotal  mass  and 
cord  up  to  the  external  ring  was  removed  under 
local  anesthesia.  His  convalescence  was  unevent- 
ful except  for  the  gradual  increase  in  intestinal  ob- 
struction. The  pathological  diagnosis  of  the  speci- 
men was  anaplastic  carcinoma,  type  and  origin 
undetermined.  From  that  time  on  the  patient’s 
course  was  gradually  downhill  and  he  died  Jan- 
uary 5,  1943. 

A complete  post-mortem  examination  was  per- 
formed, and  it  was  found  that  he  had  a primary 
carcinoma  of  the  stomach  with  extension  by  dix-ect 
peritoneal  implants  down  both  inguinal  canals  in- 
volving the  cords  on  both  sides  and  the  epididymis 
on  the  right  side. 

The  interesting  point  in  this  case  was  that  the 
carcinoma  of  the  stomach  was  first  manifested  by 
a swelling  of  the  right  scrotum  from  direct  ex- 
tension to  this  region.  This  is  the  fourth  such  case 
reported  in  the  literature. 
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CAUSES  OF  LOW-BACK  PAIN  AND  SCIATICA 

R.  WALLACE  BILLINGTON,  M.D.,  Professor  of  Clinical  Orthopedic  Surgery 
Vanderbilt  University  School  of  Medicine,  Nashville 


This  subject  which  I have  followed  with 
particular  interest  for  more  than  thirty 
years  well  illustrates  the  course  and  prog- 
ress of  medical  science  generally.  In  my 
early  professional  life  it  was  called  lum- 
bago, which  only  meant  pain  in  the  lumbar 
region.  It  was  thought  to  represent  or  be 
the  result  of  strains  of  muscles  or  ligaments 
or  a “myalgia”  (muscle  pain)  due  to  myo- 
sitis from  various  causes,  such  as  malaria 
or  a “cold  settling  in  the  back  muscles”  or 
“rheumatism.”  There  were  no  good  X-ray 
pictures  of  the  spine  or  other  thicker  parts 
of  the  body  then,  and  no  thorough  patho- 
logical studies  of  the  lower  back  had  been 
made.  If  pain  radiated  down  the  thigh  and 
leg,  the  patient  had  “sciatica”  and  this,  like 
lumbago,  was  considered  a pathological  en- 
tity and  a sufficiently  accurate  diagnosis  to 
satisfy  the  patient  and  most  physicians. 

About  1910  Goldthwait  and  his  pupils 
in  Boston,  being  dissatisfied  with  these 
timeworn  titles,  conceived  the  idea  that 
most  backaches  were  due  to  strains  of  the 
sacroiliac  joints  and  that  sciatica  was  a re- 
flex or  referred  pain  from  the  same  cause. 
This  new  and  more  scientific  sounding  con- 
ception soon  met  with  general  professional 
approval,  and  for  many  years  was  accepted 
by  most  American  physicians  as  a satisfac- 
tory diagnosis  for  almost  any  pain  in  the 
lower  back  with  or  without  sciatic  pain.  Like 
the  rest,  I accepted  this  as  the  best  explana- 


tion available  for  many  such  cases,  though  I 
was  never  satisfied  that  it  told  the  whole 
story.  I was  becoming  more  and  more  doubt- 
ful about  it  in  the  next  few  years,  and  my 
close  association  with  Major  Goldthwait  and 
some  of  his  disciples  in  1917-19  (World  War 
I)>lid  not  dispel  my  doubts  on  this  subject. 
I also  found  during  my  service  with  the 
British  in  the  first  World  War  that  very 
few  of  their  medical  men  accepted  “sacro- 
iliac strain”  as  a real  lesion  at  all  much  less 
as  a cause  of  most  back  pains  and  sciatica. 

By  that  time  we  were  beginning  to  get 
better  X-rays  of  spines,  which  were  throw- 
ing some  new  light  on  the  subject.  I then 
did  some  anatomical  and  pathological  stud- 
ies on  the  spines  of  cadavers  which  further 
confirmed  my  doubts  and  suspicions.  So, 
at  the  meeting  of  the  Southern  Medical  As- 
sociation in  Chattanooga  in  1922,  I read  a 
paper  by  this  same  title  (“Low-Back  Pain”) 
in  which  I expressed  my  views  at  that  time, 
some  of  which  were  apparently  considered 
with  doubt  or  frank  disagreement  by  sev- 
eral of  those  present.  One  of  my  state- 
ments was  that  the  pathology  was  usually 
in  the  lower  lumbar  spine,  and  that  sciatica 
was  often  due  to  nerve  root  pressure  or  irri- 
tation in  this  region. 

The  classification  of  causes  which  I then 
presented  and  which  I believe  still  applies 
is  as  follows : 

1.  Trauma,  including  strains,  sprains, 
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fractures,  dislocations,  etc.  (this  would 
now  include  ruptured  discs). 

2.  Faulty  posture  with  relaxed  ligaments 
and  muscles. 

3.  Diseases  of  the  vertebrae  and  joints, 
including  sacroiliacs. 

4.  Skeletal  malformations,  defects,  and 
deformities. 

5.  Intra-abdominal  and  pelvic  pathology. 

These  etiological  groups  include  many 

and  varied  pathological  conditions  which 
it  is  known  or  believed  can  and  do  cause 
backache.  It  is  also  a known  fact  that  more 
than  one  causative  factor  may  operate  in  a 
given  case.  One  condition  may  be  a pre- 
disposing factor,  while  another  is  the  ex- 
citing cause,  such  as  arthritis  and  trauma. 
Compensation  in  liability  cases  often  de- 
pends on  the  proper  interpretation  of  this 
question  and  must  be  decided  on  the  opin- 
ion of  the  examining  physician.  Thus  it 
is  very  important  that  we  express  such 
opinion  only  after  the  most  careful  exam- 
ination and  consideration  of  this  problem. 

Group  1.  The  first  of  these  five  groups, 
trauma,  is  evidently  one  of  the  most  impor- 
tant and  includes  what  is  now  the  most 
discussed  topic  in  relation  to  pain  in  the 
back — i.  e.,  ruptured  intervertebral  discs. 
While  this  is  a distinct  and  important  path- 
ological condition,  only  recently  recognized, 
it  is  by  no  means  the  only  structure  in  this 
region  which  may  be  injured.  A fuller  dis- 
cussion of  this  subject  will  be  reserved  for 
another  part  of  this  paper. 

Symptoms  of  pain  and  disability  may  re- 
sult from  mild  or  severe  trauma,  and  one 
or  more  of  the  many  structures  of  the  back 
region  may  be  damaged.  Single  or  re- 
peated mild  forms  of  injury  may  cause  liga- 
mentous strains  or  sprains,  muscular  sore- 
ness from  overexercise,  or  rupture  of  mus- 
cle fibres  and  joints  with  a low-grade 
quiescent  arthritis  may  be  thus  made  sen- 
sitive or  painful.  Likewise  cases  of  faulty 
posture  or  those  with  structurally  weak 
backs  due  to  skeletal  malformations  and 
defects,  which  are  of  frequent  occurrence 
in  the  lumbosacral  region,  often  develop 
pain  after  mild  or  moderate  degrees  of 
trauma. 

Of  course  any  or  many  of  the  back  struc- 
tures may  be  damaged  by  the  more  severe 


injuries.  Compression  fractures  of  verte- 
bral bodies  are  not  uncommon,  though  more 
frequent  in  the  dorsolumbar  than  in  the 
lower  lumbar  region.  Fractures  of  one  or 
more  lateral  (transverse)  lumbar  processes 
frequently  result  from  either  direct  force  or 
violent  muscle  contraction.  The  articular 
processes  may  be  fractured  by  severe  tor- 
sion or  other  force  and  may  result  in  ob- 
struction of  an  intervertebral  foramen  and 
pressure  on  a nerve  root,  thus  causing  sci- 
atic or  other  referred  pain.  Also  other 
portions  of  the  vertebral  arch  of  a spi- 
nous process  may  be  fractured.  A painful 
spondylolisthesis  or  other  vertebral  dis- 
placement may  accompany  some  of  these 
fractures.  But  it  has  been  found  that  most 
cases  of  spondylolisthesis,  which  occur  as  a 
forward  displacement  of  the  body  of  the 
fourth  or  fifth  lumbar  in  relation  to  the  one 
below  this,  result  from  a congenital  failure 
of  fusion  on  one  or  both  sides  of  the  verte- 
bral arch  (of  the  vertebra  which  is  dis- 
placed forward).  This  failure  of  fusion  is 
usually  present  for  many  years  before  the 
body  actually  slips  forward  and  may  cause 
backache  before  as  well  as  after  the  dis- 
placement occurs.  This  displacement  may 
be  gradual  without  unusual  strain  or  other 
severe  trauma  or  it  may  be  produced  or 
exaggerated  by  acute  injury.  This  condi- 
tion is  often  associated  with  sciatic  as  well 
as  lumbosacral  pain  and  may  be  mistaken 
for  an  ordinary  rupture  of  a disc.  Frac- 
tures of  the  sacrum  may  occur  and  are 
often  associated  with  other  pelvic  fractures. 
All  of  these  fractures  and  displacements 
should  be  detected  by  careful  and  compe- 
tent X-ray  study,  though  it  is  easy  to  over- 
look some  of  them. 

We  hear  very  little  nowadays  about 
sacroiliac  strains  and  subluxations,  though 
there  may  be  a few  who  still  persist  in  en- 
tertaining these  discredited  ideas.  It  has 
taken  something  new  and  startling,  like  the 
ruptured  disc,  to  dispel  this  myth  from  the 
minds  of  most  physicians.  It  has  been  my 
expressed  belief  for  many  years  that  such 
lesions  of  the  sacroiliac  joints  rarely  occur 
except  during  and  following  pregnancy, 
when  all  the  pelvic  joints  are  abnormally 
relaxed  and  subject  to  continued  strain 
from  pressure  within  the  pelvis  and  from 
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the  abnormal  posture  of  the  pregnant 
woman.  Even  then  I believe  that  associated 
sciatic  pain  is  due  to  the  pressure  of  the 
fetus  on  the  lumbosacral  cord,  and  not  to 
the  condition  of  these  joints.  The  sacro- 
iliac joints  are  very  securely  held  together 
by  an  extensive  arrangement  of  strong  liga- 
ments internally  and  externally,  also  by 
strong  muscles.  Also  the  arrangement  of 
the  pelvic  bones,  fastened  securely  at  the 
symphysis  pubis,  and  thus  forming  a com- 
plete arch-like  brace,  permits  much  less 
strain  on  these  joints  than  that  to  which  the 
less  protected  joints  of  the  lumbar  spine  are 
subjected.  I called  attention  to  these  and 
other  related  facts  many  years  ago. 

The  second  group,  including  those  cases 
of  back  pains  due  to  faulty  posture  with 
relaxed  ligaments  and  weak  muscles,  ap- 
plies to  a considerable  number  of  cases  who 
have  no  other  local  pathology.  There  is 
muscle  ache  from  fatigue  of  weak  muscles 
which  have  to  act  against  unfavorable  con- 
ditions of  leverage  and  gravity,  and  when 
these  muscles  become  tired  extra  strain  is 
thrown  on  the  supporting  ligaments,  thus 
causing  joint  pains.  In  these  cases  the 
pains  are  relieved  by  rest  and  recur  with 
fatigue.  Arthritis  and  other  concurrent 
conditions  naturally  aggravate  the  symp- 
toms in  these  postural  cases. 

Group  three  includes  the  various  diseases 
aud  tumors  which  affect  the  spine  and  adja- 
cent structures.  Obviously  there  are  many 
such  and  the  resulting  symptoms  and  dis- 
ability are  accordingly  varied.  Probably 
the  most  frequent  of  these  is  “arthritis,” 
and  there  are  many  varieties  of  this  class: 
acute,  subacute  and  chronic  in  type,  infec- 
tious, metabolic,  and  traumatic  (mild,  re- 
peated, occupational,  etc.),  and  those  just 
due  to  the  wear  and  tear  of  hard  work  or 
old  age. 

In  these  cases  of  chi'onic  arthritis  the 
marked  lipping  at  the  margins  of  the  ver- 
tebral bodies  and  the  accompanying  thick- 
ening of  overlying  ligaments  must  neces- 
sarily encroach  on  the  lumen  of  the  inter- 
vertebral foramina;  and  there  is  often  a 
degenerative  process  involving  the  inter- 
vertebral disc  and  a resulting  thinning  of 
this  disc  between  the  vertebral  bodies,  also 
a thickening  or  bulging  about  the  periphery 
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of  the  disc.  This  latter  condition  may  be 
mistaken  for  a true  rupture  of  the  disc  and 
may  cause  the  same  clinical  picture,  due 
to  the  resulting  constricture  of  the  foramen, 
with  nerve  root  pressure.  As  I have  stated 
in  previous  papers,  these  changes  are  more 
frequent  in  the  lumbosacral  and  lower  lum- 
bar joints  where  the  bony  canals  or  fora- 
mina are  normally  smaller  than  those 
higher  up,  while  the  fourth  and  fifth  lumbar 
nerve  roots  which  pass  through  them  are 
the  largest  of  all  the  spinal  nerve  roots, 
thus  leaving  less  spare  space.  Also  it 
should  be  remembered  that  the  joint  formed 
by  the  superior  and  inferior  facets  forms 
part  of  the  posterior  boundary  of  each  fo- 
ramen, and  arthritis  of  this  joint  with  thick- 
ening of  connecting  ligaments  may  further 
lessen  the  lumen  of  the  foramen.  Root  pres- 
sure in  these  foramina  no  doubt  accounts 
for  many  of  the  cases  with  sciatic  pain  and 
for  the  fact  that  an  operation  for  a pro- 
truding disc  fails  to  give  relief,  even  though 
some  protrusion  of  a disc  into  the  main 
spinal  canal  is  found  and  removed.  Sur- 
gical decompression  of  a foramen  requires 
removal  of  part  or  all  of  a pedicle  and  its 
articular  facet  and  thus  weakens  the  spinal 
column.  Certainly  we  cannot  expect  re- 
moval of  a protruding  portion  of  discs  to 
cure  an  arthritis,  traumatic,  or  other  kinds 
involving  these  intervertebral  joints.  And 
it  is  evident  that  there  must  be  an  arthritis 
if  the  disc  is  ruptured  or  degenerated  so 
that  part  of  it  is  extruded  into  the  spinal 
canal. 

Tuberculosis  of  bones  and  joints  is  not 
nearly  so  frequent  as  in  former  years,  but 
it  should  not  be  forgotten,  and  it  may  occur 
in  adults,  even  old  age,  as  well  as  in  chil- 
dren. Tumors  of  the  cord  and  of  the  spinal 
column  may  be  benign  or  malignant,  pri- 
mary or  metastatic.  Though  not  frequent, 
they  should  be  kept  in  mind  in  obscure 
cases  especially.  About  twenty  years  ago 
I reported  a group  of  cases  which  had  a 
type  of  localized  arthritis  of  the  lower  lum- 
bar spine  which  had  not  previously  been 
reported  in  the  literature.  They  were  cases 
which  resulted  as  a complication  of  epi- 
demic meningitis,  probably  due  to  damage 
and  infection  of  the  intervertebral  discs 
(joints)  from  spinal  puncture  needles.  I 
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have  also  seen  a few  other  similar  cases 
of  damaged  intervertebral  joints  following 
spinal  punctures  in  other  than  meningitis 
cases. 

Group  four  includes  skeletal  malforma- 
tions, defects,  and  deformities  (anatomical 
anomalies).  Such  conditions  are  most  fre- 
quent in  the  lumbosacral  region  of  the 
spine.  Sacralized  fifth  lumbar  vertebra  with 
one  or  both  transverse  processes  greatly 
enlarged  and  often  forming  a false  articula- 
tion with  the  top  of  the  wing  of  the  sacrum 
is  not  uncommon.  This  may  leave  a very 
narrow  space  for  the  fifth  lumbar  nerve 
root  to  pass  through.  There  is  sometimes 
an  extra  lumbar  vertebra,  or  only  four  may 
be  present.  In  such  cases  the  lowest  lumbar 
vertebra  is  apt  to  be  of  abnormal  shape. 
Spina  bifid  occulta,  with  absence  of  parts 
of  one  or  more  of  the  vertebral  arches,  is 
not  infrequent  in  this  lumbosacral  region. 
It  weakens  the  spinal  column  more  or  less 
where  greatest  strength  and  stability  are 
needed.  Congenital  failure  of  fusion  of  the 
fourth  or  fifth  vertebral  arch  and  the  re- 
sulting potential  or  actual  spondylolisthesis 
has  already  been  mentioned.  This  causes 
severe  disability  and  is  not  as  rare  as  is 
generally  believed.  Other  rarer  anomalies 
need  not  be  discussed  here. 

Group  five  includes  certain  intra-abdom- 
inal and  pelvic  conditions  which  may  cause 
back  pain  at  times.  Tumors  and  infections 
of  kidneys  and  female  pelvic  organs  and 
possibly  of  prostates  are  the  chief  offenders 
other  than  pregnancy.  Such  causes  of  back- 
ache ai'e  usually  not  difficult  to  detect  if 
looked  for.  Uterine  displacement  is  no 
longer  considered  of  much  importance  in 
these  cases.  Pressure  of  tumors  on  the 
lumbosacral  plexus  and  sciatic  nerve  within 
the  pelvis  is  a well-known  cause  of  sciatic 
nepritis  or  neuralgia. 

Because  of  the  emphasis  now  being  placed 
on  the  importance  of  ruptured  interverte- 
bral discs  as  a predominating  cause  of  back- 
ache and  sciatica,  I feel  that  the  frequency 
and  importance  of  the  many  other  causes 
are  being  forgotten  or  not  given  proper 
consideration.  While  such  ruptured  discs 
do  occur  with  portions  extruded  into  the 


spinal  canal  and  pressing  on  the  caudal 
branches  or  nerve  roots,  and  while  sui’gical 
removal  often  brings  prompt  relief  from 
pain,  we  are  finding  now  that  many  pa- 
tients who  have  had  such  an  operation  have 
found  their  relief  only  temporary  or  have 
gotten  no  benefits  at  all  other  than  what 
may  be  expected  from  the  few  days  of  com- 
plete rest  in  bed.  An  important  reason  for 
failures  to  cure  the  sciatic  pain  by  these 
disc  operations  is  that  the  nerve  root  pres- 
sure and  irritation  is  in  the  intervertebral 
foramen  rather  than  in  the  spinal  canal. 
In  fact,  the  canal  has  enough  spare  room 
to  contain  a foreign  body  of  considerable 
size  without  causing  damaging  pressure  on 
the  nerves,  whereas  the  foramen  with  its 
encircling  ligaments  barely  affords  enough 
room  for  the  passage  of  the  nerve  root. 
Since  the  foramen  is  bounded  anteriorly  by 
the  intervertebral  joint  and  its  disc,  and 
posteriorly  by  the  joint  between  the  artic- 
ular facets,  it  is  easy  to  see  how  an  arthritis 
of  these  joints  with  resulting  infiltration 
and  thickening  of  surrounding  ligaments 
and  perhaps  an  hypertrophy  and  protrusion 
of  the  adjacent  disc  mai’gin  can  cause  con- 
striction of  the  nerve  root  passing  through 
it.  It  is  a significant  fact  that  in  most  cases 
of  sciatica  the  pain  is  relieved  more  or  less 
by  Hexing  the  lumbar  spine  (flat  back)  and 
inclining  the  body  toward  the  opposite  side 
(sciatic  scoliosis),  whereas  pain  is  increased 
by  hyperextending  the  spine  and  leaning 
the  body  toward  the  affected  side.  The  for- 
mer position  increases  the  size  of  the  fo- 
ramen, while  the  latter  decreases  it  and 
so  increases  pressure  on  the  nerve  root. 

While  it  is  not  within  the  scope  of  this 
paper  to  discuss  treatment  of  these  cases, 
it  is  obvious  that  it  must  vary  with  the 
type  and  location  of  the  pathology  causing 
the  symptoms  in  a given  case.  I fully  real- 
ize that  it  is  often  difficult  to  determine 
such  facts  exactly,  but  it  is  certain  that 
by  making  our  best  efforts  in  this  direction 
and  not  jumping  to  hasty  conclusions,  we 
will  relieve  more  of  these  sufferers  and 
avoid  unwise  and  unnecessary  operations 
which  help  neither  the  patient  nor  surgery. 
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THE  USE  OF  THE  SULFONAMIDES  IN  THE  TREATMENT  OF 
SUBACUTE  BACTERIAL  ENDOCARDITIS 


JOHN  B.  RIGGSBEE,  M.D.,  Nashville 

The  Clinical  Disease 

As  we  all  know,  subacute  bacterial  en- 
docarditis is  a common  disease,  usually  due 
to  the  streptococcus  viridans.  Patients  who 
develop  the  disease  have  had  some  sort  of 
heart  murmur  for  years,  but  otherwise  have 
been  fairly  well.  The  most  vulnerable  in- 
dividual is  one  with  a valvular  deformity, 
but  otherwise  in  apparent  good  health.  It 
practically  never  develops  in  a normal 
heart;  most  have  evidence  of  rheumatic 
heart  disease  or  a congenital  heart  lesion. 
The  onset  of  the  disease  is  gradual.  It 
generally  develops  after  a sore  throat,  after 
removal  of  a diseased  tooth  or  tonsils,  or 
after  some  minor  infection  in  other  parts 
of  the  body.  Because  of  the  old  abnormal- 
ity of  the  endocardium,  it  is  easy  for  the 
bacteria  to  become  implanted  on  the  valves 
and  survive.  Malaise,  anorexia,  sweats, 
and  chills  gradually  develop.  There  is  a 
slow  loss  of  weight  and  strength;  fever  is 
practically  always  present,  but  slight.  It 
represents  a swinging  type  of  fever  curve, 
being  lower  in  the  morning  and  higher  in 
the  afternoon.  Later  developments  over  a 
variable  period  of  time  are : petechiae, 
splenic  enlargement,  red  cells  in  the  urine, 
clubbing  of  the  fingers,  painful  finger  tips, 
emboli,  and  a positive  blood  culture.  A 
positive  blood  culture  is  usually  necessary 
for  diagnosis,  but  it  can  be  made  if  the 
other  symptoms  are  of  sufficient  intensity; 
however,  with  a careful  technique,  taking 
the  cultures  at  the  proper  time  and  long 
incubation,  a positive  culture  can  be  ob- 
tained in  most  cases. 

The  splenic  enlargement  is  due  to  embolic 
infarctions  and  to  the  general  septic  proc- 
ess. Emboli  may  occur  to  any  of  the  or- 
gans, most  commonly  to  the  spleen,  kidney, 
limbs,  fingers,  and  brain;  symptoms  are 
produced,  depending  upon  the  location.  In 
rare  cases  of  congenital  heart  lesions,  the 
vegetations  are  found  on  the  right  side  of 
the  heart  and  no  peripheral  manifestations 
are  noted,  but  pulmonary  emboli  are  com- 
mon. The  course  of  the  diease  is  a grad- 


ually downhill  one;  the  exitus  may  be  sud- 
den due  to  ruptured  valve,  to  gross  cerebral 
embolus,  or  to  a coronary  occlusion,  but  in 
the  majority  of  cases  the  disease  lasts  sev- 
eral months  with  slow  wasting,  finally 
dying  of  a bronchopneumonia,  anemia,  car- 
diac failure,  or  uremia.  The  patient  may 
have  several  periods  of  apparent  remission 
before  the  final  septic  process  gets  fully  in 
control  and  life  gradually  slips  away. 

The  Pathological  Picture 

Before  one  attempts  to  treat  a disease 
with  any  hope  of  cure,  he  should  under- 
stand the  pathology  involved.  The  vegeta- 
tions in  subacute  bacterial  endocarditis  may 
involve  more  than  one  valve ; when  one 
valve  is  involved,  the  mitral  and  aortic 
leaflets  are  almost  equally  involved.  The 
site  of  the  vegetations  depends  upon  which 
valve  has  been  previously  injured.  Clini- 
cally, one  can  fairly  well  predict  the  loca- 
tion of  the  vegetative  process  by  the  loca- 
tion and  character  of  the  cardiac  murmurs, 
except  with  typical  signs  of  mitral  stenosis 
plus  an  aortic  diastolic  murmur.  The  time 
interval  between  the  original  heart  disease 
and  the  development  of  the  bacterial  infec- 
tion is  usually  ten  to  fifteen  years,  but  may 
be  more  or  less.  Males  predominate  in  the 
ratio  of  three  to  two;  the  most  prevalent 
age  group  is  twenty  to  thirty  years. 

At  autopsy  the  cardiac  lesions  are  main- 
ly valvular;  any  myocardial  lesions  are  the 
result  of  previous  heart  disease.  The  le- 
sions are  proliferative  rather  than  destruc- 
tive. The  characteristic  lesion  takes  the 
form  of  large,  polypoid,  friable  vegetations 
originating  along  the  line  of  contact  of  the 
leaflets.  Parts  of  the  valvular  lesion  may 
be  calcified,  showing  previous  attempts  at 
healing.  There  is  a tendency  for  the  vege- 
tations to  spread  onto  the  mural  endocar- 
dium. Microscopically,  the  vegetations  are 
amorphous  masses  of  fused  platelets  and 
fibrin.  Bacteria  are  found  on  the  surface 
of  the  vegetations,  and  often  they  are  found 
buried  beneath  masses  of  platelets  and 
fibrin,  too.  Fibroblasts  are  found  deeper  in 
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the  lesion,  showing  a tendency  to  repair. 
Other  findings  include  focal  glomerular 
nephritis,  infarction  of  the  spleen,  and 
emboli  at  various  sites  throughout  the  body. 

History  of  Therapeutic  Attempts 

Until  recently  all  forms  of  treatment  of 
subacute  bacterial  endocarditis  were  inef- 
fective. The  outcome  has  been  generally 
accepted  as  fatal.  As  is  true  of  most  dis- 
eases with  such  a fatal  prognosis,  any 
suggested  treatment  with  possible  hope  of 
a cure  has  been  tried.  A great  many  dyes 
and  chemicals,  vaccines  and  sera  have  been 
given  intravenously  with  little  or  no  im- 
provement. Vaccines  made  from  bacteria 
cultured  from  the  patient  have  been  given 
normal  human  beings  and  the  resulting 
immune  serum  used  therapeutically  with- 
out effect.  The  production  of  sterile  ab- 
scesses with  turpentine,  and  extensive  sur- 
gical procedures  such  as  cauterization  of 
the  undersurface  of  the  breast  to  obtain 
an  aseptic  inflammatory  reaction  have  been 
tried  without  benefit.  Induced  fever  by 
inoculation  of  patients  with  ratbite  fever 
or  malaria  or  by  intravenous  injections  of 
killed  typhoid  bacteria  or  typhoid-para- 
typhoid vaccine  have  been  tried,  only  to 
meet  with  failure.  Blood  transfusions  have 
been  frequently  employed  with  possibly 
symptomatic  relief  being  the  only  result. 
Intravenous  injections  of  bacteriophage 
have  been  tried  recently  and  isolated  cases 
have  been  reported  as  cured.  Attempts  to 
alter  the  sensitivity  of  the  patient  to  the 
streptococcus  by  injection  of  streptococci 
intradermally  have  proved  unsuccessful. 

A general  survey  of  the  literature  pub- 
lished prior  to  1937  leads  one  to  the  con- 
clusion that  seemingly  spontaneous  recov- 
ery on  general  symptomatic  treatment  is 
about  as  common  as  with  the  specific 
“cures”  that  have  been  tried.  Spontaneous 
recovery  is  reported  in  the  literature,  the 
incidence  being  one  to  three  per  cent. 

Chemotherapy  Introduced 

With  the  introduction  of  prontosil  and 
sulfanilamide  into  clinical  use,  almost 
magic  results  were  obtained  in  numerous 
infectious  diseases,  many  of  which  had 
either  been  hopeless  or  required  costly, 
long-term  methods  of  treatment.  Doctors 


saw  a ray  of  hope  for  patients  suffering 
with  subacute  bacterial  endocarditis.  Many 
began  to  try  these  new  drugs  in  patients 
with  this  disease.  As  early  as  1937  reports 
of  isolated  cures  began  to  appear  in  the 
American  literature.  McQuarrie1  in  No- 
vember, 1937,  reported  a cure  in  a six-vear- 
old  boy  treated  with  prontvln.  Major  and 
Leger-  reported  in  1938  the  case  of  a thirty- 
nine-year-old  woman  treated  with  prontosil 
and  sulfanilamide  and  cured ; the  following 
year3  they  successfully  treated  another  case 
with  prontosil,  neoprontosil,  and  sulfapyr- 
idine.  Other  clinicians  began  to  report 
cases  treated  with  one  of  the  sulfonamide 
drugs  and  apparently  cured.  Most  reports 
are  of  isolated  cases;  they  do  not  give  any 
ideas  to  the  number  of  failures.  Many 
clinicians  report  total  disappointment  with 
these  drugs  in  subacute  bacterial  endocar- 
ditis. Most  authors  give  a guarded  conclu- 
sion as  to  the  value  of  the  drugs,  merely 
saying  they  need  more  investigation.  Most 
clinicians  record  definite  effects  of  the 
drugs  such  as  lowered  temperatures  and 
pulse  rates,  a decrease  in  the  number  of 
emboli  and  even  temporary  periods  with 
sterile  cultures. 

Laboratory  Experiments 
In  the  laboratory  it  has  been  found  that 
forty-two  out  of  forty-five  known  strains 
of  streptococcus  viridans  are  sensitive  to 
sulfanilamide.  At  body  temperature  with 
many  of  these  strains,  the  drug  action  is 
mainly  bacteriostatic  (this  factor  would 
probably  account  for  the  fact  that  many 
patients  under  treatment  develop  sterile 
blood  cultures  that  remain  so  as  long  as 
treatment  is  continued,  but  soon  become 
positive  after  treatment  is  discontinued). 
It  has  been  shown  that  with  a rise  in  tem- 
perature from  thirty-seven  to  forty  degrees 
centigrade  these  drugs  become  bacteriocidal 
rather  than  bacteriostatic.  It  has  been 
shown  clinically  that  the  sulfonamides  have 
an  antipyretic  effect;  the  temperature  of 
the  patient  with  subacute  bacterial  endo- 
carditis rapidly  falls  to  normal  under  treat- 
ment with  these  drugs.  This  reduces  the 
efficiency  of  the  drugs  in  test-tube  experi- 
ments and  it  is  commonly  thought  it  does 
so  in  the  patient. 
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Duncan  and  Faulkner,4  in  very  timely 
experiments  in  1940,  studied  the  ability  of 
the  sulfonamide  derivatives  to  penetrate  a 
blood  clot.  The  vegetations  in  bacterial 
endocarditis  have  the  same  composition  of  a 
blood  clot — platelets  and  fibrin.  The  bac- 
teria in  the  vegetations  are  usually  sepa- 
rated from  the  blood  stream  by  a thin  layer 
of  fibrin  which  may  be  broken  down  at 
times,  but,  as  a rule,  foci  of  infection  re- 
main in  the  deeper  layers  of  the  vegetations 
to  carry  on  their  ill  effects.  If  this  were 
not  so,  the  treatment  of  the  disease  would 
be  easy  and  simple.  In  the  laboratory,  it 
was  found  that  there  was  no  penetration 
of  the  blood  clot  by  the  drug  when  it  was 
suspended  in  a solution  of  the  drugs  for 
several  days.  This  would  explain  the  ap- 
parent discrepancy  between  laboratory  and 
clinical  effectiveness  of  the  drugs  on  the 
streptococcus  viridans.  The  drug  is  pre- 
vented from  coming  in  contact  with  the 
bacteria  by  the  impenetrable  layer  of  fibrin. 
Clots  that  are  allowed  to  form  in  blood  con- 
taining the  drug  do  retain  the  drug.  Clini- 
cally, we  know  that  in  the  course  of  time 
the  old  thrombi  are  organized  into  scar 
tissue,  while  newly-formed  thrombi  are  laid 
down.  From  experimental  work  we  would 
conclude  that  thrombi  formed  in  patients 
under  treatment  would  retain  the  drug, 
thus  the  conditions  in  the  vegetation  would 
become  less  and  less  favorable  for  the  bac- 
teria to  grow,  if  the  drug  be  taken  over  a 
period  of  sufficient  length.  This  fact  holds 
out  hope  for  cures  and  is  even  more  prom- 
ising in  the  prevention  of  the  disease.  If 
patients  with  valvular  lesions  could  be  in- 
duced to  build  up  good  blood  levels  of  the 
drugs  before  tonsillectomy,  before  having 
teeth  pulled,  etc.,  many  cases  would  either 
be  prevented  or  killed  in  their  incipiency. 
Treatment  to  be  effective  should  be  insti- 
tuted early  and  continued  long. 

Clinical  Experiments 
Certain  experiments  carried  out  by 
Friedman5  showed  that  the  laboratory  and 
clinical  action  of  sulfapyridine  and  sulfa- 
nilamide were  apparently  identical.  In  an- 
other set  of  experiments  he  produced  a 
focus  of  infection  of  streptococcus  viridans 
in  the  abdomen  of  the  rabbit  which  was 
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functionally  similar  to  the  focus  of  infec- 
tion in  the  patient  with  subacute  endo- 
carditis and  found  that  the  parenteral  ad- 
ministration of  either  sulfanilamide  or 
sulfapyridine  did  not  result  in  sterilization 
of  this  focus  despite  a substantial  period 
of  therapy.  These  experiments  confirm  the 
earlier  laboratory  work  of  Duncan  and 
Faulkner.4 

Among  the  many  adjuncts  to  sulfonamide 
therapy  is  the  use  of  vaccines  of  one  type 
or  another  to  raise  the  temperature  of  the 
patient.  Solomon0  in  1941  reported  five 
definite  cures  and  one  probable  cure,  using 
typhoid-paratyphoid  vaccine  intravenously 
to  supplement  sulfanilamide  in  the  treat- 
ment of  twenty-one  cases  of  subacute  en- 
docarditis. A sufficient  quantity  of  vaccine 
is  injected  to  produce  a rise  in  temperature 
to  103  degrees  Fahrenheit  or  above  for 
several  hours  for  at  least  seven  consecutive 
nights.  He  believes  that  the  effectiveness 
of  the  vaccine  therapy  depends  on  the  pro- 
duction of  a shock  reaction,  artificial  fever, 
increased  circulatory  flow,  vasodilatation, 
stimulation  of  reticulo-endothelial  and  glan- 
dular activity,  increased  PMN  leucocytosis 
with  a decreased  lymphocytosis,  as  well  as 
the  stimulation  of  certain  other  factors  in 
the  mechanism  of  immunity.  These  factors 
probably  enhance  the  effectiveness  of  the 
sulfonamides,  rendering  them  bacteriocidal 
rather  than  bacteriostatic.  His  results  with 
this  type  of  combined  therapy  are  the  best 
in  the  literature. 

Another  type  of  therapy  that  has  been 
attempted  in  recent  years  is  the  combined 
use  of  heparin  and  the  sulfonamides.  Kel- 
son and  White7  are  the  only  authors  who 
report  any  success  with  this  method.  Sev- 
eral authors  have  tried  heparin  in  patients 
with  subacute  bacterial  endocarditis,  but 
have  met  with  failure.  The  use  of  heparin 
is  based  on  laboratory  experiments  which 
show  that  it  will  arrest  the  deposition  of 
platelets  and  fibrin.  Granting  this  takes 
place  in  the  human  body  on  the  heart 
valves,  such  action  prevents  the  bacteria 
from  becoming  enmeshed  in  the  fibrin  to 
such  an  extent  that  they  cannot  be  reached 
by  the  sulfa  drugs.  The  sulfa  drug  is  built 
up  to  the  desired  blood  level  before  heparin 
is  administered  over  a period  of  several 
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days  by  the  continuous  intravenous  drip 
method.  Kelson  and  White  treated  twenty- 
seven  patients  by  this  method  with  three 
definite  cures;  one  cured  with  recurrence 
after  tooth  extraction ; another  died  of  heart 
failure,  but  at  autopsy  showed  complete 
healing  of  the  endocarditis.  A large  num- 
ber of  patients  treated  by  this  method  die 
of  cerebral  hemorrhage  or  embolism;  be- 
cause of  this  many  authors  advise  no  fur- 
ther use  of  this  therapeutic  procedure. 

Artificial  hyperthermia  produced  by  a 
heat  cabinet  has  been  used  in  conjunction 
with  sulfanilamide  in  the  treatment  of  bac- 
terial endocarditis  by  Bierman  and  Baehr;s 
in  sixteen  cases  they  obtained  two  cures. 
Two  additional  cures  by  this  method  were 
reported  by  Lichtman  and  Bierman.9  The 
idea  behind  such  methods  is  the  increased 
bacteriocidal  effect  of  the  sulfa  drugs  at 
increased  temperatures.  They  state  that 
the  physical  discomforts  of  this  method  are 
well  tolerated  by  the  patients.  Krusen  and 
Bennett10  at  the  Mayo  Clinic  report  failure 
with  this  therapeutic  method. 

Case  Reports  from  the  Literature 

Long  and  Bliss11  report  five  cures  among 
a group  of  sixty  patients  treated  with  sul- 
fanilamide or  sulfapyridine.  All  had  typical 
findings  with  positive  blood  cultures.  Four 
had  congenital  heart  lesions  and  one  a rheu- 
matic mitral  deformity.  Most  of  the  others 
died,  although  many  showed  a temporary 
fall  in  temperature  and  a decrease  in  num- 
ber of  colonies  of  bacteria  or  even  an  occa- 
sional sterile  culture. 

Solomon0  in  the  report  previously  men- 
tioned describes  six  cures  among  a group 
of  seventeen  patients  treated  with  hyper- 
pyrexia plus  sulfanilamide  or  sulfapyridine. 
All  were  typical  cases  based  on  old  rheu- 
matic heart  lesions. 

Kelson  and  White7  used  heparin  and  sul- 
fapyridine and  cured  five  patients  among  a 
group  of  twenty-seven  cases.  All  were  typi- 
cal cases  with  an  old  rheumatic  heart  as 
the  basis. 

Major,12  Major  and  Leger2'  3 report  three 
cures  among  a group  of  seven  patients. 
All  were  typical  cases  based  on  an  old 
rheujnatic  heart.  One  was  cured  with  sul- 
fapyridine; one  with  sulfapyridine,  pron- 


tosil,  and  neoprontosil ; one  with  sulfanil- 
amide and  prontosil. 

Heyer  and  Hick13  report  two  cures 
among  a group  of  fifteen  cases.  One  had 
coarctation  of  the  aorta;  the  other  a rheu- 
matic heart ; the  disease  in  both  was  typical. 
One  was  cured  with  sulfanilamide;  the 
other  with  sulfanilamide  and  sulfathiazole. 
The  other  cases  showed  periods  of  tem- 
porary improvement. 

Bierman8-  9 and  associates  report  five 
cures — four  with  heat  plus  sulfonamides; 
the  other  by  combination  of  sulfonamides. 
All  were  typical  cases  with  rheumatic  le- 
sions as  basis. 

McQuarrie1  reports  a typical  case,  rheu- 
matic heart,  cured  by  use  of  prontylin. 

Spink  and  Crago14  report  one  cure  of 
twelve  cases  treated  with  sulfanilamide. 
This  case  was  typical  and  based  on  a con- 
genital heart  lesion.  Another  case  was  con- 
sidered cured  for  seven  months,  but  died 
of  a relapse.  Barton  and  Stinger15  report  a 
similar  case  cured  by  sulfanilamide.  Lipp- 
mann16  reports  a case  cured  by  use  of  a 
combination  of  sulfonamides  and  one  per 
cent  ammonium  heptenchlorarsonate. 

Hey  man1 7 reports  a case  with  congenital 
heart  lesion  and  typical  course  cured  with 
sulfanilamide.  Christie18  reports  a typical 
case  based  on  rheumatic  heart  lesion  cured 
with  sulfanilamide.  Druckman19  reports  a 
case  cured  with  a combination  of  sulfona- 
mides plus  heparin. 

Orgain  and  Poston20  report  a case  based 
on  rheumatic  heart  disease  cured  with  so- 
dium sulfapyridine.  Colvin21  reports  a cure 
on  a typical  case  based  on  rheumatic  heart 
lesion,  using  sulfanilamide.  These  cases 
total  thirty-five  cures  among  a group  of 
151  cases;  in  view  of  the  fact  that  many 
authors  report  a single  case,  it  is  difficult 
to  determine  the  true  percentage  of  cures. 

Present  Status  of  Therapy 

When  the  diagnosis  of  subacute  bacterial 
endocarditis  has  been  established  in  a pa- 
tient today,  the  prognosis  is  almost  the 
same  as  it  was  twenty-five  years  ago.  In 
spite  of  the  miraculous  action  of  the  sul- 
fonamides in  many  diseases ; in  spite  of  the 
volume  of  experimental  and  clinical  at- 
tempts to  find  a cure,  a little  hope  can  be 
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offered  the  patient.  Most  physicians  will 
try  one  of  the  sulfa  drugs  at  first.  On  the 
basis  of  clinical  reports,  sulfapyridine  is 
the  most  promising,  but  it  is  the  least  tol- 
erated of  the  drugs ; sulfanilamide  is  the 
second  choice ; sulfathiazole  is  probably  as 
effective  as  any. 

The  opinion  of  clinicians  today  is  that  the 
drug  should  be  given  in  an  effective  dosage 
as  long  as  the  patient  can  tolerate  it;  if  a 
sterile  culture  is  obtained,  the  drug  should 
be  continued  for  at  least  six  months  after 
the  last  positive  culture.  The  usual  pre- 
cautions and  measures  to  detect  drug  reac- 
tions should  be  used.  As  to  the  advisability 
of  supplements  to  sulfonamide  therapy,  it 
is  a matter  of  individual  judgment.  The 
general  opinion  today  is  that  heparin  is  too 
dangerous  for  use;  fever  therapy  has  its 
advantages  and  disadvantages,  but  is  much 
less  dangerous  than  heparin.  The  dosage 
of  the  sulfa  drugs  varies  with  the  specific 
drug  and  with  the  patient,  but  a high  blood 
level  is  best. 

Occasional  blood  transfusions  are  neces- 
sary. General  symptomatic  treatment  must 
be  given  each  patient.  Vitamin  supple- 
ments are  of  value  in  these  patients  because 
of  the  poor  appetite  they  have  with  the 
disease  and  which  is  augmented  by  the 
sulfa  drugs.  Reassurance  is  a potent  fac- 
tor, although  it  may  do  little  more  than 
keep  the  patient’s  mind  at  ease. 

Until  more  progress  is  made  in  treat- 
ment, the  hope  of  the  physician  is  in  pre- 
vention. Patients  who  have  a definite  val- 
vular deformity  or  a congenital  heart  lesion 
should  be  placed  on  a small  prophylactic 
dose  of  the  sulfa  drug  before  having  teeth 
extracted,  tonsils  removed,  and  with  every 
sore  throat.  All  infections,  no  matter  how 
minor,  should  receive  prompt  attention. 

Summary  and  Conclusions 

1.  Subacute  bacterial  endocarditis  is  a 
slowly  progressive  disease,  usually  due  to 
the  streptococcus  viridans,  based  upon  a 
valvular  deformity  due  to  rheumatic  heart 
disease  or  a congenital  heart  lesion,  occur- 
ring mainly  in  young  adults. 

2.  Since  1937,  151  cases  are  reported  in 
the  literature  with  thirty-five  cases  cured. 
As  many  authors  report  single  cases,  this 


does  not  give  the  true  therapeutic  results. 

3.  The  prognosis  is  still  almost  hopeless. 
The  hopes  of  prevention  are  better  than 
those  for  cure.  Adequate  and  prolonged 
treatment  with  the  sulfa  drugs  does  cure 
some  patients. 

4.  Until  a drug  is  found  that  will  pene- 
trate a blood  clot  and  still  be  bacteriocidal 
at  body  temperature,  the  treatment  of  sub- 
acute bacterial  endocarditis  will  undergo 
little  change. 
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THE  SIGNIFICANCE  OF  THE  RH  FACTOR* 
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Landsteiner  and  Wiener,1  in  1940,  found 
that  the  red  blood  cells  of  approximately 
eighty-five  per  cent  of  the  general  popula- 
tion contained  an  agglutinogen  which  had 
not  been  described  previously.  This  sub- 
stance is  known  as  the  Rh  factor,  because 
it  appears  to  be  identical  with  an  agglu- 
tinogen found  in  the  blood  of  all  Rhesus 
monkeys.  Persons  who  do  not  have  the 
Rh  factor  are  called  Rh  negative,  while 
those  carrying  this  agglutinogen  are  called 
Rh  positive. 

When  Rh  positive  blood  is  transfused  into 
a patient  having  Rh  negative  blood,  the 
normal  processes  of  immunization  come 
into  play  and  in  about  three  weeks  an 
antibody,  known  as  the  anti-Rh  factor,  is 
formed.  This  anti-Rh  factor  is  an  agglu- 
tinin and  will  react  with  the  Rh  agglutino- 
gen, causing  agglutination  of  the  red  blood 
cells. 

This  process  of  immunization  is  of  no 
importance  when  one  Rh  positive  transfu- 
sion alone  is  given  to  an  Rh  negative  pa- 
tient, but  when  subsequent  Rh  positive 
transfusions  are  performed  on  such  a re- 
cipient, a severe  and  perhaps  fatal  reaction 
may  be  expected  because  anti-Rh  antibodies 
were  formed  following  the  first  transfusion. 
(Fig.  1.)  This  reaction  is  in  every  way 
similar  to  any  other  severe  transfusion  re- 
action in  which  the  incompatible  donor  cells 
are  agglutinated  by  the  agglutinins  of  the 
recipient’s  serum.  A chill  followed  by  high 
fever  and  jaundice  results.  Hemoglobinuria 
frequently  occurs  because  of  the  great  ra- 
pidity and  magnitude  of  the  blood  destruc- 
tion in  the  recipient.  Unless  the  urine  reac- 
tion is  kept  alkaline,  acid  hematin  will  be 
deposited  in  the  renal  tubules  and  may  lead 
to  anuria,  uremia,  coma,  and  death. 

The  gravity  of  these  transfusion  reac- 
tions makes  imperative  every  attempt  to 
avoid  them,  and  it  now  becomes  apparent 
that  all  those  who  are  to  receive  more  than 
one  transfusion  must  have  an  Rh  deter- 
mination if  occasional  fatal  reactions  are 
to  be  avoided.  Since  only  fifteen  per  cent 

•^Reproduced  from  The  Lahey  Clinic  Bulletin  by 
the  kind  permission  of  Dr.  Frank  H.  Lahey,  Jan- 
uary, 1944. 


of  the  general  population  are  Rh  negative, 
we  would  expect  only  this  small  percentage 
of  those  patients  receiving  multiple  trans- 
fusions to  have  trouble.  When  the  material 
used  in  doing  this  Rh  determination  on 
blood  becomes  more  easily  procurable,  it 
will  be  advisable  to  check  the  Rh  status  of 
the  blood  on  all  recipients  and  all  donors 
routinely. 

Levine3  devised  a modified  compatibility 
test  which  should  be  done  in  every  case 
of  multiple  transfusions.  This  consists  in 
incubating  the  patient’s  serum  and  the 
donor’s  cells  at  thirty-seven  centigrade  for 
one  hour.  If  agglutination  occurs,  there 
are  Rh  antibodies  or  similar  warm  agglu- 
tinins in  the  serum  of  the  recipient  and  the 
Rh  factor  or  a similar  agglutinogen  in 
the  cells  of  the  donor. 

Levine  and  his  coworkers,4  in  1941,  made 
an  important  advance  in  postulating  and 
demonstrating  the  relationship  of  the  Rh 
factor  to  the  mechanism  that  results  in 
erythroblastosis  foetalis  and  closely  related 
hemolytic  diseases  of  fetal  life.  This  se- 
rious group  of  conditions  may  arise  when 
an  Rh  negative  woman  conceives  by  an  Rh 
positive  husband.  Since  the  Rh  factor  is 
inherited  as  a simple  mendelian  dominant 
factor,2  most  of  the  children  of  such  a union 
will  be  Rh  positive.  Thus,  an  Rh  positive 
fetus  may  grow  within  the  uterus  of  an  Rh 
negative  mother.  In  such  cases  the  Rh 
agglutinogens  pass  in  some  degree  through 
the  placental  barrier  and  in  due  time  cause 
the  formation  of  anti-Rh  agglutinins  in  the 
plasma  of  the  mother  (Fig.  2).  These  react 
directly  with  any  Rh  agglutinogens  that 
may  pass  through  the  placenta  and  cause 
the  agglutination  of  these  fetal  cells  with- 
in the  mother.  Such  mothers  frequently 
give  a history  of  stillbirths,  abortions,  mis- 
carriages, and  toxemia.  The  anti-Rh  fac- 

□ + © — © 

Rh  NEGATIVE  SERUM  Rh  POSITIVE  BLOOO  CELL  ANTI-Rh  AGGLUTININ 

H G + Q * 

Rh  NEGATIVE  SERUM  Rh  POSITIVE  BLOOO  CELL 

WITH  ANTI-Rh  AGGLUTININ  AGGLUTINATION  OP  Rh 

POSITIVE  CELLS 

Fig.  1.  Mechanism  causing  transfusion  reactions 
in  Rh  negative  patients. 
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tors  are  passed  to  the  fetus  from  the  mother 
and  there  react  with  the  Rh  agglutinogens 
causing  the  equivalent  of  a transfusion  re- 
action within  the  fetus,  resulting  in  de- 
struction of  blood,  anemia,  and  stimulation 
of  the  bone  marrow  with  the  appearance  of 
large  numbers  of  nucleated  red  blood  cells 
in  the  peripheral  blood ; hence,  the  name 
erythroblastosis.  This  mechanism  has  been 
shown  to  be  the  etiologic  factor  in  about 
ninety  per  cent  of  cases  of  erythroblastosis 
foetalis.  It  is  obvious  that  the  infant  must 
be  transfused  with  Rh  negative  blood,  but 
of  course  the  blood  of  the  Rh  negative 
mother  must  not  be  used  because  it  also 
contains  Rh  antibodies. 

Report  of  Case 

A forty-one-year-old  man  entered  the 
clinic  on  May  26,  1942,  complaining  of 
weakness  of  three  months’  duration.  He 
had  received  frequent  injections  of  neo- 
arsphenamine  between  1934  and  1936  and 
had  had  intermittent  treatment  since  that 
time.  Two  months  before  admission  to  the 
clinic  he  developed  bleeding  of  the  gums 
and  received  four  transfusions  over  a ten- 
day  period. 

Examination  revealed  marked  pallor,  a 
questionably  enlarged  spleen,  purpura, 
hemorrhagic  retinitis,  and  a hemic  murmur, 
but  no  adenopathy.  Laboratory  studies 
showed  a marked  normocytic,  normo- 
chromic anemia,  with  a hemoglobin  of  2.8 
grams  (19  per  cent),  a red  blood  count  of 
850,000,  and  a hematocrit  of  eight  per  cent. 
The  white  blood  count  was  3,800,  with  a 
differential  count  of  forty-two  per  cent 
polymorphonuclear  cells,  23.5  per  cent  band 
forms,  14.5  per  cent  lymphocytes,  ten  per 
cent  monocytes,  one  per  cent  eosinophils, 
1.5  per  cent  metamyelocytes,  one  per  cent 
atypical  monocytes,  four  per  cent  atypical 
lymphocytes,  and  2.5  per  cent  young  lym- 
phocytes. The  platelet  count  was  17,000, 
and  the  reticulocyte  count  was  .1  per  cent. 
The  serum  bilirubin  was  .9  milligram  per 
cent.  A bone  marrow  biopsy  showed  hypo- 
plasia of  all  blood  elements. 

In  view  of  these  findings  a diagnosis  of 
aplastic  (more  correctly,  hypoplastic)  ane- 
mia was  made.  The  etiologic  factor  was 
thought  to  be  his  past  arsenical  treatment. 
On  the  day  of  admission  during  transfu- 
sion, he  developed  lumbar  pain  with  a se- 
vere chill  followed  by  fever  after  only  200 
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AGGLUTINATION  AND  HEMOLYSIS 

Fig-.  2.  Mechanism  causing  erythroblastosis, 
cubic  centimeters  of  blood  had  been  given. 

His  blood  was  found  to  be  Rh  negative 
and  contained  Rh  antibodies.  The  donor 
was  Rh  positive.  Following  this  he  was 
given  only  Rh  negative  blood,  and  in  the 
course  of  the  next  nine  months  he  received 
a total  of  twenty-two  such  transfusions 
without  reaction. 

This  case  illustrates  the  ability  of  an  Rh 
negative  donor  to  develop  anti-Rh  agglu- 
tinins when  transfused  with  Rh  positive 
blood.  The  severe  reaction  which  occurred 
when  he  received  additional  Rh  positive 
blood  was  caused  by  the  interaction  between 
the  anti-Rh  agglutinins  of  the  recipient  and 
the  Rh  agglutinogens  of  the  donor.  The 
absence  of  agglutination  and  hence  of  trans- 
fusion reaction  when  Rh  negative  blood  was 
used  is  amply  demonstrated. 

Fifteen  per  cent  of  the  population  are  Rh 
negative.  Any  Rh  negative  patient  receiv- 
ing an  Rh  positive  blood  transfusion  will 
develop  anti-Rh  agglutinins.  If  he  is  again 
transfused  with  Rh  positive  blood,  a severe 
transfusion  reaction  will  result.  All  Rh 
negative  patients  receiving  multiple  trans- 
fusions must  be  checked  for  the  presence 
of  these  antibodies  or  must  be  given  Rh 
negative  blood.  An  Rh  negative  woman 
marrying  an  Rh  positive  man  may  have 
children  suffering  from  some  form  of 
erythroblastosis  foetalis. 
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A hard  enlargement  of  the  thyroid  gland 
is  always  suspected  of  being  caused  by 
malignancy.  However,  early  cancer  of  the 
thyroid  gland  has  no  induration  and  can 
be  diagnosed  only  microscopically.  Since 
thyroiditis  is  characterized  in  all  its  stages 
by  a remarkable  degree  of  firmness  of  the 
gland,  familiarity  with  some  of  the  features 
of  thyroiditis,  particularly  those  which  dis- 
tinguish it  clinically  from  malignancy,  is 
important.  An  early  differentiation  of  ma- 
lignancy from  thyroiditis  is  important, 
since  in  the  former  immediate  radical  sur- 
gery followed  by  high  voltage  irradiation 
is  indicated,  while  in  the  latter  surgery  or 
other  treatment  is  rarely  necessary.  In 
malignancy  of  the  thyroid  gland  even  the 
clinician  experienced  in  thyroid  disease  may 
be  uncertain  of  the  diagnosis,  but  rarely 
should  he  be  in  doubt  about  the  diagnosis 
of  thyroiditis. 

Two  Types 

Thyroiditis  is  of  two  types.  True  thy- 
roiditis is  caused  by  round  cell  infiltration 
of  the  thyroid  gland  varying  in  grade  up  to 
Riedel’s  struma  in  which  the  gland  is  re- 
placed completely  by  round  cell  infiltration. 
Struma  lymphomatosa  or  Hashimoto’s  dis- 
ease is  caused  by  infiltration  by  a particular 
type  of  lymphomatous  cell. 

While  a true  acute  thyroiditis  is  possible, 
it  is  so  uncommon  that  in  over  22,400  thy- 
roidectomies at  the  Lahey  Clinic  we  have 
encountered  less  than  ten  such  cases.  In 
this  condition,  which  is  often  associated 
with  dangerous  degrees  of  generalized 
sepsis,  the  entire  thyroid  gland  either  is 
acutely  inflamed  or  is  the  site  of  multiple 
abscesses. 

The  most  common  type  of  thyroiditis  is 
the  chronic  variety  unassociated  with  symp- 
toms of  septic  absorption,  fever  or  abscess 
formation,  and  with,  at  the  most,  only  a 
moderate  degree  of  tenderness  on  palpation. 
Patients  with  chronic  thyroiditis  often  have 
had  a recent  throat  infection ; however, 


*Reproduced  from  The  Lahey  Clinic  Bulletin  by 
the  kind  permission  of  Dr.  Frank  H.  Lahey,  Jan- 
uary, 1944. 


many  patients  give  no  such  history.  Chronic 
thyroiditis  is  characterized  by  chronicity 
(it  sometimes  exists  for  years  without  pro- 
gression or  regression),  lack  of  transition 
to  an  acute  stage  and  absence  of  fever,  and 
its  origin,  which  is  usually  unexplained,  is 
obscure. 

Differential  Diagnosis 

Our  observations  at  the  Lahey  Clinic, 
which  are  based  on  experience  with  a large 
number  of  patients  with  thyroiditis,  may 
be  of  value  to  those  who  have  had  less 
experience  with  these  cases. 

If  the  diagnosis  of  thyroiditis  is  correct, 
there  is  little  chance  that  the  condition  will 
degenerate  into  malignancy,  or  that  the 
chronic  type  of  thyroiditis  will  change  to 
the  acute  type.  While  as  the  result  of  the 
organization  of  the  round  cell  infiltration, 
a feeling  of  tracheal  constriction  often  will 
occur,  except  in  those  patients  who  have 
been  improperly  operated  upon,  no  danger- 
ous degree  of  tracheal  obstruction  will  re- 
sult. Since  the  round  cell  infiltration  which 
characterizes  this  disease  can  completely 
replace  the  thyroid  gland  (Riedel’s  struma), 
obviously  partial  up  to  complete  myxedema 
can  occur.  Many  patients  show  elevation 
of  blood  cholesterol  and  moderately  low 
basal  metabolic  rates,  but  I have  been  im- 
pressed with  the  fact  that  relatively  few 
patients  show  obvious  clinical  signs  of 
myxedema. 

In  palpation  of  the  thyroid  gland  in  which 
chronic  inflammation  exists,  the  constant 
feature  is  increased  firmness.  Without  this 
firmness,  which  is  always  of  a peculiar  and 
striking  character,  thyroiditis  does  not 
exist.  The  firmness  varies  in  degree,  but 
is  always  of  such  unyielding  density  that 
it  has  been  described  as  woody,  ligneous, 
or  marblelike.  The  characteristic  infiltra- 
tion likewise  fixes  the  thyroid  firmly  to  the 
trachea,  and  so  thyroiditis  is  characterized 
by  immobility  as  well  as  firmness. 

The  increased  density  of  the  thyroid 
gland  in  thyroiditis  usually  involves  the  en- 
tire gland,  both  lobes  and  the  isthmus.  This 
is  one  of  the  features  that  distinguishes 
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thyroiditis  from  malignancy,  since  the  lat- 
ter frequently  originates  in  an  adenoma  and 
in  the  early  stages  remains  in  one  lobe. 
However,  one  must  not  forget  that  in  rare 
cases  the  induration  of  thyroiditis  can  be 
limited  to  one  lobe  or  to  one  lobe  and  the 
isthmus. 

The  outstanding  feature  of  thyroiditis 
which  makes  it  possible  for  one  experienced 
in  thyroid  palpation  to  differentiate  it  from 
malignancy  is  that  while  the  entire  thyroid 
gland  may  be  of  almost  stonelike  hardness 
and  may  even  be  doubled  or  tripled  in  size, 
the  enlargement  is  symmetrical.  One  lobe 
occasionally  may  enlarge  a little  more  than 
the  other,  but  usually  the  anatomic  outline 
is  retained,  as  well  as  the  sharp  apex  of 
the  upper  pole,  where  the  superior  thyroid 
vessels  enter  the  gland.  The  relation  of 
the  lateral  lobes  to  the  isthmus  remains  nor- 


mal, and  the  isthmus,  although  often  en- 
larged and  inordinately  firm,  remains  a 
distinct  isthmus  crossing  the  trachea.  In 
malignancy  the  enlarged  lateral  lobes  ob- 
literate the  isthmus  as  they  encroach  upon 
it.  Since  malignancy  usually  starts  in  an 
adenoma  in  one  lobe,  as  the  capsule  of  the 
adenoma  is  perforated  and  the  parenchyma 
becomes  involved  the  lobe  enlarges  out  of 
proportion  to  its  neighbor  and  the  gland 
soon  loses  its  normal  anatomic  outline. 

Thus,  in  differentiating  thyroiditis  from 
malignancy,  the  most  distinctive  feature  is 
that  while  in  both  conditions  as  they  ad- 
vance .stony  hardness  of  the  gland  occurs, 
in  thyroiditis  the  gland  remains  normal 
in  outline  even  if  obviously  changed  in  con- 
sistency and  size,  while  in  cancer  it  be- 
comes, with  change  in  consistency  and  size, 
a tumor  mass  without  the  characteristic 
thyroid  outline  or  shape. 
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The  following  is  a list  of  Tennessee  doc- 
tors who  have  applied  for  a commission  in 
the  Army  or  Navy.  They  are  arranged  in 
three  categories  as  follows : first,  those  who 
have  been  commissioned  and  are  on  duty; 
second,  those  who  have  applied  for  a com- 
mission and  been  rejected  on  physical 
grounds;  third,  those  who  have  been  hon- 
orably discharged  from  service.  The  list 
under  each  category  is  arranged  according 
to  counties. 

The  list  is  not  complete  according  to  the 
date  of  publication.  It  is  accurate  in  so  far 
as  our  information  goes  as  of  the  date  the 
Journal  goes  to  press. 

THE  HONOR  ROLL  OF  THE  MEDICAL  PRO- 
FESSION IN  TENNESSEE  NOW  SERV- 
ING IN  THE  ARMED  FORCES 


County  Name  Address 

Anderson — P.  M.  Dings Briceville 

Anderson — A.  K.  Morris Fork  Mountain 

Anderson — Geo.  M.  Kelley Lake  City 

Anderson — Horton  DuBard Knoxville 

Bedford — H.  J.  Shull Shelbyville 

Blount — R.  H.  Haralson Maryville 

Blount — Joseph  T.  Marshall Chattanooga 

Blount — Lowell  E.  Vinsant Maryville 

Bradley — Dwight  N.  Arnold Cleveland 

Bradley — A.  L.  Ball Cleveland 

Bradley — Wm.  A.  Garrott Cleveland 

Bradley — Claud  H.  Taylor Cleveland 

Bradley— Madison  S.  Trewhitt Cleveland 

Campbell— 0.  H.  Coleman* LaFollette 

Campbell — Jos.  McCoin LaFollette 

Carroll — Robert  D.  Trevathan Bruceton 

Carter — H.  B.  Damron Elizabethton 

Carter — E.  L.  Caudill,  Jr Elizabethton 

Carter — J.  B.  Warren Elizabethton 

Carter — W.  W.  Evans Elizabethton 

Chester — John  Wm.  Baird 

Claiborne — E.  A.  McEver Pruden 

Clay — A.  L.  Buell Celina 

Cocke — Haynes  B.  Cates Newport 

Cocke — W.  C.  Ruble,  Jr Newport 

Cocke — Glenn  C.  Shults Newport 

Coffee— G.  W.  Shelton Manchester 

Cumberland — Price  H.  Duff Crossville 

Davidson — Geo.  A.  Hatcher Cedar  Grove,  N.  J. 

Davidson — David  F.  Johnson Madison  College 

Davidson — James  T.  Allen Nashville 

Davidson — James  P.  Anderson Nashville 

Davidson — John  W.  Anderson Nashville 

Davidson- — Jos.  D.  Anderson Nashville 

Davidson — Ralph  Angelucci Nashville 

Davidson — Ralph  V.  Ashbaugh Nashville 

Davidson — Robert  D.  Beech Nashville 

Davidson — F.  T.  Billings Nashville 

Davidson — James  Frazier  Binns Nashville 


*Deceased. 


Davidson — R.  W.  Blumberg Nashville 

Davidson — H.  K.  Brask Nashville 

Davidson — Robert  N.  Buchanan,  Jr Nashville 

Davidson — Ransom  R.  Buchholz Nashville 

Davidson — F.  W.  Buckner Nashville 

Davidson — John  C.  Burch Nashville 

Davidson — Roger  B.  Burrus Nashville 

Davidson — B.  F.  Byrd,  Jr Nashville 

Davidson — Newton  A.  Cannon Nashville 

Davidson — Henry  M.  Carney Nashville 

Davidson — Geo.  K.  Carpenter Nashville 

Davidson — Arthur  H.  Cassady Nashville 

Davidson — Randolph  Cate Nashville 

Davidson — Lee  Farrar  Cayce Nashville 

Davidson — James  C.  Chambliss Nashville 

Davidson — Jesse  H.  Chandler  (Col.) Nashville 

Davidson — Sam  C.  Cowan,  Jr Nashville 

Davidson — R.  R.  Crutcher Nashville 

Davidson — Marion  I.  Davis Nashville 

Davidson — Walter  L.  Diveley Nashville 

Davidson — Thos.  A.  Donnel Nashville 

Davidson — R.  L.  Dozier,  Jr Nashville 

Davidson — J.  J.  Eberhart Nashville 

Davidson — P.  C.  Elliott Nashville 

Davidson — Frank  F.  Ellis Nashville 

Davidson — Joe  W.  Fenn Nashville 

Davidson — Ray  0.  Fessey Nashville 

Davidson — C.  M.  Fishbach Nashville 

Davidson — Benjamin  P.  Folk Nashville 

Davidson — Garth  E.  Fort Nashville 

Davidson — S.  F.  Fowler Nashville 

Davidson — John  W.  Frazier,  Jr Nashville 

Davidson — Thos.  F.  Frist Nashville 

Davidson — R.  K.  Galloway Nashville 

Davidson — James  C.  Gardner Nashville 

Davidson — Dan  C.  Gary Nashville 

Davidson — Hamilton  V.  Gayden Nashville 

Davidson — L.  R.  Gayden Nashville 

Davidson — H.  L.  Gilliand Nashville 

Davidson — J.  E.  Goldsberry Nashville 

Davidson — David  K.  Gotwald Nashville 

Davidson — Thos.  Grizzard Nashville 

Davidson — Laurence  A.  Grossman Nashville 

Davidson — James  W.  Harrison Nashville 

Davidson- — James  T.  Hayes Nashville 

Davidson — Harold  B.  Henning Nashville 

Davidson — Rafael  Hernandez  (Col.) Nashville 

Davidson — Irving  R.  Hillard Nashville 

Davidson — Charles  Fowler  Hollabaugh_. Nashville 

Davidson — Nathan  P.  Horner Nashville 

Davidson- — Geo.  B.  Hubbard Nashville 

Davidson — Vernon  Hutton,  Jr Nashville 

Davidson — D.  J.  Johns,  Jr Nashville 

Davidson — Geo.  S.  Johnson Nashville 

Davidson — Harry  D.  Jones Nashville 

Davidson — Sam  Ogle  Jones Nashville 

Davidson— Allen  Kennedy Nashville 

Davidson — W.  G.  Kennon,  Jr Nashville 

Davidson- — G.  E.  Kinzel Nashville 

Davidson — James  A.  Kirtley,  Jr. Nashville 

Davidson — W.  J.  Lee,  Jr Nashville 

Davidson — Herman  Levinson Nashville 


128 


TENNESSEE  DOCTORS  AND  THE  MILITARY  SERVICE 


April,  1944 


Davidson — R.  Carl  Light Nashville 

Davidson — Rudolph  A.  Light Nashville 

Davidson — Jas.  A.  Loveless Nashville 

Davidson — J.  P.  Lowe Nashville 

Davidson — Sol  Lowenstein Nashville 

Davidson — Jas.  R.  McMillan Nashville 

Davidson — Robt.  H.  Magruder Nashville 

Davidson — C.  G.  deGutierrez-Mahoney Nashville 

Davidson — Travis  H.  Martin Nashville 

Davidson — James  H.  Matthews Nashville 

Davidson — Benjamin  R.  Mayes Nashville 

Davidson — Jas.  G.  Mead Nashville 

Davidson — Chas.  A.  Mella Nashville 

Davidson — Cleo  M.  Miller Nashville 

Davidson — Hugh  H.  Mills Nashville 

Davidson — Theodore  Morford Nashville 

Davidson — Hugh  J.  Morgan Nashville 

Davidson — N.  B.  Morris Nashville 

Davidson — Paul  G.  Morrissey,  Jr Nashville 

Davidson — Max  K.  Moulder Nashville 

Davidson — John  R.  Olson Nashville 

Davidson — Fred  W.  T.  Overton Nashville 

Davidson — Wm.  T.  Palm Nashville 

Davidson — Jos.  H.  Patterson Nashville 

Davidson — Robt.  C.  Patterson,  Jr Nashville 

Davidson — E.  White  Patton Nashville 

Davidson — George  C.  Porter  (Col.) Nashville 

Davidson — John  C.  Ransmeier Nashville 

Davidson — S.  B.  D.  Rhea Nashville 

Davidson — E.  L.  Rippy Nashville 

Davidson — E.  M.  Robinson Nashville 

Davidson — Louis  Rosenfeld N ashville 

Davidson — A.  F.  Russell Nashville 

Davidson — Jos.  H.  Sayers,  Jr Nashville 

Davidson — Robert  E.  Schell Nashville 

Davidson — Jesse  F.  Scott Nashville 

Davidson — Jos.  A.  Scott Nashville 

Davidson — Ewing  Seligman Nashville 

Davidson — Maurice  Seligman Nashville 

Davidson — Melvin  M.  Simmons Nashville 

Davidson — Henry  Carroll  Smith Nashville 

Davidson — Joe  M.  Strayhorn Nashville 

Davidson — Thos.  B.  Stone Nashville 

Davidson — Wm.  A.  Sullivan Nashville 

Davidson — A.  J.  Sutherland,  Jr Nashville 

Davidson — A.  B.  Thach,  Jr Nashville 

Davidson — W.  0.  Tirrill,  Jr Nashville 

Davidson — Chas.  C.  Trabue Nashville 

Davidson — H.  M.  Truebger Nashville 

Davidson — William  H.  Tucker Nashville 

Davidson — W.  A.  Van  Nortwick Nashville 

Davidson — Paul  L.  Warner Nashville 

Davidson — Thos.  S.  Weaver Nashville 

Davidson — B.  M.  Weinstein Nashville 

Davidson — Arthur  L.  White Nashville 

Davidson — Joe  T.  Whitfield Nashville 

Davidson — Claiborne  Williams Nashville 

Davidson — W.  C.  Williams Nashville 

Davidson — Herbert  Wilson,  Jr Nashville 

Davidson — W.  C.  Winton Nashville 

Davidson — Jos.  C.  Wood Nashville 

Davidson — Thos.  E.  Wyatt Nashville 

Davidson — Chas.  R.  Yancey Nashville 

Davidson — Hugh  Amos Old  Hickory 

Davidson — Alvin  Hawkins Old  Hickory 


Davidson — A.  S.  Koenig Old  Hickory 

Davidson — E.  B.  Rhea Old  Hickory 

Dickson — W.  M.  Jackson Dickson 

Dyer — W.  E.  Anderson Dyersburg 

Dyer — J.  Paul  Baird Dyersburg 

Dyer — C.  L.  Denton Dyersburg 

Dyer — 0.  B.  Landrum Dyersburg 

Fayette- — John  L.  Armstrong Somerville 

Franklin — Geo.  L.  Smith Decherd 

Franklin — Kenneth  P.  Brown Huntland 

Gibson — Jas.  0.  Fields Milan 

Gibson — Basil  T.  Bennett,  Jr Trenton 

Gibson — Geo.  Dodson  Humboldt 

Gibson — Roscoe  Faulkner Trenton 

Gibson — Henry  Jas.  Roberts Trenton 

Greene — Rae  B.  Gibson Greeneville 

Greene — C.  H.  Henard Mosheim 

Greene — John  G.  Zirkle Greeneville 

Hamblen — D.  R.  Roach Morristown 

Hamblen — D.  J.  Zimmermann Morristown 

Hamilton- — Howard  M.  Ausherman Chattanooga 

Hamilton — C.  H.  Barnwell Chattanooga 

Hamilton — Alvin  H.  Benz Chattanooga 

Hamilton — Franklin  B.  Bogart Chattanooga 

Hamilton — F.  G.  Bratley Chattanooga 

Hamilton— Julian  C.  Brooks,  Jr Chattanooga 

Hamilton — S.  W.  Brown Chattanooga 

Hamilton — E.  F.  Buchner Chattanooga 

Hamilton— Walter  Buckner,  II Chattanooga 

Hamilton — Douglas  Chamberlain Chattanooga 

Hamilton — John  W.  Claiborne,  Jr. Chattanooga 

Hamilton — H.  C.  Darnall Chattanooga 

Hamilton — J.  R.  Fancher Chattanooga 

Hamilton — Richard  V.  Fletcher Chattanooga 

Hamilton — J.  L.  Hamilton Chattanooga 

Hamilton — F.  F.  Harris. Chattanooga 

Hamilton — Carl  A.  Hartung Chattanooga 

Hamilton — H.  D.  Hickey Chattanooga 

Hamilton — J.  M.  Higginbotham Chattanooga 

Hamilton — H.  T.  Holden Chattanooga 

Hamilton — Jos.  W.  Johnson,  Jr Chattanooga 

Hamilton — Howard  H.  Karr Chattanooga 

Hamilton — Jos.  B.  Killebrew Chattanooga 

Hamilton— J.  J.  Killeffer Chattanooga 

Hamilton — P.  H.  Livingston Chattanooga 

Hamilton — T.  A.  Lowery Chattanooga 

Hamilton — E.  F.  McCall Chattanooga 

H amilton — Augustus  McCr avey Chattanooga 

Hamilton — Tim  J.  Manson Chattanooga 

Hamilton — Richard  H.  Mellen Chattanooga 

Hamilton — Paul  H.  Milton Chattanooga 

Hamilton — Fay  B.  Murphey Chattanooga 

Hamilton — E.  T.  Newell,  Jr. Chattanooga 

Hamilton — Wm.  E.  North Chattanooga 

Hamilton- — R.  L.  Patterson Chattanooga 

Hamilton — C.  Thomas  Read Chattanooga 

Hamilton — W.  D.  L.  Record Chattanooga 

Hamilton — E.  E.  Reisman,  Jr Chattanooga 

Hamilton — Gilbert  M.  Roberts Chattanooga 

Hamilton — Robt.  C.  Robertson Chattanooga 

Hamilton — T.  G.  Ross Chattanooga 

Hamilton — Wm.  J.  Sheridan Chattanooga 

Hamilton — M.  J.  Smith,  Jr Chattanooga 

Hamilton — Wm.  A.  Stem Chattanooga 

Hamilton — John  A.  Steward Chattanooga 
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Hamilton — W.  Dean  Steward Chattanooga 

Hamilton — Paul  R.  Swanson Chattanooga 

Hamilton — Oliver  L.  Von  Canon Chattanooga 

Hamilton — J.  W.  Wilson,  Jr Chattanooga 

Hamilton — Robert  A.  Wise Chattanooga 

Hamilton — J.  C.  Wright Chattanooga 

Hardeman — Geo.  W.  Jackson Bolivar 

Hardeman — Wiley  D.  Lewis Bolivar 

Hardeman — M.  J.  Stewart Whiteville 

Hardin — C.  Whitman  Borg Savannah 

Hardin — S.  L.  Stephenson,  Jr Savannah 

Hawkins — Charles  C.  Johnson Pressman’s  Home 

Hawkins — Landrum  Tucker Rogersville 

Hawkins — A.  S.  Yates Rogersville 

Haywood — Robert  C.  Berson Brownsville 

Henderson — R.  M.  Conger Lexington 

Henry — J.  W.  Didcoct Paris 

Henry — Arthur  C.  Dunlap Paris 

Henry — J.  C.  McKissick Paris 

Henry — Geo.  H.  McSwain Paris 

Jefferson — William  B.  Malcolm Dandridge 

Jefferson — Frank  L.  Milligan Jefferson  City 

Knox — A.  J.  Weber Bearden 

Knox — Malcolm  F.  Cobb Concord 

Knox — B.  B.  Mitchell* Fountain  City 

Knox — Charles  M.  Armstrong Knoxville 

Knox — Spencer  Y.  Bell Knoxville 

Knox — R.  G.  Brashear Knoxville 

Knox— A.  M.  Carr Knoxville 

Knox — E.  E.  Carrier Knoxville 

Knox — Jack  Chesney Knoxville 

Knox — L.  W.  Chesney Knoxville 

Knox — H.  S.  Christian Knoxville 

Knox- — H.  E.  Christenberry,  Jr Knoxville 

Knox — Sam  M.  Cooper Knoxville 

Knox — Sam  P.  Davidson Knoxville 

Knox — T.  P.  Day Knoxville 

Knox — W.  A.  DeSautelle Knoxville 

Knox — T.  B.  Drinnen* Knoxville 

Knox— Richard  N.  Duffey Knoxville 

Knox — J.  Gilbert  Eblen Knoxville 

Knox — Jas.  B.  Ely Knoxville 

Knox — Frank  Faulkner Knoxville 

Knox — Peter  J.  Flippin Knoxville 

Knox — Glenn  D.  Grubb Knoxville 

Knox — Geo.  G.  Henson Knoxville 

Knox — Oliver  W.  Hill,  Jr Knoxville 

Knox — C.  R.  Huffman* Knoxville 

Knox — C.  E.  Irwin Knoxville 

Knox — Willard  J.  Irwin Knoxville 

Knox — H.  H.  Jenkins Knoxville 

Knox — J.  0.  Kennedy Knoxville 

Knox — A.  H.  Lancaster Knoxville 

Knox — R.  P.  Layman Knoxville 

Knox — J.  H.  Lesher Knoxville 

Knox — J.  D.  McCullough Knoxville 

Knox — Wm.  T.  McPeake Knoxville 

Knox — J.  L.  Montgomery Knoxville 

Knox — Wm.  S.  Muse Knoxville 

Knox — E.  P.  Nicely Knoxville 

Knox — Ralph  Nichols Knoxville 

Knox — B.  M.  Overholt Knoxville 

Knox — Jos.  B.  Parker,  Jr Knoxville  (Inskip) 

Knox — Robt.  F.  Patterson,  Jr Knoxville 

*Deceased. 


Knox — Herschel  Penn Knoxville 

Knox — Jarrell  Penn Knoxville 

Knox — H.  L.  Pope Knoxville 

Knox — John  S.  Powers,  Jr Knoxville 

Knox — John  A.  Range Knoxville 

Knox — Jos.  L.  Raulston,  Jr Knoxville 

Knox- — Hugh  C.  Reaves Knoxville 

Knox — J.  W.  Riggs Knoxville 

Knox — J.  S.  Ruffin,  Jr Knoxville 

Knox — J.  H.  Saffold Knoxville 

Knox — A.  B.  Shipley Knoxville 

Knox — P.  D.  Smith Knoxville 

Knox — J.  M.  Stockman Knoxville 

Knox — Geo.  W.  Tharp Knoxville 

Knox — Phil  Thomas Knoxville 

Knox — Fred  West Knoxville 

Knox- — Jacob  M.  Williams Knoxville 

Knox — Leon  J.  Willien Knoxville 

Lake — W.  T.  Rainey Tiptonville 

Lauderdale — J.  H.  Nunn Ripley 

Lauderdale — W.  Val  Sanford* Ripley 

Lawrence — L.  C.  Harris,  Jr Lawrenceburg 

Lincoln — R.  E.  McCown Fayetteville 

Lincoln — Ben  H.  Marshall Fayetteville 

Lincoln — M.  C.  Woodfin Fayetteville 

Lincoln — E.  S.  Leek Petersburg 

Loudon — F.  E.  Hufstedler Lenoir  City 

Loudon — Avery  Leeper Lenoir  City 

McMinn- — S.  B.  McClary,  Jr Etowah 

McMinn- — A.  W.  Reeser Athens 

McMinn — Lester  H.  Shields Athens 

McNairy — T.  N.  Humphrey Selmer 

McNairy — H.  0.  Mason Adamsville 

Madison — L.  D.  Farragut Bemis 

Madison — Roderick  C.  Webb Bemis 

Madison — Everett  Archer Jackson 

Madison — C.  H.  Brown Jackson 

Madison — W.  B.  Camp Jackson 

Madison — William  Grant  Crook Jackson 

Madison — J.  E.  Douglass Jackson 

Madison — R.  S.  Hellmann Jackson 

Madison — Frank  A.  Moore Jackson 

Madison- — Roy  M.  Neudecker Jackson 

Madison — Carl  Rogers Jackson 

Madison — A.  R.  Taylor Jackson 

Madison — J.  R.  Thompson,  Jr Jackson 

Madison — Charles  H.  Webb Jackson 

Madison — P.  E.  Wylie Jackson 

Madison — Stevens  Byars Mercer 

Marion — Russell  B.  James South  Pittsburg 

Marshall — A.  L.  Cooper Chapel  Hill 

Marshall — H.  B.  Disharoon* Lewisburg 

Maury — W.  N.  Cook Columbia 

Maury — Robin  Lyles Columbia 

Maury — J.  B.  Miller Columbia 

Maury — E.  K.  Provost Columbia 

Monroe — D.  F.  Heuer,  Jr Sweetwater 

Monroe — R.  M.  Price Sweetwatei 

Montgomery — J.  A.  Culbertson Clarksville 

Montgomery — John  H.  Ledbetter,  Jr. Clarksville 

Montgomery — Phillip  Lyle Clarksville 

Morgan — R.  A.  Steadman Wartburg 

Obion — Hal  E.  Bennett__ Troy 

Obion — Edward  W.  Barksdull Union  City 

Obion — R.  M.  Darnall Union  City 
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Obion — R.  G.  Latimer,  Jr Union  City 

Overton — H.  B.  Nevans Livingston 

Pickett — Floyd  B.  Hay Byrdstown 

Polk- — Henry  S.  Harris Benton 

Polk— J.  H.  Lillard Benton 

Polk — H.  H.  Hyatt Copperhill 

Putnam — H.  H.  Taylor Cookeville 

Putnam— R.  L.  Akin Monterey 

Roane — L.  A.  Killeffer Harriman 

Roane— G.  D.  Schuessler Oliver  Springs 

Roane — F.  Davis  Owings Rockwood 

Robertson — J.  C.  Lunderman Orlinda 

Robertson — W.  P.  Stone Springfield 

Rutherford — Harvey  W.  Carter Murfreesboro 

Rutherford— Thos.  G.  Gordon Murfreesboro 

Sevier — John  A.  Conroy Newton,  Mass. 

Sevier— Charles  E.  Pack,  Jr Sevierville 

Sevier— R.  M.  Perry Sevierville 

Shelby— J.  H.  Adler Memphis 

Shelby — R.  Roger  Anderson Memphis 

Shelby— Chas.  G.  Andrews Memphis 

Shelby— J.  M.  Aste Memphis 

Shelby — Edward  R.  Atkinson Memphis 

Shelby — Chas  H.  Avent Memphis 

Shelby — William  Wallace  Aycock Memphis 

Shelby — J.  C.  Ayres,  Jr Memphis 

Shelby— James  M.  Bethea Memphis 

Shelby— Willard  A.  Barnes Memphis 

Shelby— J.  D.  Biles,  Jr Memphis 

Shelby— Samuel  Blackwell  Memphis 

Shelby— W.  B.  Blaisdell,  Jr Memphis 

Shelby — W.  T.  Black,  Jr Memphis 

Shelby — R.  E.  Bland  (Col.) Memphis 

Shelby— Philip  B.  Bleecker Memphis 

Shelby— Geo.  M.  Bogardus Memphis 

Shelby— H.  0.  Bourkard Memphis 

Shelby— C.  G.  Bringle Memphis 

Shelby— W.  T.  Braun,  Jr Memphis 

Shelby— Joseph  A.  Buchignani Memphis 

Shelby— J.  G.  Burd Memphis 

Shelby — L.  L.  Carter Memphis 

Shelby— A.  J.  Cates Memphis 

Shelby— R.  E.  Ching Memphis 

Shelby — J.  Hughes  Chandler Memphis 

Shelby — J.  M.  Chandler Memphis 

Shelby — J.  M.  Chambers,  Jr Memphis 

Shelby — R.  B.  Chrisman,  Jr Memphis 

Shelby — Isaac  S.  Coe Memphis 

Shelby — James  H.  Collins Memphis 

Shelby — John  Kerr  Crawford Memphis 

Shelby — Phillip  T.  Crawford Memphis 

Shelby — J.  A.  Crisler,  Jr Memphis 

Shelby — J.  A.  Danciger Memphis 

Shelby — Floyd  M.  Davis Memphis 

Shelby — Chas.  J.  Deere Memphis 

Shelby- — W.  F.  Dobyns Memphis 

Shelby — John  M.  Dougall Memphis 

Shelby— E.  S.  Eddins Memphis 

Shelby — C.  Barton  Etter Memphis 

Shelby — J.  D.  Evans Memphis 

Shelby — M.  L.  Evans Memphis 

Shelby — Taylor  Farrar Memphis 

Shelby — Turley  Farrar Memphis 


Shelby — Benj.  Fendler Memphis 

Shelby — L.  F.  Ferrell Memphis 

Shelby — B.  F.  Floyd Memphis 

Shelby — Jos.  B.  Fowler Memphis 

Shelby — Dale  E.  Fox Memphis 

Shelby — Jos.  A.  Gardner,  Jr Memphis 

Shelby — Geo.  E.  Gish Memphis 

Shelby — Fred  A.  Goldberg Memphis 

Shelby — L.  I.  Goldsmith Memphis 

Shelby — David  W.  Goltman Memphis 

Shelby — Jack  Goltman Memphis 

Shelby — Paul  Hill  Goodman Memphis 

Shelby — H.  B.  Gotten Memphis 

Shelby- — Nicholas  Gotten Memphis 

Shelby — H.  D.  Gray Memphis 

Shelby — V.  A.  Hall Memphis 

Shelby — J.  A.  Hanna Memphis 

Shelby — Carl  M.  Harwell,  Jr Memphis 

Shelby — R.  D.  Henderson Memphis 

Shelby — B.  S.  Henry Memphis 

Shelby — A.  L.  Herring Memphis 

Shelby — C.  H.  Householder Memphis 

Shelby — John  L.  Houston Memphis 

Shelby — Felix  A.  Hughes Memphis 

Shelby — James  G.  Hughes Memphis 

Shelby — John  D.  Hughes Memphis 

Shelby — Wm.  E.  Hurt Memphis 

Shelby — Chas.  W.  Ingle Memphis 

Shelby — Alvin  Ingram Memphis 

Shelby — Harry  Johnson Memphis 

Shelby — Albert  M.  Jones Memphis 

Shelby— 0.  N.  Jones Memphis 

Shelby — W.  B.  Key Memphis 

Shelby — John  C.  King Memphis 

Shelby — Nathanial  W.  Kuykendall,  Jr.__Memphis 

Shelby — Chas.  K.  Lewis Memphis 

Shelby- — Frank  Linn Memphis 

Shelby — Chas.  M.  Lobrano Memphis 

Shelby— D.  G.  Lockwood Memphis 

Shelby— J.  P.  Lockwood Memphis 

Shelby — J.  P.  Long,  Jr Memphis 

Shelby — J.  H.  Lotz Memphis 

Shelby — Wm.  M.  Lovejoy Memphis 

Shelby — Donald  A.  McCannel Memphis 

Shelby — 0.  S.  McCown,  Jr Memphis 

Shelby — J.  W.  McElroy Memphis 

Shelby — Eugene  E.  McKenzie Memphis 

Shelby— W.  F.  Mackey Memphis 

Shelby — Wm.  Battle  Malone,  II Memphis 

Shelby — Thomas  P.  Manigan Memphis 

Shelby — P.  M.  Markle Memphis 

Shelby — Alfred  D.  Mason,  Jr Memphis 

Shelby— Wm.  P.  Maury,  Jr Memphis 

Shelby — R.  A.  Miller Memphis 

Shelby — R.  W.  Miller Memphis 

Shelby — E.  D.  Mitchell,  Jr Memphis 

Shelby — J.  C.  Mobley,  Jr Memphis 

Shelby — Moore  Moore,  Jr._: Memphis 

Shelby — Thos.  Lane  Moore,  Jr Memphis 

Shelby — William  Sivley  Moore Memphis 

Shelby — J.  P.  Moss Memphis 

Shelby — Henry  Moskowitz  Memphis 

Shelby — Francis  Murphey Memphis 

Shelby — Van  A.  Odle , Memphis 

Shelby — Bedford  T.  Otey Memphis 
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Shelby — Alfred  H.  Page Memphis 

Shelby — Wm.  H.  Parker Memphis 

Shelby — Ben  Pentecost Memphis 

Shelby — J.  R.  Pepin Memphis 

Shelby — M.  L.  Pepper Memphis 

Shelby — V.  D.  Pettit Memphis 

Shelby — Raymond  W.  Polk Memphis 

Shelby — G.  S.  Plog Memphis 

Shelby — Ira  F.  Porter Memphis 

Shelby — Hugh  R.  Raines Memphis 

Shelby — S.  L.  Raines Memphis 

Shelby — R.  Beverley  Ray Memphis 

Shelby — L.  C.  Ramsay Memphis 

Shelby — Hal  S.  Rhea Memphis 

Shelby — Chas.  G.  Robinson Memphis 

Shelby — Wm.  A.  Runkle Memphis 

Shelby — Wm.  T.  Satterfield Memphis 

Shelby — Schayel  Scheinberg Memphis 

Shelby — Lee  Jess  Seargeant,  Jr Memphis 

Shelby — Lawrence  L.  Sebulsky Memphis 

Shelby — E.  C.  Segerson Memphis 

Shelby — J.  L.  Shaw Memphis 

Shelby — Hugh  Smith  Memphis 

Shelby — P.  A.  Statile Memphis 

Shelby — S.  D.  Sullenberger Chattanooga 

Shelby — Bryant  S.  Swindoll Memphis 

Shelby — B.  S.  Talley Memphis 

Shelby — R.  C.  Taylor Memphis 

Shelby — M.  J.  Tendler Memphis 

Shelby — W.  M.  Tipton Memphis 

Shelby — A.  B.  Tripp Memphis 

Shelby — I.  F.  Tullis,  Jr Memphis 

Shelby — C.  F.  Varner Memphis 

Shelby — Jack  Viscofsky Memphis 

Shelby — R.  A.  Wallace Memphis 

Shelby — T.  L.  Waring Memphis 

Shelby — 0.  S.  Warr,  Jr Memphis 

Shelby — W.  W.  Watkins Memphis 

Shelby — J.  E.  Watson,  Jr Memphis 

Shelby — Julian  K.  Welch,  Jr Memphis 

Shelby — S.  I.  Wener Memphis 

Shelby — Horace  G.  Williams Memphis 

Shelby — W.  L.  Wilhelm Memphis 

Shelby — Harwell  Wilson Memphis 

Shelby — John  M.  Wilson Memphis 

Shelby — J.  E.  Wilson Memphis 

Shelby — C.  Frank  Yates Memphis 

Sullivan — J.  W.  Erwin Blountville 

Sullivan — W.  C.  Carreras Bristol 

Sullivan — Tom  Kuhnert Bristol 

Sullivan — John  Marcy Bristol 

Sullivan — G.  W.  McCall  Bristol 

Sullivan — B.  W.  Mongle Bristol 

Sullivan — L.  B.  Snapp,  II Bristol 

Sullivan — Myron  J.  Adams Kingsport 

Sullivan — F.  L.  Alloway Kingsport 

Sullivan — R.  W.  Asthalter Kingsport 

Sullivan — H.  0.  Bolling Kingsport 

Sullivan — R.  H.  Brown Kingsport 

Sullivan — H.  S.  Burem Kingsport 

Sullivan — John  B.  Hamilton Kingsport 

Sullivan — B.  Roy  Howard Kingsport 


Sullivan — K.  R.  Kiesau Kingsport 

Sullivan — M.  D.  Massengill,  Jr Kingsport 

Sullivan — J.  F.  Morton Kingsport 

Sullivan — R.  G.  Nichols Kingsport 

Sumner — P.  M.  Huggin Gallatin 

Sumner — Benjamin  A.  Warren Gallatin 

Tipton — N.  L.  Hyatt Covington 

Tipton — J.  S.  Ruffin,  Jr Covington 

Tipton — 0.  J.  Swisher Covington 

Unicoi — R.  H.  Harvey Erwin 

Unicoi — W.  C.  Humbert Erwin 

Unicoi — H.  L.  Monroe Erwin 

Union — Norman  H.  Rucker Luttrell 

Washington — C.  M.  Creech Johnson  City 

Washington — H.  B.  Fuqua Johnson  City 

Washington — C.  S.  Gresham ..Johnson  City 

Washington — W.  D.  Hankins Johnson  City 

Washington — Harry  Myron,  Jr Johnson  City 

Washington — W.  L.  Poole Johnson  City 

Washington — W.  G.  Preas Johnson  City 

Washington — Hugh  F.  Swingle Johnson  City 

Washington — Charles  P.  Wofford Johnson  City 

Washington — H.  B.  Cupp Mountain  Home 

Washington — John  Busey Mountain  Home 

Washington — Ernest  Marcus Mountain  Home 

Weakley — Paul  W.  Wilson Dresden 

Weakley — Madison  H.  Buckley Martin 

Williamson — W.  F.  Roth,  Jr Franklin 

Wilson — 0.  R.  Hill Lebanon 

Wilson— James  McFarland,  Jr Lebanon 

Wilson — W.  K.  Tilley Lebanon 

DOCTORS  WHO  APPLIED  FOR  COMMISSIONS, 
BUT  REJECTED  ON  PHYSICAL  GROUNDS 

Anderson — Trent  0.  Huff Clinton 

Anderson — A.  J.  Butler Clinton 

Cai-ter — John  L.  Chesnut Elizabethton 

Carter — E.  T.  Pearson Elizabethton 

Coffee — Wm.  M.  Minnis Manchester 

Davidson — Carl  E.  Adams Nashville 

Davidson — E.  E.  Anderson Donelson 

Davidson — Joe  E.  Sutherland Madison  College 

Davidson — J.  J.  Ashby Nashville 

Davidson— Edward  H.  Barksdale Nashville 

Davidson — Lynch  D.  Bennett Nashville 

Davidson — John  M.  Boylin Nashville 

Davidson- — James  L.  Fuqua Nashville 

Davidson — David  W.  Hailey Nashville 

Davidson — William  Palmer  Hardy Nashville 

Davidson — Andrew  N.  Hollabaugh Nashville 

Davidson — Thos.  M.  Jordan Nashville 

Davidson — Carl  Kirchmaier Nashville 

Davidson — Sidney  S.  McClellan Nashville 

Davidson — James  C.  Overall Nashville 

Davidson — James  N.  Owens Nashville 

Davidson — Don  C.  Peterson Nashville 

Davidson — Paul  E.  Purks Nashville 

Davidson — Jas.  S.  Reed Nashville 

Davidson — Eugene  M.  Regen Nashville 

Davidson- — S.  S.  Riven Nashville 

Davidson — Trimble  Sharber Nashville 

Davidson — T.  Emerson  Simpkins Nashville 

Davidson — D.  W.  Smith Nashville 

Davidson — -Herman  Spitz Nashville 
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Davidson — Albert  Weinstein Nashville 

Davidson— 0.  L.  Westbrooks  (Col.) Nashville 

Davidson— Eston  D.  White Nashville 

Davidson— W.  W.  Wilkerson,  Jr Nashville 

Davidson— V.  J.  Wong Nashville 

Davidson — J.  H.  Solomon Old  Hickory 

Franklin — Jeff  C.  Moore Winchester 

Gibson— Chas.  W.  Davis Humboldt 

Gibson — Henry  N.  Moore... Milan 

Gibson— F.  A.  Taylor Trenton 

Greene — John  A.  Brabson Greeneville 

Hamblen— Y.  A.  Jackson Morristown 

Hamblen— Maxwell  D.  Raine Morristown 

Hamilton — Justin  O.  Adams Chattanooga 

Hamilton — William  D.  Anderson Chattanooga 

Hamilton — William  Ross  Buttram Chattanooga 

Hamilton — Erwin  M.  Funderburk Chattanooga 

Hamilton— Orville  C.  Gass Chattanooga 

Hamilton — Foster  Hampton,  Jr Chattanooga 

Hamilton— John  W.  Hocker Chattanooga 

Hamilton— D.  Isbell Chattanooga 

Hamilton— D.  B.  Karr Chattanooga 

Hamilton — Geo.  E.  Lacy Chattanooga 

Hamilton— Hugh  B.  Magill Chattanooga 

Hamilton— J.  G.  McMillan Chattanooga 

Hamilton— Fred  E.  Marsh Chattanooga 

Hamilton— J.  R.  Martin Chattanooga 

Hamilton— O.  B.  Murray Chattanooga 

Hamilton— Clarence  Shaw Chattanooga 

Hamilton— H.  J.  Starr Chattanooga 

Hamilton— W.  E.  Van  Order... Chattanooga 

Hamilton — J.  J.  Word Chattanooga 

Hamilton— P.  H.  Dietrich Ooltewah 

Hardeman — Aubrey  Richards Whiteville 

Hawkins — John  E.  Kite,  Jr. Bulls  Gap 

Henry — Barton  McSwain Paris 

Knox — Troy  P.  Bagwell Knoxville 

Knox— Charles  W.  Black Knoxville 

Knox— William  E.  Clark Knoxville 

Knox — Earl  Donathan Knoxville 

Knox— Roy  Fisher Knoxville 

Knox— Louis  E.  Haun Knoxville 

Knox — John  R.  Hill Knoxville 

Knox — Geo.  T.  Howard Knoxville 

Knox — George  L.  Inge Knoxville 

Knox — Edwin  E.  Miller Knoxville 

Knox — John  Moore Knoxville 

Knox — Owen  D.  Moore Knoxville 

Knox — Joel  C.  Morris Knoxville 

Knox— Bruce  R.  Powers Knoxville 

Knox — Chas.  C.  Smeltzer Knoxville 

Knox — V.  I.  Smith Knoxville 

Knox — Geo.  M.  Trotter Knoxville 

Knox — Richard  G.  Waterhouse Knoxville 

Knox — V.  M.  Williger Knoxville 

Lawrence — V.  H.  Crowder Lawrenceburg 

Lawrence — W.  0.  Crowder Lawrenceburg 

Loudon — J.  P.  Cullum Lenoir  City 

Madison — Glenn  D.  Batten Jackson 

Madison — Leland  M.  Johnston Jackson 

Madison — John  C.  Pearce Jackson 

Madison — Alvin  Rosenbloom Jackson 

Marshall — J.  T.  Gordan Lewisburg 


Maury — H.  C.  Busby Columbia 

Maury — Leon  S.  Ward Mt.  Pleasant 

Montgomery — B.  H.  Webster Clarksville 

Morgan — Wm.  E.  Gallion Oakdale 

Robertson — Raymond  H.  Hirsch Whitehouse 

Robertson — J.  E.  Wilkison Springfield 

Sevier — R.  A.  McCall Sevierville 

Sevier — J.  Myron  Mittleman Sevierville 

Shelby — Jacob  Alperin Memphis 

Shelby. — H.  E.  Atherton Memphis 

Shelby — George  B.  Bland Memphis 

Shelby — Harold  B.  Boyd Memphis 

Shelby — James  T.  Bridges Memphis 

Shelby — Davis  L.  Brown Memphis 

Shelby — W.  D.  Burkhalter Memphis 

Shelby — Chas.  H.  Carter Memphis 

Shelby — Peter  J.  Cavallo Memphis 

Shelby — E.  D.  Connell Memphis 

Shelby — Jewell  M.  Dorris Memphis 

Shelby — George  C.  Furr Memphis 

Shelby — H.  Wm.  Greenburgh Memphis 

Shelby — A.  J.  Grobmyer,  Jr Memphis 

Shelby — Robert  M.  Gross Memphis 

Shelby — Chas.  Wm.  Harting Memphis 

Shelby — H.  J.  Jacobson Memphis 

Shelby — Lyman  Kasselberg Memphis 

Shelby — Robert  A.  Knight Memphis 

Shelby — Phil  M.  Lewis Memphis 

Shelby — Frank  0.  McGehee Memphis 

Shelby — C.  H.  McKay Memphis 

Shelby— Jas.  W.  McKinney Memphis 

Shelby— Oliver  S.  Matthews Memphis 

Shelby — Leroy  H.  Mayfield Memphis 

Shelby — C.  Wilson  Moore Memphis 

Shelby — Swan  B.  Moss Memphis 

Shelby — Thos.  C.  Moss Memphis 

Shelby — Roland  H.  Myers Memphis 

Shelby — Charles  M.  Oberschmidt Memphis 

Shelby — Donald  W.  Oelker Memphis 

Shelby — Chas.  B.  Olim Memphis 

Shelby. — Leo  F.  Pierotti Memphis 

Shelby — Michael  J.  Roach,  Jr Memphis 

Shelby — Jesse  M.  Roy Memphis 

Shelby — R.  0.  Rychener Memphis 

Shelby — Arthur  R.  Sample Memphis 

Shelby — David  E.  Scheinberg Memphis 

Shelby — Phillip  C.  Schreier Memphis 

Shelby — Jos.  S.  Stabnick Memphis 

Shelby — E.  A.  Stanfield,  Jr Memphis 

Shelby— 0.  B.  Stegall Memphis 

Shelby — Edwin  M.  Stevenson Memphis 

Shelby — W.  W.  Taylor Memphis 

Shelby— John  E.  Whiteleather Memphis 

Smith — L.  R.  Sloan Carthage 

Sullivan — Wm.  H.  Chappell Kingsport 

Sullivan — W.  A.  Wiley Kingsport 

Washington — J.  R.  Bowman Johnson  City 

Washington — T.  P.  McKee Johnson  City 

Washington — John  F.  Moore Johnson  City 

Washington — G.  V.  Stanton Limestone 

Washington — H.  W.  Crouch Mountain  Home 

Weakley — R.  W.  Brandon,  Jr Greenfield 

Weakley — M.  D.  Ingram Dresden 

Williamson — R.  H.  Hutcheson Franklin 
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PHYSICIANS  HONORABLY  DISCHARGED 
FROM  SERVICE 


Chester — Hunter  Steadman Henderson 

Cocke — Thos.  L.  Harvey Newport 

Fayette — D.  L.  Brint Bolivar 

Gibson — J.  O.  Barker Trenton 

Hamblen — M.  J.  Bellaire Morristown 

Hamilton — H.  P.  Hewitt Chattanooga 

Hickman — Wm.  L.  Phillips Centerville 

Knox — P.  H.  Cardwell Knoxville 


Knox — Frank  O.  Nichols Knoxville 

Madison — Henry  II.  Herron Jackson 

Rutherford — R.  C.  Van  Hook Auburntown 

Rutherford — J.  K.  Kaufman Murfreesboro 

Shelby — J.  M.  Brockman Memphis 

Shelby — Harold  Feinstein Memphis 

Shelby — R.  A.  Hennessey Memphis 

Shelby — J.  E.  Holmes Memphis 

Shelby — G.  E.  Paullus,  Jr Memphis 

Sullivan — Paul  W.  Cox Kingsport 

Wayne — Dexter  L.  Woods Waynesboro 
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EDITORIAL 


The  National  Health  Insurance  in  Eng- 
land— What  One  Doctor  Thinks  of  It 

The  following  statement  is  an  excerpt 
from  a letter  received  by  Dr.  R.  W.  Bill- 
ing-ton of  Nashville,  Tennessee,  from  a 
friend  in  England  with  whom  he  was  as- 
sociated as  a medical  officer  in  World  War 
No.  1. 

It  is  best  that  the  statement  be  pub- 
lished without  comment. 

“I’ve  never  been  enamoured  of  the  Na- 
tional Health  Insurance  we  have  over  here. 
I don’t  think  anyone  outside  the  approved 
societies  and  the  Ministry  of  Health  ever 
has  been.  The  approved  Societies  make  fat 
profits  out  of  it  and  the  Ministry  gets  plenty 
of  jobs  for  the  idle  and  incompetent.  I’ve 
experienced  so  much  consistent  injustice 
from  its  administrators  that  this  year  I’ve 
chucked  my  share  in  it  overboard — told 
them  what  I thought  of  them  as  ‘adminis- 
trators’ and  then  sent  in  my  resignation. 
The  ‘telling  off’  was  my  best  effort  and  I 
don’t  think  it  was  so  very  poor.  I’ll  bet 
there’s  not  one  of  them  would  dare  tell  his 
wife  how  I described  them  and  there  wasn’t 
a swearword  in  the  whole  thing.  I don’t 
know  when  I’ve  enjoyed  an  afternoon  so 
much.  Since  I resigned  they’ve  eaten  dirt 
repeatedly  and  asked  me  to  take  it  back 


and  continue,  thus  proving  everything  I 
told  them  about  themselves  to  be  true.  They 
admit  I’ve  never  had  a square  deal  from 
them  ! In  writing,  too ! But  there’s  noth- 
ing doing.  It  will  cut  my  income  down 
very  much  indeed,  but  I’d  starve  rather 
than  forfeit  my  principles  and  lose  my  self- 
respect. 

“And  they  have  to  do  this  in  wartime, 
when,  in  the  slack  season,  I am  working 
eighteen  to  twenty  hours  a day  without  re- 
spite on  Sundays  and  without  holidays.  I 
can  get  on  with  my  patients  and  human 
beings  generally,  but  I abhor  these  low 
forms  of  life,  ‘committee  men.’  ” 


The  Dumb  Steno 

The  following  statement  is  alleged  to 
have  been  made  by  a stenographer: 

“After  some  figuring  I have  found  the 
white-collar  girl  is  behind  the  well-known 
eight  ball.  I am  a stenographer  working 
six  days  a week  at  thirty  dollars  a week. 
After  my  deductions  as  follows 


20%  Income  Tax  $ 6.00 

5%  Victory  Tax  1.50 

3%  Social  Security  .90 

10%  Bonds  3.00 


Total  $11.40 


I receive  the  total  sum  of  $18.60.  Of  course, 
I realize  the  ten  per  cent  bonds  are  mine. 

“Due  to  the  fact  I have  an  apartment  for 
my  mother  and  me,  I have  a cleaning  girl 
one  day  every  two  weeks  at  $5.00  and  car- 
fare, which  leaves  my  actual  salary  per 
week  $18.60,  less  $2.60,  $16.00! 

“Now,  the  cleaning  girl  works  six  days 
a week  for  different  parties,  thus  making 
$30.00  a week  less  no  taxes  or  other  de- 
ductions. She  pays  no  income,  victory,  or 
social  security  because  no  one  reports  her 
for  fear  she  will  quit.  Also  her  husband 
works  for  a nice  sum  in  a defense  plant 
and  claims  deduction  for  a married  man. 
This  wife  has  ‘no  income.’ 

“Methinks  I am  one — Dumb  Steno.” 

We  wonder  if  she  would  favor  the  pas- 
sage of  the  Wagner-Murray-Dingell  Bill 
which  would  take  another  six  per  cent  from 
her  salary? 
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The  American  People — What  They 
Think  About  Doctors,  Medical 
Care,  and  Prepayment  Plans 

In  the  last  several  years  a relatively  small 
group  of  people,  apparently  well  financed, 
have  carried  on  a campaign  in  favor  of  the 
adoption  of  radical  changes  in  medical 
practice.  Surveys  of  one  sort  and  another 
have  been  made.  Notably  among  these  was 
the  “Cost  of  Medical  Care,”  completed 
about  ten  years  ago.  Another  was  a sur- 
vey of  the  “Distribution  of  Medical  Care,” 
made  some  years  later  and  completed  in 
1936. 

No  survey  had  ever  been  made  to  de- 
termine many  questions,  notably  among 
these,  What  do  people  think  of  their  doc- 
tors and  what  do  they  think  of  the  radical 
changes  that  are  proposed,  etc.? 

The  National  Physicians  Committee  em- 
ployed the  Opinion  Research  Corporation, 
Inc.,  Princeton,  New  Jersey,  to  make  an 
elaborate  survey.  The  results  of  this  study 
were  published  in  the  March  issue  of  the 
Journal. 

This  is  the  first  opportunity  that  has  ever 
been  given  the  medical  profession  to  de- 
termine by  answers  from  the  public  on  a 
nation-wide  basis  their  attitude  toward 
many  questions  of  deep  concern  to  them 
and  the  medical  profession. 

Attention  is  called  to  this  report  again 
in  the  hope  that  every  doctor  in  Tennes- 
see will  make  a careful  study  of  it.  It 
serves  also  to  demonstrate  the  worth-while- 
ness of  the  endeavors  of  the  National  Physi- 
cians Committee  for  the  Extension  of  Med- 
ical Service. 


DEATHS 


Dr.  David  R.  Pickens 
Dr.  David  R.  Pickens,  Nashville;  Van- 
derbilt University  School  of  Medicine, 
Nashville,  1907  ; aged  sixty-two ; died  March 
24,  1944. 


Dr.  Hugh  White  Priddy 
Dr.  Hugh  White  Priddy,  Memphis;  Uni- 
versity of  Tennessee  School  of  Medicine, 
1915;  aged  fifty-seven;  died  January  17, 
1944. 


Dr.  Hugh  Francis  Crawford 
Dr.  Hugh  Francis  Crawford,  Memphis; 
Memphis  Hospital  Medical  College,  1903 ; 
aged  sixty-two;  died  recently. 


Dr.  Thomas  B.  Drinnen 
Dr.  Thomas  B.  Drinnen,  Knoxville;  Uni- 
versity of  Tennessee,  Memphis,  1933;  en- 
tered the  Army  as  a lieutenant  in  the  Med- 
ical Corps  on  July  15,  1942;  later  pro- 
moted to  captain.  In  January,  1944,  he 
went  overseas  to  England,  where  he  had 
been  stationed  until  his  accidental  death 
by  carbon  monoxide  gas  on  February  24, 
1944. 


Dr.  Ferris  Albert  Niles 
Dr.  Ferris  Albert  Niles,  Crab  Orchard; 
Chattanooga  Medical  College,  1896 ; aged 
seventy;  died  recently  of  pneumonia. 


RESOLUTIONS 


Dr.  Thomas  B.  Drinnen 

Last  taps  sounded  for  a beloved  physi- 
cian and  army  officer,  Captain  Thomas  B. 
Drinnen,  on  February  25,  1944,  somewhere 
in  England.  He  was  born  at  Riverdale, 
Tennessee,  on  May  11,  1908,  son  of  Dr. 
J.  W.  Drinnen  and  Lynn  Campbell  Drinnen. 

He  was  educated  in  Riverdale  Grammar 
School,  Knoxville  High  School,  the  Uni- 
versity of  Tennessee,  and  graduated  from 
the  Medical  Department  of  the  University 
of  Tennessee  in  1933.  He  completed  his 
internships  in  the  St.  Louis  General  Hos- 
pital and  the  Koch  Tubercular  Hospital  in 
St.  Louis  in  1935.  Then  he  was  engaged 
in  private  practice  in  Knoxville,  Tennessee, 
and  on  the  staffs  of  the  Knoxville  General 
Hospital  and  the  Fort  Sanders  Hospital 
until  he  entered  the  Army  as  a lieutenant 
in  the  Medical  Corps  on  July  15,  1942;  later 
promoted  to  a captain.  In  January,  1944, 
he  went  overseas  to  England,  where  he  had 
been  stationed  until  his  accidental  death 
by  carbon  monoxide  gas  on  February  24, 
1944. 

He  was  a member  of  the  Knox  County 
Medical  Society,  the  Tennessee  State  Med- 
ical Society,  and  the  American  Medical 
Association. 
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In  all  of  Doctor  Drinnen’s  personal  re- 
lationships he  was  cheerful,  cooperative, 
and  a gentleman.  Under  stress,  he  was 
efficient,  resourceful,  and  courageous. 

He  will  be  sorely  missed,  not  only  by  his 
family,  to  whom  he  was  unusually  devoted, 
but  by  the  home  doctors  and  a large  circle 
of  friends  and  patients. 

He  is  survived  by  his  widow,  Mrs.  Fern 
Brooks  Dririnen,  and  three  sons. 

H.  C.  Long, 
Tom  Barry, 

H.  J.  Bolin. 


Dr.  Charles  F.  Clayton 

Death  has  again  entered  our  clan  and 
removed  from  our  midst  one  of  our  re- 
spected and  beloved  members,  and  this  com- 
mittee begs  to  present  this  memorial. 

Dr.  Charles  Frederick  Clayton  was  born 
October  7,  1885,  in  Ashland,  Maine,  and 
died  February  11,  1944,  at  his  home  on 
Ogden  Avenue  in  Knoxville,  Tennessee. 

He  was  a graduate  of  the  Louisville  Med- 
ical College  and  took  his  internship  at  the 
Knoxville  General  Hospital  and  postgrad- 
uate course  at  the  University  of  Pennsyl- 
vania, after  which  he  practiced  medicine 
in  Harlan  County,  Kentucky. 

He  came  to  Knoxville  about  1932  and 
opened  his  office.  He  has  been  affiliated 
with  the  medical  profession  in  Knox  Coun- 
ty and  a member  of  the  Knox  County  Med- 
ical Society  since  that  time. 

We  will  miss  his  genial  presence  at  our 
gatherings,  and  with  sorrow  we  extend  our 
sympathy  to  his  bereaved  family  in  the 
time  of  their  great  loss. 

W.  S.  Austin, 

Dan  R.  Thomas, 

Kyle  C.  Copenhaver. 


Dr.  J.  F.  Goff 

Dr.  J.  F.  Goff,  a member  in  good  stand- 
ing of  the  Madison  County  Medical  So- 
ciety, Lexington,  Tennessee,  passed  away 
suddenly  Friday,  January  14,  1944.  Doc- 
tor Goff  was  a graduate  of  Vanderbilt  Uni- 
versity, Nashville,  Tennessee.  He  spent 
his  entire  professional  life  practicing  med- 
icine in  the  county  of  his  birth,  and  he 
was  not  without  honor  in  his  own  com- 
munity. His  death  was  a great  shock  to 


the  entire  community  and  to  all  his  profes- 
sional friends  throughout  West  Tennessee. 
He  died  in  harness,  truly  a martyr  to  his 
profession.  He  will  long  be  remembered, 
and  his  words,  acts,  and  deeds  will  ever 
be  an  inspiration  to  those  of  us  who  follow 
him.  We  shall  look  back  upon  his  life  as 
we  would  a beautiful  oasis,  a sweet  dream, 
or  a beautiful  sunset.  It  can  be  truthfully 
said  of  him  that  the  world  was  made  better 
because  he  lived  and  poorer  because  he  died. 
No  higher  praise  or  greater  eulogy  can  be 
given  any  physician  or  any  man.  We  knew 
and  appreciated  the  great  qualities  of  heart, 
mind,  and  soul  that  were  his.  We  knew 
the  intimacy  of  his  friendly  chuckle,  his 
love  of  his  friends,  the  workings  of  his  fine 
mind,  and  his  love  of  the  medical  profes- 
sion. We  knew  of  his  moral  integrity,  his 
hatred  of  hypocrisy,  his  splendid  mental- 
ity, his  personal  charm,  and  his  fine  courage 
to  maintain  his  convictions,  and  his  unerr- 
ing adherence  to  duty.  With  that  inti-, 
mate  knowledge  of  him,  we  loved,  admired* 
respected,  and  honored  him  as  a real  phy- 
sician, an  honorable  man  and  a gentleman. 
In  this  tribute  to  his  memory  we  are  ex- 
pressing not  only  our  own  views  and  opin- 
ions, but  those  of  thousands  of  others  who 
loved  him  and  honored  him  for  the  man  that 
he  always  seemed  to  be  and  really  was. 
He  was  a decent,  God-fearing  American 
physician,  possessing  faculties  and  char- 
acter above  many  of  us,  who  loved  his  fel- 
low man,  who  gave  all  that  was  in  him  to 
every  cause  that  he  believed  in,  and  who 
performed  every  duty  faithfully  and  well. 
Our  loss  is  great.  He  is  gone,  as  we  shall 
go,  but  his  spirit  and  influence  will  long 
remain. 

Therefore  he  it  resolved,  That  the  Mad- 
ison County  Medical  Society  deplore  his  un- 
timely death  and  extend  sympathy  to  the 
bereaved  widow,  son,  and  daughter,  and 
point  them  to  the  tender  care  of  the  Great 
Physician  who  knoweth  and  doeth  all  things 
well,  hoping  and  trusting  that  the  good 
Lord  will  shower  each  of  them  with  the 
perfume  of  his  love  to  sweeten  and  brighten 
their  lives  and  iron  out  the  rough  places 
as  they  journey  along  through  life. 

Be  it  further  resolved,  That  a copy  of 
these  resolutions  be  spread  upon  our  min- 
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utes,  a copy  be  sent  to  the  family,  and  a 
copy  be  sent  to  the  Tennessee  State  Med- 
ical Association  for  publication. 

Respectfully  submitted, 

Sam  T.  Parker,  Chmn. 
Glenn  D.  Batten. 


NEWS  FROM  AND  ABOUT 
TENNESSEE  DOCTORS  IN 
THE  MILITARY  SERVICE 

The  Journal  office  is  just  in  receipt  of 
a card  from  Major  Alexander  F.  Russell, 
Medical  Corps,  in  which  he  says:  “Left 
Jimmy  Hayes  last  week  to  take  this  job, 
where  I also  saw,  now  and  then,  the  Van- 
derbilt Unit — Jimmy  Kirtley,  Charles  Tra- 
bue,  Fowler  Hollabaugh,  Garth  Fort,  and 
others.  My  new  work  is  quite  reverse  of 
my  previous,  and  right  now  am  living  the 
‘life  of  Riley’ ; however,  the  professional 
part  is  not  so  good.  Hoping  to  see  you 
this  year.  Regards  to  all.” 


The  following  letter,  dated  March  28,  is 
from  Otho  Reed  Hill,  Lieutenant  Colonel, 
Medical  Corps,  Base  Surgeon : 

“Just  a note  to  give  you  a little  infor- 
mation about  myself.  I was  finally  pro- 
moted to  a lieutenant  colonel  not  long  ago. 
I have  been  here  in  this  job  since  Novem- 
ber, 1943.  Before  that  time  I had  been 
in  Labrador,  and  Dr.  Roger  Burrus  had 
been  with  me. 

“The  Journal  of  the  Tennessee  State 
Medical  Association  is  coming  through, 
and  I enjoy  receiving  it  and  reading  of 
the  other  doctors  in  the  service  and  at  home. 
It  is  very  nice  of  you  to  see  that  those  of 
us  in  the  service  receive  it.” 


Dear  Doctor  Shoulders : 

A recent  letter  from  Mr.  Kibler  men- 
tioned the  fact  that  your  State  Society 
meeting  was  to  be  held  in  Nashville  the 
week  after  Easter.  This  seemed  to  remind 
me  once  again  of  the  many  very  pleasant 
associations  I had  with  the  members  of 
your  Postgraduate  Committee  and  a large 
number  of  the  physicians  of  the  state  while 
serving  as  instructor  in  your  postgraduate 
program.  You  would  do  me  a great  favor 
if  you  would  convey  to  these  doctors  my 
greetings  and  the  hope  that  you  will  have 


a most  successful  meeting.  In  my  mind 
and  in  the  opinion  of  most  of  the  medical 
officers  associated  with  me  in  this  war 
zone,  the  activities  of  the  State  Medical 
Association  are  of  paramount  importance. 
We  are  happy  to  hear  that  you  are  carry- 
ing on  under  difficult  circumstances  and 
hope  that  you  will  “hold  the  fort”  for  us 
against  bureaucratic  control  of  medical 
practice  until  we  return.  We  feel  that  the 
way  to  do  this  is  to  make  the  state  and 
national  medical  societies  as  strong  as  pos- 
sible and  to  show  the  public  by  good  deeds 
that  state  control  not  only  is  unnecessary 
but  dangerous. 

With  best  regards,  I am 
Sincerely, 

Robert  P.  McCombs, 
Lieutenant  (M.  C.),  U.  S.  N.  R. 


Captain  Lewis  J.  G.  Mead  has  been  trans- 
ferred from  Gulfport  Field,  Mississippi,  to 
106  Third  Basic  Flying  Training  Squadron, 
Fourth  Emergency  Rescue  Squadron,  Kees- 
ler  Field,  Mississippi. 

Major  Robert  K.  Galloway,  Medical 
Corps,  Key  West  Barracks,  Key  West,  Flor- 
ida, is  now  located  with  the  Veterans  Ad- 
ministration, Lexington,  Kentucky,  U.  S. 
Army. 

Major  Everett  Archer  advises  that  his 
new  address  is  DeWitt  General  Hospital, 
Auburn,  California. 

Lieutenant  Colonel  Robert  J.  Bogan,  Vet- 
erans Hospital,  Fargo,  North  Dakota,  is 
now  located  with  the  Veterans  Administra- 
tion, Des  Moines,  Iowa. 

Commander  John  J.  Eberhart,  Medical 
Corps,  U.  S.  N.  R.,  has  transferred  from 
the  U.  S.  Naval  Hospital,  Philadelphia, 
Pennsylvania,  to  the  U.  S.  Naval  Hospital, 
Charleston,  South  Carolina. 

The  new  address  of  Captain  Frank  A. 
Faulkner,  Medical  Corps,  is  Station  Hos- 
pital, Fort  McPherson,  Georgia. 
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Dr.  James  L.  Fuqua  announces  the  open- 
ing of  his  office  for  the  general  practice  of 
medicine  at  2824  Gallatin  Road,  Nashville 
6,  Tennessee. 
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American  Board  of  Obstetrics  and 
Gynecology,  Inc. 

The  general  oral  and  pathology  examina- 
tions (Part  II)  for  all  candidates  will  be 
conducted  at  Pittsburgh,  Pennsylvania,  by 
the  entire  board  from  Wednesday,  June  7, 
through  Tuesday,  June  13,  1944. 

Candidates  for  re-examination  in  Part 
II  must  make  written  application  to  the 
secretary’s  office  not  later  than  April  15, 
1944. 

The  office  of  the  Surgeon  General  (U.  S. 
Army)  has  issued  instructions  that  men  in 
service,  eligible  for  board  examinations, 
be  encouraged  to  apply  and  that  they  may 
request  orders  to  detached  duty  for  the  pur- 
pose of  taking  these  examinations  when- 
ever possible. 

For  further  information  and  application 
blanks,  address  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  6, 
Pennsylvania. 


Second  “War  Conference’’  on  Industrial 
Medicine,  Hygiene,  and  Nursing, 

St.  Louis,  May  8-14,  1944 

The  second  “War  Conference’’  of  indus- 
trial physicians,  industrial  hygienists,  and 
industrial  nurses  will  be  held  in  St.  Louis, 
Missouri,  May  8-14,  1944,  at  the  Hotel  Jef- 
ferson. The  participating  organizations 
are:  (1)  American  Association  of  Indus- 
trial Physicians  and  Surgeons,  (2)  Ameri- 
can Industrial  Hygiene  Association,  (3) 
National  Conference  of  Governmental  In- 
dustrial Hygienists,  and  (4)  American  As- 
sociation of  Industrial  Nurses;  and  theirs 
will  be  a week-long  program  of  joint  and 
separate  meetings. 

The  medical  subjects  to  be  presented  in- 
clude welding,  in  relation  to  clinical  aspects 
and  control  of  hazards ; noise,  as  to  medical 
phases  and  means  of  prevention ; better 
health  in  small  plants;  the  industrial  phy- 
sician’s opportunity  to  advance  medical 
knowledge;  maladjustment  and  job  envi- 
ronment; women  in  industry;  and  panel 
discussions  on  “Who  Can  Work?”  and  other 
timely  questions.  Two  clinics,  one  surgical 
at  Barnes  Hospital  and  the  other  medical 
at  Desloge  Hospital,  will  be  featured  among 
the  morning  sessions. 


The  industrial  hygienists  will  examine 
the  health  hazards  presented  by  the  new 
synthetic  rubber  industry;  radium;  sol- 
vents ; the  toxicology  of  TNT ; the  possi- 
bilities of  an  excessive  silica  dust  hazard 
from  the  extensive  quartz  crystal  industry 
which  has  recently  sprung  up  in  many  areas 
of  the  country;  techniques  of  air  sampling 
in  specific  reference  to  the  collection  of 
cutting  oil  mists  and  of  lead  fumes,  the 
latter  encountered  in  soldering  operations 
where  the  hazard  is  increasing  with  lack 
of  adequate  tin;  and  hazards  of  exposure 
to  cadmium,  which  is  known  to  be  more 
poisonous  than  lead,  and  has  begun  to 
cause  a number  of  cases  of  poisoning. 

The  industrial  nurses  will  consider  post- 
war planning  for  nurses  and  medical  serv- 
ices in  industry;  nursing  ethics  in  indus- 
trial work;  problems  in  industrial  health 
and  its  promotion;  the  young  nurse  in  the 
industrial  environment;  the  industrial 
nurse’s  part  in  the  rehabilitation  of  psy- 
chiatric problems;  wartime  industrial 
health ; and  industrial  nursing  and  leader- 
ship. 

This  “War  Conference”  will  present  an 
unequaled  opportunity  for  everyone  inter- 
ested to  any  degree  in  industrial  health 
problems — especially  those  of  present  war- 
time exigencies — to  hear  them  discussed  by 
the  recognized  experts  in  all  departments 
of  this  important  and  growing  field. 

The  Hotel  Jefferson  offers  accommoda- 
tions, but  reservations  are  coming  in  very 
fast,  and  so,  to  be  sure  of  your  own,  write 
to  John  Reinhardt,  Chairman,  “War  Con- 
ference” Housing  Bureau,  Syndicate  Trust 
Bldg.,  St.  Louis,  Missouri,  without  delay. 


An  Interesting  Letter  from  a Member 

Selmer,  Tenn. 
April  6,  1944. 

Dr.  H.  H.  Shoulders 
Nashville,  Tennessee 
Dear  Doctor  Shoulders: 

Some  weeks  ago  a “veteran  membership 
card”  came  from  you.  Am  expressing  my 
appreciation.  Wish  it  were  so  I could  at- 
tend the  state  meeting  next  week,  but  cir- 
cumstances are  in  the  way — am  too  old 
and  health  as  it  is  to  undertake  much  of 
anything.  Fifty  years  about  now  I was 
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getting  started  at  practice,  having  just 
graduated  from  Vanderbilt.  Enjoy  read- 
ing our  State  Medical  Journal  and  other 
literature,  including  the  discoveries  lately 
being  made  as  much  as  when  young;  how- 
ever, knowing  that  it  is  little  that  I will 
ever  be  using  them. 

It  is  hardly  necessary  to  reply  to  this — 
just  wanted  to  thank  someone,  all  con- 
cerned— for  the  continuation  of  my  mem- 
bership, that  I continue  to  get  the  Journal, 
etc. 

Yours  with  best  wishes, 

H.  C.  Sanders,  M.D. 


WOMAN’S  AUXILIARY 


Mrs.  W.  A.  Ruch 

President,  Woman’s  Auxiliary  to  the  Ten- 
nessee State  Medical  Association, 

19  43-19  U 

The  former  Frances  Helmcamp,  a na- 
tive Missourian,  wife  of  Dr.  Walter  A. 
Ruch,  Memphis  obstetrician,  is  a graduate 


of  Synodical  College,  where  she  majored 
in  music. 

She  is  a member  of  the  Idlewild  Pres- 
byterian Church  and  is  active  in  the  Mem- 
phis Country  Club,  Marion  Jr.  King’s 
Daughters,  Le  Bonheur,  and  P.  E.  O. 

She  is  a tireless  worker  in  Red  Cross  as 
chairman  of  nutrition  in  Memphis  and 
Shelby  County,  and  as  chairman  of  the  Cut- 
ting of  Surgical  Dressings. 

During  her  presidency  she  has  visited 
each  of  the  active  local  auxiliaries  of  the 
state. 

She  is  the  mother  of  two  sons,  one  in  the 
Army  and  the  other  in  Pentecost  Garrison 
Junior  High  School. 


MEDICAL  SOCIETIES 


Davidson  County: 

April  4 — “Some  Interesting  Observations 
During  Eighteen  Months  in  an  Army  Hos- 
pital,” by  Captain  Thomas  F.  Frist  of  Nash- 
ville. 


Franklin  County: 

At  a recent  meeting  of  the  Franklin 
County  Medical  Society  the  following  offi- 
cers were  elected  for  the  ensuing  year: 

Dr.  Alfred  Parker-Smith,  Winchester, 
President;  Dr.  E.  W.  Kirby-Smith,  Se- 
wanee,  Vice-President;  Dr.  J.  P.  Moon, 
Winchester,  Secretary-Treasurer.  Delegate 
to  the  State  Convention  in  April,  Dr.  Henry 
F.  Kirby-Smith,  Sewanee;  alternate,  Dr. 
Reynolds  Fite  of  Decherd. 

J.  P.  Moon,  M.D., 
Secretary-Treasurer. 


Knox  County: 

March  14 — “Tuberculosis  in  the  Aged,” 
by  Dr.  J.  B.  Naive. 

“X-ray  Findings,”  by  Dr.  Eugene  Aber- 
crombie. 

March  28 — “Goiter:  Classification  and 
Treatment,”  by  Dr.  Charles  Smeltzer.  Dis- 
cussion by  Drs.  R.  G.  Waterhouse  and  Dan 
R.  Thomas. 

The  society  did  not  meet  on  April  11 
on  account  of  the  state  meeting. 

Dr.  Fred  Garvey  of  Winston-Salem, 
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North  Carolina,  will  be  the  guest  speaker 
on  April  25. 


Madison  County: 

The  Jackson  and  Madison  County  Med- 
ical Association  met  on  March  9 at  the  New 
Southern  Hotel  at  6 :30  o’clock  with  an 
attendance  of  thirty-one  present,  including 
out-of-town  visitors. 

A very  outstanding  program  was  given 
on  the  “Treatment  of  Staphylococcus  Infec- 
tions with  Particular  Reference  to  the  Use 
of  Penicillin,”  by  Dr.  David  Strayhorn  of 
Nashville. 

Dr.  Eugene  Regen  of  Nashville  discussed 
“Low  Backache  in  Sciatic  Syndrome.”  Both 
doctors  made  a fine  discussion  of  their  sub- 
ject and  those  present  felt  that  much  infor- 
mation was  received  from  the  talks. 

Dr.  L.  A.  Byers  of  the  County  Health 
Department  informed  the  society  that 
whooping  cough  vaccine  is  now  available 
and  can  be  given  from  the  local  office. 

Dr.  John  Pierce  was  made  permanent 
committeeman  and  chairman  of  the  pro- 
gram committee. 

A total  of  twenty-one  members  were 
present,  including  Berryhill,  Ramer,  Gar- 
land Jones,  MeClaran,  Hawkins,  Jones, 
Burrus,  Byars,  Moore,  Pierce,  Smythe, 
Steadman,  Parker,  Anderson,  Leland  and 
Helen  Johnston,  Rosembloom,  Curry,  E.  M. 
Smith,  and  S.  Herron. 

Visitors  included : Dr.  Bernard  M.  Green, 
Dr.  and  Mrs.  Beasley  of  Ga.  Air  Service, 
Dr.  Oscar  Knowles,  Dr.  Wagner,  TVA  med- 
ical director  of  Parsons,  Dr.  Baker  of  Bol- 
ivar, Dr.  Bishop  of  Bolivar,  and  Dr.  Rob- 
ert Morris  of  Medina. 

Educational  movies  were  the  features  of 
entertainment  at  the  Madison  County  Med- 
ical Society  dinner  meeting  held  April  4, 
beginning  at  6 :30  o’clock  at  the  New  South- 
ern Hotel,  when  twenty-eight  members  and 
guests  assembled  for  the  April  meeting. 

A five-minute  film,  “Penicillin,”  was 
shown.  Another  movie  seen  was  “Peptic 
Ulcer,”  in  technicolor,  which  was  very  in- 
structive. Both  films  were  produced  by 
Lahey  Clinic. 

Albert  Martin,  national  supervisor,  and 
George  L.  Hull,  supervisor  of  this  district, 
directed  the  movie  program. 


Dr.  Jere  Crook  was  appointed  chairman 
of  the  Cancer  Control  Committee,  and  it 
was  announced  that  cancer  week  will  be 
observed  beginning  April  17.  During  that 
time  Doctor  Crook  will  deliver  a radio  ad- 
dress (the  exact  time  to  be  announced)  on 
the  causes  and  preventions  of  cancer. 

Dr.  John  Powers  was  appointed  chair- 
man of  the  Committee  of  Industrial  Medi- 
cine. 

Special  guests  were  Doctor  Massey  of 
Huntingdon,  Doctor  Wagoner  of  Parsons, 
Doctor  Spangler  of  Humboldt,  and  Doctor 
Moore  of  Bemis. 


S ullivan -Johnson  C o un ties : 

The  Sullivan-Johnson  County  Medical 
Society  held  its  regular  meeting  April  5, 
1944,  at  the  Kingsport  Inn,  Kingsport,  Ten- 
nessee. Dr.  William  A.  Wiley  of  Kingsport 
addressed  the  society  on  “The  Clinical  Man- 
ifestations of  Tumors  of  the  Ovary.” 

Twenty-one  members  and  three  visitors 
were  present. 

Jarrett  E.  Williams,  M.D., 

Secretary -Treasurer. 


ABSTRACTS  OF  CURRENT  LITERATURE 


ANESTHESIA 

By  Hugh  Barb,  M.D. 
Medical  Arts  Building,  Nashville 


Spinal  Anesthetic  Agents  and  Methods  Usually  Employed 
at  the  University  of  Oregon  Medical  School  Hospital. 
John  H.  Hutton.  Anesthesia  and  Analgesia,  Novem- 
ber-December,  1944. 

In  general,  spinal  anesthesia  is  not  employed  in 
cases  when  the  systolic  blood  pressure  is  above  200 
millimeters  of  mercury  and  less  than  ninety,  also  it 
is  avoided  when  the  hemoglobin  is  less  than  fifty 
per  cent,  or  when  considerable  loss  of  blood  is  ex- 
pected during  the  operative  procedure.  Nausea 
and  retching  is  combatted  by  inhalation  of  oxygen, 
and  this  also  maintains  cardiovascular  tone. 

The  dose  of  novocain  is  varied  somewhat  with 
the  operative  procedure,  the  site  of  the  operation, 
and  the  size  of  the  patient.  Operations  lasting 
more  than  an  hour  are  satisfactorily  completed  by 
a combination  of  pontocaine  and  novocain.  Pon- 
tocaine  is  somewhat  hyperbaric  in  comparison  with 
spinal  fluid,  and  anesthesia  may  be  more  efficient 
and  prolonged  on  the  side  which  was  down  during- 
injection. 
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In  pin  fixation  of  fractures  of  the  femur  ponto- 
caine-novocain  mixtures  are  especially  suitable. 
The  amounts  of  spinal  drugs  usually  used  are 
eight  milligrams  of  pontocaine  and  forty  milligrams 
of  novocain  diluted  to  three  cubic  centimeters  with 
spinal  fluid  and  injected  between  the  second  and 
third  lumbar  vertebrae.  In  upper  abdominal  oper- 
ations the  usual  combination  consists  of  ten  milli- 
grams of  pontocaine  and  fifty  milligrams  of  novo- 
cain in  a total  dilution  of  five  or  six  cubic  centi- 
meters for  females  and  seven  cubic  centimeters  for 
males  injected  into  the  second  lumbar  interspace. 
Although  many  operations  of  this  character  may  be 
performed  under  spinal  anesthesia  alone,  the  usual 
procedure  is  to  supplement  spinal  anesthesia  with 
an  inhalation  anesthetic  such  as  gas  or  ethylene. 
This  supplemental  gas  anesthesia  obviates  discom- 
fort due  to  traction  and  lessens  nausea  and  retch- 
ing. 


INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 

Medical  Arts  Building,  Knoxville 


"Drug  Fever”  Accompanying  Second  Courses  of  Sulfa- 
thiazole,  Sulfadiazine,  and  Sulfapyridine.  Harry  F. 
Dowling,  D.D.,  and  Mark  H.  Lepper,  M.D.  Amer- 
ican Journal  of  the  Medical  Sciences,  March,  1944. 
Drug  fever,  first  described  by  Hageman  and 
Blake,  often  appears  around  the  seventh  to  tenth 
day  of  treatment  with  a sulfonamide  drug.  It  may 
occur  earlier  and  is  frequently  accompanied  by 
dermatitis  with  or  without  conjunctivitis.  The  au- 
thors’ summary  and  conclusions  are: 

“1.  Among  144  patients  who  received  a second 
course  of  sulfathiazole,  sulfadiazine,  or  sulfapyri- 
dine after  a varying  interval  of  time  had  inter- 
vened since  the  first  course  of  the  same  sulfonamide, 
sixteen  (11.1  per  cent)  developed  drug  fever. 
Eleven  of  these  patients  developed  concomitant 
dermatitis,  which  in  two  instances  was  associated 
with  conjunctivitis. 

“2.  Among  169  patients  who  received  a second 
course  of  sulfathiazole,  sulfadiazine,  or  sulfapyri- 
dine following  a first  course  of  another  sulfonamide, 
six  (3.6  per  cent)  developed  drug  fever. 

“3.  Among  737  patients  who  were  observed  dur- 
ing a single  course  of  therapy  with  sulfathiazole, 
sulfadiazine,  or  sulfapyridine,  thirty-seven  (5  per 
cent)  developed  febrile  reactions. 

“4.  Febrile  reactions  were  more  frequent  follow- 
ing a second  course  of  sulfathiazole  as  well  as 
during  a single  course  of  sulfathiazole  than  was 
the  case  with  sulfadiazine  or  sulfapyridine. 

“5.  Thi’ee  to  six  courses  of  the  same  sulfonamide 
were  given  to  twelve  patients,  none  of  whom  de- 
veloped febrile  reactions. 

“6.  It  is  concluded  that,  when  a second  course 
of  a sulfonamide  must  be  given  to  a patient,  re- 
gardless of  the  interval  following  the  first  course, 
another  sulfonamide  drug  should  be  given.” 


Changes  in  the  Electrocardiogram  Induced  by  Acute 
Pancreatitis.  Julius  Gottesman,  M.D.;  Daniel  Casten, 
M.D.;  and  Abraham  J.  Beller,  M.D.,  New  York. 
Journal  of  American  Medical  Association,  Vol.  123, 
No.  14,  December  4,  1943. 

The  authors  noted  a series  of  six  cases  diagnosed 
clinically  and  in  on^  case  confirmed  by  post-mortem 
as  acute  pancreatitis  certain  electrocardiographic 
changes  similar  to  those  ascribed  to  myocardial 
damage.  These  changes  consisted  of  such  features 
as  inversion  of  T 1,  2,  and  4,  depression  or  eleva- 
tion of  the  R T segments,  notching  of  P,  slurring 
of  Q R S,  etc. 

These  findings  led  them  to  attempt  and  succeed 
in  finding  similar  changes  in  dogs,  in  whom  they 
had  produced  acute  pancreatitis.  Proper  control 
study  was  also  inaugurated.  No  pathognomic  pic- 
ture could  be  produced,  the  changes  being  incon- 
stant in  pattern,  but  were  usually  interpreted  as 
being  indicative  of  myocardial  damage. 

Owing  to  the  clinical  similarity  between  acute 
coronary  thrombosis  and  acute  pancreatitis,  the 
authors  offer  this  triad  of  symptoms  which  should 
help  in  establishing  a diagnosis  of  the  latter:  (1) 
elevated  blood  amylase;  (2)  signs  of  upper  ab- 
dominal peritoneal  irritation;  (3)  variations  from 
the  normal  electrocardiogram  simulating  coronary 
disease  or  myocardial  infarction. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


The  Acute  Abdomen  in  Obstetrics  and  Gynecology.  H. 

J.  McCurrich.  Royal  Sussex  County  Hospital  Prac- 
titioner, 151:  83-88,  August,  1943. 

The  diagnostic  problems  encountered  in  cases  of 
acute  abdomen  in  pregnancy  when  the  patient  is 
known  to  be  pregnant  or  not  known  to  be  preg- 
nant are  discussed.  It  is  emphasized  that  in  hyper- 
emesis food  ameliorates  symptoms,  whereas  in  ob- 
struction ingestion  of  food  may  bring  on  pain  and 
vomiting.  The  site,  character,  and  duration  of  the 
pain  may  be  of  diagnostic  aid.  Thus  in  pyelitis 
the  pain  is  usually  in  one  loin  and  on  the  right 
side  of  the  abdomen,  tending  to  radiate  along  the 
course"  of  the  ureter  to  the  bladder  region.  In  ap- 
pendicitis the  pain  starts,  as  a rule,  in  the  umbilical 
region  and  later  becomes  fixed  in  the  right  iliac 
fossa.  In  cases  of  retrocecal  or  pelvic  appendix, 
the  pain  may  resemble  ovarian  or  renal  pain.  The 
pain  of  appendicitis  is  more  gradual  in  onset  than 
the  pain  of  acute  pyelitis.  The  site  of  tenderness 
per  rectum  or  per  vaginam  may  yield  useful  infor- 
mation, as  well  as  temperature  and  pulse  rate. 
Septic  abortion  must  be  excluded.  Cases  of  inter- 
rupted ectopic  gestation,  twisted  ovarian  cyst,  sal- 
pingitis, and  appendicitis  in  pregnancy  have  to  be 
considered.  Differential  criteria  for  these  last 
mentioned  four  conditions  are  enumerated,  includ- 
ing information  as  to  intermenstrual  discharge, 
missed  periods,  site  of  onset  of  pain,  manner  of 
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onset,  time  and  frequency  of  vomiting,  fainting, 
temperature,  and  pulse. 

As  regards  treatment,  ruptured  ectopic  gesta- 
tion is  best  treated  by  removal  of  the  affected  tube. 
In  twisted  ovarian  cyst  immediate  removal  of  the 
affected  ovary  and  cyst  in  indicated.  In  pyelitis, 
in  the  acute  stage,  increased  fluid  intake  and  potas- 
sium citrate  were  in  vogue  until  recently.  At  pres- 
ent many  obstetricians  start  in  the  acute  phase 
with  sulfapyridine.  Sulfonamide  acetate  (albucid) 
is  said  to  be  more  efficacious  and  of  low  toxicity. 
In  appendicitis  the  presence  of  a concurrent  preg- 
nancy does  not  affect  the  treatment  except  to  in- 
crease the  urgency  of  appendectomy.  This  will  not 
induce  abortion.  Treatment  of  appendiceal  ab- 
scesses in  pregnancy  is  more  difficult,  and  for  this 
reason  the  expectant  treatment  should  not  be  used 
in  the  early  cases  of  appendicitis  during  preg- 
nancy. 

Large  doses  of  sulfapyridine  will  prevent  sal- 
pingitis in  gonococcic  infections.  The  author  de- 
scribes a case  of  acute  salpingitis  with  pelvic  peri- 
tonitis and  pus  escaping  from  each  tube,  in  which 
each  tube  was  opened  about  three-fourths  of  an  inch 
from  the  fimbriated  end  and  a tube  inserted  supra- 
pubically  down  to  the  pouch  of  Douglas.  A course 
of  thirty  grams  sulfapyridine  was  given,  one  gram 
four  hourly  for  five  days.  The  patient  made  a 
good  recovery  and  subsequently  became  pregnant. 
The  infection  was  due  to  the  gonococcus. 

In  every  case  of  acute  abdomen  in  pregnancy, 
the  breasts  should  be  examined.  The  abdomen 
should  be  examined  by  inspection,  palpation,  per- 
cussion, and  auscultation.  The  vagina  should  be 
examined  per  speculum  and  digitally  and  the  pelvis 
by  bimanual  examinations.  The  rectum  should  be 
examined  digitally. 


The  Treatment  of  Eclampsia  with  Veratrum  Viride.  J. 

M.  Whitefield.  Virginia  Medical  Monthly,  70:  452- 

454,  September,  1943. 

Following  a brief  review  of  the  development  of 
rational  methods  of  treatment  for  eclampsia,  the 
principles  of  treatment  stressed  by  M.  P.  Rucker 
are  stressed,  including  (1)  stop  the  convulsions; 
(2)  good  nursing,  quiet  and  rest;  (3)  water  and 
possibly  intravenous  solutions;  (4)  digitalis.  The 
convulsions  are  controlled  by  intravenous  magne- 
sium sulfate  and  sodium  amytal  if  necessary. 
Water  is  given  by  mouth  or  nasal  tube  in  prefer- 
ence to  intravenous  injections.  Digitalis  is  most 
useful  in  preventing  pulmonary  edema.  The  es- 
sentially conservative  treatment  of  Bryant  and 
Fleming  with  veratrum  viride  is  described,  in  which 
blood  pressure  and  pulse  are  controlled  by  vera- 
trum viride  and  magnesium  sulfate  is  given  by 
muscle.  Twenty  per  cent  glucose  is  given  intra- 
venously every  six  hours  until  consciousness  re- 
turns. No  sedatives  ai-e  given  unless  there  is  ex- 
treme restlessness  or  the  patient  is  in  labor.  Later, 
a salt-free  diet  is  used.  Nothing  is  done  about 
induction  of  labor  until  toxemia  is  controlled.  Ve- 
ratrum viride  produces  general  vasodilatation  with 


consequent  improvement  in  arterial  circulation  and' 
likewise  a sharp  increase  in  the  metabolic  conver- 
sion of  the  estrogens.  These  effects  are  transient. 
The  present  writer  tried  this  method  in  four  cases- 
with  no  maternal  deaths.  One  baby  died  following 
a difficult  delivery  owing  to  a constriction  band. 
One  case  is  described  in  detail  in  which  veratrone- 
(10  minims)  was  given  whenever  the  blood  pres- 
sure rose  unduly  and  intramuscular  injections  of 
five  cubic  centimeters  of  magnesium  sulfate,  fifty 
per  cent  were  given  eight  times.  Ergotrate,  pheno- 
barbital,  stilbestrol,  and  analgesics  were  also  ad- 
ministered. A total  of  forty-five  minims  of  vera- 
trone was  administered.  She  was  discharged  with 
her  baby  in  good  condition  nine  days  after  delivery. 


Severe  Pre-eclampsia.  Charles  M.  McLane  and  Kath- 
erine Kuder.  American  Journal  of  Obstetrics  and 
Gynecology,  46:  549-57,  October,  1943. 

Reports  332  cases  of  severe  pre-eclampsia,  in 
forty-two  of  which  convulsions  developed  after 
admission;  this  represents  0.87  per  cent  in  37,937 
pregnancies  studied  in  the  Women’s  Clinic.  In 
these  cases,  if  the  pre-eclampsia  was  not  “too  ful- 
minating,” routine  treatment  with  bed  rest,  seda- 
tives (if  indicated)  and  a low  protein,  low  salt 
diet  was  instituted.  If  symptoms  were  more  severe, 
a modified  Stroganoff  regime  was  employed — mor- 
phine two  one-half  grain  doses  and  chloral  hydrate, 
four  doses.  Intravenous  glucose  was  given  “when; 
thought  necessary”;  with  either  of  these  two  re- 
gimes, molar  lactate  was  given  when  the  carbon 
dioxide  was  below  thirty-five  volumes  per  cent. 
If  the  patient  became  worse  and  labor  did  not 
begin  spontaneously,  either  labor  was  induced  or 
a Caesarean  section  was  done.  Medical  induction 
of  labor  failed  in  most  cases  of  pre-eclampsia  in 
which  it  was  tried,  but  was  more  successful  in 
cases  in  which  it  was  tried  after  a convulsion  had 
occurred.  For  surgical  induction  of  labor  the 
Voorhees  bag  was  most  frequently  employed.  There 
were  no  maternal  deaths  in  the  290  cases  of  severe 
pre-eclampsia  in  which  no  convulsion  occurred,  and 
one  death  in  the  forty-two  cases  of  eclampsia,, 
giving  a maternal  mortality  of  .30  per  cent  in 
the  332  cases.  In  the  cases  of  severe  pre-eclampsia 
fifty-eight  infants  were  lost,  19.46  per  cent;  in 
the  cases  of  eclampsia,  thirteen  infants,  29.54  per 
cent.  Ninety-nine  patients,  admitted  prior  to  the 
thirty-fifth  week  of  pregnancy,  were  continued  on 
conservative  treatment,  even  though  there  was 
no  improvement  until  the  infant  was  “thought  to 
be  viable.”  In  this  group,  sixty-one  infants  sur- 
vived, and  the  infants  were  either  stillborn  or 
died  in  the  neonatal  period  in  thirty-eight  cases. 
A follow-up  study  of  290  patients  who  had  severe 
eclampsia,  thirty-one,  or  10.7  per  cent,  showed 
persistent  high  blood  pressure  that  could  not  be 
attributed  to  kidney  damage  previous  to  the  preg- 
nancy. Seventy-one  of  these  290  patients  had  a 
subsequent  pregnancy,  twenty-four  of  whom  again 
developed  toxemia.  From  their  study  of  these 
cases,  the  authors  conclude  that  the  method  of 
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treatment  employed  gives  excellent  results  as  far 
as  the  mother  is  concerned,  as  indicated  by  the 
low  maternal  mortality.  The  patients  with  the 
more  severe,  “fulminating”  type  of  pre-eclampsia 
did  not  improve,  as  a rule,  under  conservative 
treatment,  but  only  after  termination  of  the  preg- 
nancy. They  are  of  the  opinion  that  if  these  pa- 
tients were  delivered  earlier,  some  of  the  infants 
might  be  saved.  The  authors  note  that  there  were 
ten  sets  of  twins  in  these  332  cases  of  severe  pre- 
eclampsia, which  is  three  times  the  general  clinic 
incidence  of  twins. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Arachnodactyly  (Marfan’s  Syndrome).  A.  A.  Barron. 

Archives  of  Ophthalmology,  February,  1944. 

Barron  reports  on  a family,  several  members  of 
which  had  arachnodactyly.  The  mother  and  six 
of  her  children  showed  the  characteristic  elongated 
bony  structure.  Four  of  the  siblings  had  ectopia 
lentis.  Of  these  four,  one  had  a left  lateral  cur- 
vature of  the  lumbar  portion  of  the  spine,  while 
another  had  two  acute  attacks  of  lymphocytic 
meningitis  and  chronic  symptoms  which  seemed  to 
indicate  involvement  of  the  central  nervous  sys- 
tem. There  is  no  proof  either  that  this  simul- 
taneous occurrence  of  meningeal  and  arachnodacty- 
lous  symptoms  was  a coincidence  or  that  the  two 
chronic  conditions  were  linked  in  close  association. 
The  article  is  illustrated. 


Progressive  Myopia:  A Possible  Etiologic  Factor.  E. 

W.  Burton.  American  Journal  of  Ophthalmology', 

February,  1944. 

Myopia  is  defined  and  the  various  theories  ad- 
vanced in  the  literature  are  reviewed.  Particular 
emphasis  is  placed  on  the  mechanical  theories  of 
myopia.  The  role  of  the  orbicularis  muscle  in 
progressive  myopia  is  discussed  and  a method  of 
clinically  testing  the  strength  of  the  muscle  is  pre- 
sented. Axial  myopia  was  experimentally  produced 
in  young  rabbits  by  mechanically  constricting  the 
globe  at  its  equator  with  a tight  silver  wire.  The 
intraocular  pressure  was  thus  elevated  a reason- 
able amount,  producing  anteroposterior  elongation 
of  the  eyeball. 

The  author  concludes  that  frequently  myopes 
who  are  undercorrected  or  who  wear  no  correction 
at  all  resort  to  the  habit  of  squeezing  the  eyelids 
together  in  order  to  make  the  diffusion  circles 
smaller.  When  myopia  is  fully  corrected,  distant 
vision  is  distinct  and  there  is  less  tendency  to 
squeeze  the  lids  together.  Fully  corrected  myopia 
seems  to  show  less  tendency  to  progress  than 
that  which  is  only  partially  corrected.  Contrac- 
tion of  the  orbicularis  muscle  probably  causes  an 
increase  in  intraocular  pressure  which,  if  main- 
tained over  a long  period  of  time,  may  cause 
stretching  of  the  sclera  not  only  in  the  very  young, 


but  also  in  older  individuals  if  the  sclera  is  al- 
ready weakened.  Elongation  of  the  anteroposterior 
diameter  of  the  eyes  of  rabbits  can  be  produced 
by  increasing  the  intraocular  pressure.  (Seven 
illustrations,  bibliography.) 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Roentgen  Therapy  of  Pelvic  Tuberculosis  in  the  Female. 

Harriet  C.  McIntosh,  M.D.,  Woman’s  Hospital,  New 

York,  New  York.  Radiology,  January,  1944,  Vol. 

42,  No.  1,  p.  48. 

The  author  reviewed  the  work  that  has  been  done 
in  roentgen  therapy  in  this  country  and  Europe, 
and  was  impressed  with  the  scarcity  of  reports 
in  this  country  as  compared  with  the  foreign  coun- 
tries. 

Eleven  cases  were  reviewed,  and  it  was  note- 
worthy that  every  case  showed  more  than  one  focus 
of  the  disease.  The  most  interesting  results  in 
the  group  are  in  the  six  cases  with  pelvic  masses, 
three  recurring  after  radical  surgery  and  all  six 
disappearing  completely  after  irradiation. 

The  various  technics  are  discussed.  The  author  in 
recent  cases  has  been  giving  seventy-five  to  one 
hundred  r following  the  general  trend  toward 
smaller  doses.  Treatments  over  the  same  field  are 
not  repeated  oftener  than  once  a week. 

A part  of  the  author’s  summary  follows,  which 
is  significant.  “The  favorable  results  in  a small 
group  of  eleven  cases  are  related,  with  six  pa- 
tients clinically  free  of  disease  one  to  three  years 
and  four  more  showing  local  improvement,  though 
considered  unsuccessful  for  various  reasons.” 

“X-ray  therapy  is  recommended  in  adequately 
diagnosed  cases  of  pelvic  tuberculosis.  Grossly  dis- 
eased tubes  should  be  removed  if  possible  and  the 
pelvis  then  irradiated  to  affect  residual  tuberculous 
granulations.  Disease  of  the  endometrium  with 
minimal  or  no  lesions  in  the  tubes  offers  a good 
chance  of  success  with  irradiation  alone.  In  peri- 
tonitis, X-rays  are  most  useful  in  the  dry  form; 
they  are  useless  against  acites  and  marked  break- 
ing down  of  tissue,  but  may  be  employed  after 
these  conditions  have  been  dealt  with  surgically. 
Irradiation  seems  particularly  effective  in  localized 
recurrences  following  surgery.” 


UROLOGY 

By  Tom  R.  Barry,  M.D..  F.A.C.S. 
By  G.  A.  Williamson,  Jr..  M.D. 
307  Doctors  Building,  Knoxville 


The  Use  of  "Depropanex”-Deproteinated  Pancreatic 
Tissue  Extract — For  the  Relief  of  Renal  and  Ureteral 
Pain:  Effect  in  the  Passage  of  Renal  and  Ureteral 
Stones.  Thomas  J.  Kirwin,  Oswald  S.  Lowsley,  and 
Joseph  H.  Menning.  Journal  of  Urology,  February, 
1944. 

During  the  past  several  years  much  attention 
has  been  given  to  the  drugs  which  tend  to  relax 
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ureteral  spasm  and  aid  the  passage  of  ureteral 
calculi.  Since  1936,  Lazarus  of  Mt.  Sinai  Hospital, 
Getzoff  of  Louisiana  State  University,  and  Carroll 
and  Zingale  of  St.  Louis  University  have  published 
reports  on  the  use  of  an  insulin-free  pancreatic 
extract  as  an  aid  to  cystoscopic  removal  of  im- 
pacted ureteral  calculi  and  spastic  occlusion  of  the 
ureter,  and  also  its  use  in  relieving  ureteral  colic. 

In  this  study  depropanex  was  used  in  two  series 
of  cases.  The  first  was  undertaken  to  observe  the 
effect  of  the  drug  upon  ureteral  and  renal  pain 
from  various  causes  and  also  its  effectiveness  in 
promoting  the  passage  of  renal  and  ureteral  calculi. 
This  series  included  twenty  cases  of  renal  or 
ureteral  calculi,  the  size  of  which  was  not  so  great 
as  to  preclude  the  possibility  of  their  being  passed. 
Seven  patients  passed  the  stone  several  days  after 
the  drug  was  administered.  In  twelve  cases  relief 
of  pain  was  complete  so  that  no  additional  anal- 
gesic was  necessary.  Five  patients  had  no  relief 
from  pain  and  morphine  was  required.  In  three 
cases  there  was  slight  relief  of  pain,  but  it  was  not 
definite  whether  or  not  depropanex  was  responsible. 

Two  patients  passed  their  stones  later.  In  eleven 
cases  operations  had  to  be  performed.  Thus  it  was 
not  certain  that  depropanex  was  actively  respon- 
sible for  passage  of  stones  in  a single  case. 

In  the  second  series  there  were  thirty-three 
cases,  all  of  whom  underwent  cystoscopic  for 
roentgenographic  study.  Note  was  made  of  the 
degree  of  pain  in  passing  the  instruments  and  the 
relief  obtained  by  the  use  of  depropanex.  Thi-ee 
cubic  centimeters  of  the  drug  was  administered  to 
each  patient  before  the  instrument  was  passed; 
66.6  per  cent  experienced  no  pain;  12.2  per  cent 
had  mild  pain;  six  per  cent  had  moderate  pain; 
and  15.2  per  cent  had  severe  pain. 


The  usual  dose  of  depropanex  is  two  to  four 
cubic  centimeters  given  intramuscularly.  There  is 
mild  pain  at  the  site  of  injection  which  lasts  only 
a moment.  Relief  of  the  renal  colic  is  almost 
immediate.  Two  patients  showed  slight  reaction 
and  blanching  of  the  face  and  a feeling  of  dizzi- 
ness. The  reaction  lasted  only  about  a minute. 
The  relief  of  pain  continues,  it  is  rarely  necessary 
to  repeat  the  injection. 

It  appears  that  depropanex  is  an  effective  agent 
for  the  relief  of  renal  and  ureteral  colic,  but  has 
very  little  effect  upon  the  expulsion  of  calculi. 


BOOK  REVIEW 


Office  Treatment  of  the  Nose,  Throat,  and  Ear.  Abra- 
ham R.  Hollender,  M.Sc.,  M.D.,  F.A.C.S.,  Associate 
Professor  of  Laryngology,  Rhinology,  and  Otology, 
University  of  Illinois  College  of  Medicine;  Otolaryn- 
gologist, Research,  and  Educational  Hospitals,  Chi- 
cago, Illinois.  The  Year  Book  Publishers,  Inc.,  304 
South  Dearborn  Street,  Chicago.  Price,  $5.00. 

This  book  is  well  written  and  gives  extremely 
useful  and  detailed  information.  It  covers  the 
subject  of  the  title  thoroughly.  In  addition  it 
contains  references  at  the  end  of  each  chapter, 
which  will  enable  the  reader  to  find  more  de- 
tailed information  on  the  condition  discussed  should 
he  so  desire. 

The  book  should  be  a useful  addition  to  the  ref- 
erence library,  not  only  of  the  otolaryngologist,  but 
to  those  who  occasionally  dabble  in  this  specialized 
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PRESIDENTIAL  ADDRESS* 

O.  N.  BRYAN,  M.D.,  Nashville 

Mr.  Chairman,  Ladies,  Honor  Guests,  and 
Members  of  the  Tennessee  State  Medical 
Association : I wish,  first,  to  express  my 
deep  appreciation  to  the  members  of  the 
Tennessee  Medical  Association  for  the  con- 
fidence you  have  placed  in  me  by  electing 
me  to  the  presidency  of  this  association. 

I do  not  feel  worthy  of  this  great  honor. 

I am  grateful  to  you  for  it.  I wish  espe- 
cially to  thank  all  the  officers  and  commit- 
tees for  their  hearty  cooperation  during  my 
term  of  office.  Your  Board  of  Trustees 
thought  it  best  that  no  meeting  should  be 
held  in  1943.  This  action  was  based  upon 
a request  by  the  national  transportation 
authorities  that  the  meeting  not  be  held. 
It  seemed  necessary  and  practicable  to  have 
a meeting  this  year.  This  is  true  for  sev- 
eral reasons:  first,  because  organized  medi- 
cine must  be  on  the  alert  and  keep  itself 
in  readiness  for  any  of  the  emergencies 
that  may  arise.  There  is  no  better  place 
or  way  of  getting  acquainted  with  the  prob- 
lems of  medicine  and  with  these  emer- 
gencies than  at  the  state  medical  meeting. 
Here  we  have  the  opportunity  of  inter- 
changing ideas;  discussing  the  problems 
that  confront  us  as  a profession  in  an 
atmosphere  of  comradeship.  Second,  dur- 
ing these  times  of  stress  and  strain  it  is 
well  for  the  physician  to  pause  for  a short 
time  and  take  stock  of  himself  for  the  wel- 
fare of  his  patients.  New  developments 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  11,  1944. 
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are  coming  so  fast  that  many  of  them  may 
escape  our  attention  if  we  do  not  meet  with 
our  brother  practitioners  and  exchange 
ideas.  There  is  no  better  place  for  this  than 
our  State  Medical  Association. 

More  than  a million  people,  other  than 
physicians,  are  engaged  in  giving  medical 
aid  of  one  sort  or  another  in  the  United 
States.  A few  of  them  are  the  following: 
nurses,  anesthetists,  dietitians,  optical 
workers,  hospital  executives,  X-ray  tech- 
nicians, laboratory  technicians,  dentists, 
pharmacists,  and  the  producers  of  pharma- 
ceuticals, medical  secretaries,  medical  social 
workers,  etc.  When  we  think  of  this  army 
of  people  plus  the  physicians  that  are 
spending  their  lives  for  the  health  and 
comfort  of  the  people,  then  we  can  begin 
to  know  the  importance  of  the  medical  pro- 
fession and  its  allies.  All  these  groups  are 
working  under  greater  handicaps  today 
than  ever  before.  They  are  having  greater 
difficulty  in  living  up  to  their  standards 
than  was  ever  dreamed  of.  There  are  many 
reasons  for  this,  such  as  shortage  of  man 
power,  inefficiency,  and  inabilty  to  get  the 
proper  material  to  work  with.  Notwith- 
standing this,  there  is  little  complaint  be- 
cause of  our  inability  to  execute  things 
always  in  the  manner  we  woidd  like  to. 
We  are  all  extremely  proud  of  the  per- 
formances of  the  representatives  of  the 
medical  profession  in  the  armed  forces. 
They  are  making  records  that  have  never 
been  equaled  in  the  history  of  war.  It  is 
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true  of  every  branch  of  medicine.  Most  of 
these  men  were  in  active  practice  of  medi- 
cine two  and  three  years  ago.  We  must 
wonder  at  the  rapidity  with  which  they 
have  been  prepared  for  these  new  duties 
in  military  medicine.  It  is  a great  tribute 
to  them  that  they  have  adapted  them- 
selves to  the  conditions  of  war  so  readily. 
We  must  not  forget,  however,  that  they 
were  well-trained  physicians  before  they 
entered  the  service.  This  fact,  plus  deter- 
mination and  adaptability,  has  made  a fine 
service  possible  for  our  soldiers.  We  must 
not  forget  that  it  is  the  quality  of  the 
physician  and  not  the  military  system 
which  has  made  this  possible. 

The  Tennessee  State  Medical  Association 
has  furnished  more  than  600  physicians 
to  the  armed  forces  and  about  150  physi- 
cians have  been  refused  commissions  be- 
cause of  physical  handicaps. 

I wish  now  to  pay  tribute  to  another 
group  of  physicians.  I refer  to  those  of 
us  who  are  maintaining  the  home  front. 
The  responsibilities  of  the  civilian  group 
of  doctors  have  grown  and  multiplied  tre- 
mendously. Be  it  said  to  their  credit  that 
they  have  not  shown  any  unwillingness  to 
carry  the  load  so  long  as  it  can  be  borne. 
The  men  in  the  service  are  looking  to  us 
to  protect  their  interests  in  so  far  as  is 
humanly  possible  to  the  end  that  they  come 
back  to  the  democracy  they  went  away  to 
fight  for.  Our  duties  are  first  as  always  to 
our  patients,  but  we  owe  an  obligation  to 
our  fellows  in  the  service. 

Many  irritating  and  time-consuming 
items  of  work  have  come  into  being  and 
been  multiplied  during  the  emergency. 
Hospitals  are  full  and  running  over.  Home 
nursing  service,  especially  that  service  usu- 
ally rendered  by  members  of  the  family, 
has  depreciated  because  a majority  of  the 
able-bodied  adult  members  of  the  family  are 
at  work  on  a good  paying  war  job.  As  a 
result  people  do  not  get  the  home  care, 
notwithstanding  the  training  given  to 
nurses  aids.  Another  most  annoying  de- 
velopment is  the  number  of  papers  that 
are  to  be  filled  out  for  many  cases  of  ill- 
ness. If  they  are  sick  for  only  one  or 
two  days,  certain  insurance  papers  must  be 
filled  out.  Releases  must  be  filled  out. 


showing  the  patient  is  able  to  return  to 
work.  Papers  must  be  filled  out  for  addi- 
tional gasoline  if  frequent  visits  are  neces- 
sary. If  the  patient  needs  a particular  food 
or  additional  foods,  then  other  papers  must 
be  filled  out.  I cannot  understand  why 
so  many  of  these  troublesome  and  time-con- 
suming affairs  should  arise  to  plague  the 
doctor  at  his  busiest  moments. 

As  would  be  expected  in  time  of  wrar,  we 
are  having  more  and  more  patients  with 
psychoneuroses.  These  patients  are  most 
troublesome,  time-consuming,  and  aggra- 
vating, and  yet  there  are  numerous  causes 
for  these  psychoses  and  neuroses.  How- 
ever vexed  we  may  become,  still  we  must 
be  sympathetic,  tolerant,  and  most  diligent 
to  find  the  possible  cause  of  their  disability. 
In  this  type  of  case  the  physician  is  liable 
to  make  his  worst  blunders.  He  might 
carelessly  diagnose  the  case  as  “a  neurotic” 
when,  in  fact,  a closer  analysis  and  inves- 
tigation reveals  the  presence  of  an  organic 
lesion. 

During  these  times  of  stress  it  is  more 
difficult  to  attend  medical  societies  and 
meetings,  and  do  the  amount  of  reading  of 
medical  literature  that  is  necessary  to  keep 
in  pace  with  the  rapid  progress  that  is 
taking  place.  For  many  years  physicians 
have  been  trying  to  educate  the  public  to 
call  the  doctor  early  in  any  sickness  and 
thereby  avoid,  in  many  instances,  a pro- 
longed and  dangerous  illness.  Recently 
there  has  developed  in  many  people,  prob- 
ably from  too  much  talk  on  the  part  of 
some,  a disposition  not  to  call  the  doctor 
at  all  unless  urgent  because  doctors  are  so 
overworked.  I feel  we  should  discourage 
this  attitude  and  still  urge  them  to  call 
their  doctor  early,  even  in  a minor  illness, 
because  by  so  doing,  a long  and  serious  ill- 
ness may  be  prevented.  This  serious  ill- 
ness naturally  would  further  multiply  the 
doctor’s  work. 

The  standards  of  medical  education,  as 
well  as  the  qualifications  of  physicians,  have 
steadily  increased  to  the  point  where  there 
is  no  country  in  the  world  with  better 
physicians.  It  is  a known  fact  that  the 
public  of  the  United  States  gets  better  med- 
ical care  than  any  other  place  in  the  world. 
It  is  gratifying  that  there  has  not  been  a 
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lowering  of  the  standards  of  medical  edu- 
cation in  the  emergency.  The  pace  has 
been  increased,  but  the  standards  have  not 
been  lowered,  and  we  must  be  ever  on  guard 
that  they  are  not  lowered. 

The  progress  in  medicine  has  been  so 
great  in  so  many  ways  that  it  would  be 
impossible  in  this  short  address  to  enu- 
merate them.  1 shall  mention  only  a few 
of  the  great  advances  that  have  taken  place 
in  the  past  few  years.  First,  the  sulfona- 
mides have  found  such  wide  usefulness  and 
effectiveness  in  so  many  diseases.  Their 
benefits  cannot  even  be  appraised.  Their 
use  has  simplified  the  treatment  of  many 
serious  conditions,  and  as  a consequence  are 
more  universally  and  successfully  used  by 
the  profession. 

Atabrine  has  been  brought  forward  to 
play  a major  role  in  the  treatment  and 
prevention  of  malaria  both  at  home  and 
abroad,  not  to  supplant,  but  in  the  main 
as  a substitute  for  quinine.  But  for  this 
drug,  no  one  can  imagine  what  might  have 
happened  to  our  troops  on  vital  fighting 
fronts.  There  has  been  progress  in  all 
branches  of  medicine,  surgery,  urology, 
diagnostic  methods,  roentgenology,  obstet- 
rics, gynecology,  pediatrics,  orthopedics, 
brain  surgery,  and  public  health. 

A glance  at  almost  any  statistics,  related 
to  the  incidence  of  illness  and  death  rates, 
will  convince  one  of  the  progress  that  has 
been  made  in  recent  years.  Under  our 
American  system  of  medicine  by  American 
doctors,  we  have  developed  the  most  effec- 
tive and  widely  distributed  medical  care 
that  has  ever  been  provided  for  any  com- 
parable number  of  people  anywhere  at 
any  time. 

The  last  few  years  have  been  character- 
ized by  an  increasing  cooperation  between 
the  medical  profession  and  public  health 
departments  at  state,  county,  and  municipal 
levels.  This  is  a wholesome  development. 
There  should  be  no  conflict,  and  there  will 
be  none,  so  long  as  public  health  depart- 
ments are  directed  by  sound  professional 
leadership.  The  public  has  been  the  bene- 
ficiary of  this  cooperation,  as  reference  to 
mortality  and  morbidity  figures  for  com- 
municable diseases  will  show.  Improve- 
ment of  sanitation  or  environment  of  peo- 


pie  is  probably  the  most  worthy  function 
of  the  public  health  service.  It  is  carried 
out  by  operating  programs  looking  toward 
the  betterment  of  sewage  disposal,  water 
supplies,  milk,  food  and  food  handlers,  tour- 
ist camps,  swimming  pools,  and  school  sani- 
tation. Malaria,  rat  and  rabies  control  in 
animals,  industrial  hygiene,  and,  in  fact, 
all  the  environments  in  which  people  live, 
move,  and  work.  In  the  public  eye  vac- 
cination is  the  one  factor  thought  to  be 
most  important  in  the  reduction  of  mor- 
bidity rates,  but,  to  my  way  of  thinking, 
sanitary  improvements  hav§  been  the  main 
factor  in  lowering  the  morbidity  rates  from 
many  preventable  diseases.  But  both  meth- 
ods of  prevention  should  be  continued. 
More  improvements  are  still  to  be  had  by 
the  cooperation  of  private  physicians,  di- 
rectors of  public  health  departments,  the 
board  of  education,  and  the  general  public. 
I wish  especially  to  emphasize  the  impor- 
tance of  the  work  that  is  in  progress  at 
the  present  time  with  reference  to  the  con- 
trol of  venereal  diseases  and  tuberculosis. 
Complete  success  cannot  be  attained  in  com- 
batting either  of  these  problems  without 
the  cooperation  of  the  profession  and  health 
authorities.  I wish  to  urge  upon  you  to 
cooperate  fully  in  the  programs  to  combat 
both  these  diseases. 

When  one  thinks  of  organized  medicine, 
he  naturally  thinks  first  of  his  county  med- 
ical society.  This  is  at  it  should  be.  He 
then  thinks  of  his  county  society  as  a part 
of  a greater  society — namely,  the  state 
medical  society.  He  then  thinks  of  both  as 
an  integral  part  of  the  greatest  medical  so- 
ciety of  all — the  American  Medical  Asso- 
ciation. I wish  now  to  pay  my  respects  to 
the  American  Medical  Association,  the 
greatest  medical  organization  in  the  world. 
It  is  great  because  of  the  type  of  men  that 
make  up  the  membership.  It  is  great  be- 
cause of  its  leadership.  It  is  great  because 
of  the  large  amount  of  information  it  gives 
us,  weekly  and  monthly,  through  its  sev- 
eral publications.  It  is  great  because  it 
strives  at  all  times  to  guard  us  against  the 
numerous  pitfalls  of  unethical  pi’actices 
and  methods.  We  are  proud  of  the  Amer- 
ican Medical  Association  because  the  Ten- 
nessee State  Medical  Society  has  furnished 
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it  several  presidents.  We  in  Tennessee 
naturally  feel  much  closer  to  the  American 
Medical  Association  because  Dr.  Olin  West, 
one  of  our  members,  is  the  worthy  secre- 
tary-manager of  the  association.  Last,  but 
by  no  means  least,  we  are  held  closer  and 
have  a much  keener  interest  in  it  because 
our  own  Dr.  Harrison  H.  Shoulders  is  the 
most  worthy  and  capable  Speaker  of  its 
House  of  Delegates. 

I feel  that  the  medical  profession  owes 
the  National  Physicians  Committee  for  the 
Extension  of  Medical  Service  a great  debt 
of  gratitude  for  the  splendid  work  they 
have  done  and  are  doing  for  organized 
medicine.  This  committee  has  rendered  an 
invaluable  service  to  the  profession  and 
the  public  at  a critical  period  in  our  his- 
tory. They  are  putting  forth  every  effort 
toward  defeating  the  Wagner-Murray- 
Dingell  Bill,  which  has  been  introduced 
in  Congress,  for  the  purpose  of  socializing, 
regimenting,  or  communizing  the  practice 
of  medicine.  We  should  all  support  this 
committee.  In  addition,  we  should  every- 
one lend  a hand  in  this  matter.  There  is 
too  great  a tendency  with  a majority  of 
the  medical  profession  to  say,  “Let  Bill  do 
it;  he  always  does  a good  job.”  Well,  that 
is  true;  Bill  does  a good  job  most  of  the 
time;  but  this  job  is  just  as  important  to 
each  of  us  as  it  is  to  Bill.  I shall  not  enter 
into  a lengthy  discussion  about  the  Wagner 
bill,  but  shall  only  say  that  it  behooves 
the  public  as  well  as  the  profession  to  get 
in  behind  this  bill  and  see  that  it  is  de- 
feated. Do  not  forget  that  your  congress- 
man and  your  senator  had  rather  have  a 
letter  from  you,  his  constituent,  than  a 
copy  of  a resolution  passed  by  any  organiza- 
tion. Here  of  late  there  has  been  some 
criticism  of  the  headquarters  of  the  Ameri- 
can Medical  Association.  It  seems  to  me 
that  most  of  this  is  based  on  erroneous 
information  or  lack  of  appreciation  of  the 
problems  facing  the  association.  It  is  easy 
to  criticize  when  one  is  not  responsible. 
It  is  easier  to  criticize  than  to  find  out 
exactly  what  to  do.  The  Board  of  Trus- 
tees recently  made  reply  to  some  criticism 
and  it  seems  to  me  to  be  worth  reading. 
It  is  as  follows: 

“Now  what  are  the  facts?  The  trend  of 


the  public  thought  is  quite  definitely  against 
any  such  expansion  of  the  Social  Security 
Act  as  the  Wagner-Murray-Dingell  Bill  con- 
templates. The  Council  of  Medical  Serv- 
ice and  Public  Relations  has  been  organ- 
ized, has  developed  a program,  has  stated 
its  policies,  has  secured  a full-time  secre- 
tary, has  expanded  sources  of  information 
on  legislative  activities,  and  is  participat- 
ing in  public  relations  for  the  association. 
The  Board  of  Trustees  has  organized  for 
suitable  representation  at  any  hearings  that 
may  be  called  on  legislation  affecting  the 
medical  profession.  The  publications  of  the 
association  have  reached  the  highest  peak 
in  their  history  in  circulation  and  effective- 
ness. A poll  proves  that  a majority  of 
the  Americans  interviewed  consider  the 
American  Medical  Association  an  organiza- 
tion interested  in  the  advancement  of  med- 
ical science,  an  organization  devoted  to  the 
approval  of  that,  in  medicine,  which  is 
sound,  and  exposing  that  which  is  fraudu- 
lent ; what  the  expert  calls  a ‘favorable 
symbol.’  And  all  this  accomplished  at  a 
time  when  the  employees  of  the  association 
have  been  reduced  by  one-fourth  by  war 
activities  or  called  to  the  armed  forces  and 
when  many  others  are  likewise  giving 
largely  of  their  time  to  war  activities. 

“The  Board  of  Trustees  pledges  itself 
anew,  as  do  the  officers  and  employees  of 
the  association,  to  do  their  utmost  to  carry 
out  and  to  implement  the  principles,  the 
policies,  and  mandates  of  the  House  of 
Delegates.  To  some  55,000  physicians  who 
are  in  the  armed  forces  the  board  pledges 
all  that  the  association  can  do  to  maintain 
for  them  a medical  profession  free  from 
the  interference  of  political  control.  The 
board  is  convinced  that  the  House  of  Dele- 
gates will  also  do  its  utmost  to  hold  the 
traditions  of  Americanism  and  American 
medicine  inviolate  until  the  physicians  who 
are  now  with  the  armed  forces  return  and 
themselves  participate  in  determining  the 
future  of  American  medicine.” 

Now,  we  as  members  must  pledge  our 
support  to  the  excellent  work  of  the  Board 
of  Trustees  and  House  of  Delegates  of  the 
American  Medical  Association.  We  must 
put  forth  every  effort  to  keep  the  medical 
profession  in  such  a condition  that  those  in 
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the  armed  forces  will  be  glad  to  return, 
and  they  will  be  proud  of  their  profession 
when  they  do  return. 

We  as  a profession  have  often  been  criti- 
cized for  holding  to  fundamental  principles 
of  ethics  and  practice.  Those  who  criticize 
forget  that  fundamental  principles  are  eter- 
nal, they  never  change.  In  practice,  we 
can  adhere  to  them  or  abandon  them ; we 
cannot  change  them.  I believe  with  a phi- 
losopher who  said,  “A  man  or  a profession 
is  fortunate  who  finds  himself  plastered  to 
an  ideal.”  To  me  they  are  of  sufficient 
importance  as  to  warrant  frequent  repeti- 
tion. I think  Dr.  Gordon  Heyd  expressed 
our  creed  well  and  I am  satisfied  to  sub- 
scribe with  you  to  the  creed  of  us  all  so 
well  expressed  by  him  as  follows: 

“1.  We  believe  that  all  features  of  medi- 
cal service  in  any  method  of  medical  prac- 
tice should  be  under  the  control  of  the 
medical  profession.  No  other  body  or  in- 
dividual is  legally  or  educationally  equipped 
to  exercise  such  control. 

“2.  That  no  third  party  should  be  per- 
mitted to  come  between  the  patient  and 
his  physician  in  any  medical  relation.  All 
the  responsibility  for  the  character  of  med- 
ical service  must  be  borne  by  the  medical 
profession. 

“3.  That  patients  must  have  absolute 
freedom  to  choose  a legally  qualified  doctor 
of  medicine  who  will  serve  them  from 
among  all  those  qualified  to  practice  and 
who  are  willing  to  give  service. 

“4.  That  the  method  of  giving  the  serv- 
ice must  retain  a permanent  confidential 
relation  between  the  patient  and  a physi- 
cian. This  relation  must  be  the  funda- 


mental and  dominating  feature  of  any  sys- 
tem. 

“5.  That  the  medical  phases  of  all  insti- 
tutional service  should  be  under  profes- 
sional control,  it  being  understood  that 
hospital  service  and  medical  service  should 
be  considered  separately.  These  institutions 
are  but  expansions  of  the  equipment  of  the 
physician.  He  is  the  only  one  whom  the 
laws  of  all  the  nations  recognize  as  com- 
petent to  use  them  in  the  delivery  of  serv- 
ice. The  medical  profession  alone  can  de- 
termine the  adequacy  and  character  of  such 
institutions.  Their  value  depends  on  their 
operation  according  to  the  medical  stand- 
ards. 

“6.  That  in  whatever  way  the  cost  of 
medical  service  may  be  distributed,  it  should 
be  paid  for  by  the  patient  in  accordance 
with  his  income  status,  and  in  a manner 
that  is  mutually  satisfactory. 

“7.  That  medical  service  must  have  no 
connection  with  any  cash  indemnity  bene- 
fits. 

“8.  That  any  form  of  medical  service 
should  include  within  its  scope  all  legally 
qualified  doctors  of  medicine  of  the  locality 
covered  by  its  operation  who  wish  to  give 
service  under  the  conditions  established. 

“9.  That  systems  for  the  relief  of  the 
low-income  classes  should  be  limited  strictly 
to  those  below  the  ‘comfort  level’  standard 
of  incomes. 

“10.  That  there  should  be  no  restrictions 
on  treatment  or  prescribing  not  formulated 
and  enforced  by  the  organized  medical  pro- 
fession. It  is  quality  of  medical  service 
and  not  cost  that  counts.” 
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JOHN  R.  MANNIX,  Detroit 

American  medicine,  American  dentistry, 
American  nursing,  American  hospitals  have 
given  our  people  the  world’s  finest  health 
service.  With  respect  to  education,  service, 
and  research,  American  health  service  has 
reached  a degree  of  perfection  never  real- 
ized in  any  other  country  on  earth.  This 
has  been  attained  for  the  most  part  through 
the  private  practice  of  medicine,  dentistry, 
and  nursing,  and  through  the  operation  of 
the  voluntary  nonprofit  hospitals.  It  has 
not  necessitated  the  national  governmental 
control  or  compulsion  which  has  been  re- 
sorted to  in  an  attempt  to  elevate  the  health 
standards  in  many  other  countries. 

All  Americans  naturally  want  the  best 
service  for  the  sick  and  injured  which  the 
application  of  scientific  principles  will  se- 
cure. We  also  want  the  greatest  possible 
use  made  of  medical  knowledge  and  skill 
through  the  universal  distribution  of  health 
services  to  all  our  people.  But  we  must 
admit,  I believe,  that  the  economic  advances 
in  American  health  care  have  not  kept  pace 
with  the  scientific  advances.  The  problem 
confronting  us  is  how  best  to  bring  eco- 
nomic progress  abreast  of  scientific  prog- 
ress. 

Considerable  progress  already  has  been 
made  in  this  direction.  For  example,  there 
appears  to  be  general  acceptance  of  two 
important  basic  points:  first,  that  arrange- 
ments must  be  made  whereby  Americans 
can  budget  for  health  care  and,  second, 
that  the  best  method  of  budgeting  for 
health  care  is  through  the  use  of  a prepay- 
ment plan.  The  question  on  which  there 
is  not  agreement  is  whether  we  must  have 
federal  control  of  all  health  services  under 
a system  which  would  incorporate  com- 
pulsory prepayment  or  whether  we  shall 
continue  the  private  practice  of  medicine, 
dentistry,  and  nursing,  and  support  these 
services  through  voluntary  nonprofit  pre- 
payment plans  under  professional  sponsor- 
ship. 

Read  before  the  annual  meeting  of  the  Massa- 
chusetts Hospital  Association  in  November,  1943. 
Reprinted  from  The  Journal  of  the  American  Med- 
ical Association,  February  26,  1944. 


Socialization  of  Medicine 

There  is  a common  impression  that  the 
medical  and  allied  professions  bitterly  op- 
pose the  “socialization  of  medicine.”  I be- 
lieve that  a fair  definition  of  the  term 
“socialization  of  medicine”  would  be  the 
adaptation  of  medical  care  to  the  welfare 
of  the  community.  Neither  the  professions 
nor  the  hospital  groups  have  opposed  adap- 
tation or  change  in  medical  care  which  ap- 
peared to  be  desirable  for  the  welfare  of 
the  people.  On  the  contrary,  a study  of 
official  actions  of  the  national  medical, 
dental,  and  hospital  associations  over  a pe- 
riod of  twenty-five  years  indicates  clearly 
that  the  official  bodies  of  these  associations 
have  favored  such  changes  as  were  and  are 
necessary  to  meet  the  needs  of  the  people. 
At  the  individual  level,  every  doctor  who 
rises  in  the  middle  of  the  night  to  tend  the 
sick,  who  lowers  his  bill  to  meet  the  finan- 
cial capacity  of  a patient,  who  contributes 
his  time  and  effort  to  the  needs  of  the 
indigent  is  literally  “socializing”  his  serv- 
ices. 

On  the  group  side  the  House  of  Delegates 
of  the  American  Medical  Association  has 
repeatedly  taken  action  showing  that  it  has 
no  opposition  to  voluntary  group  prepay- 
ment for  medical  and  hospital  care.  Spe- 
cifically, such  actions  were  taken  in  1920, 
1934,  1935,  1937,  and  1938.  Similar  actions 
were  taken  by  the  American  Dental  Asso- 
ciation in  1938  and  1943.  From  1933  to 
the  present  the  attitude  of  the  American 
Hospital  Association  has  been  to  favor  the 
greatest  possible  use  of  group  prepayment. 
It  is  clear  that  voluntary  group  prepayment 
for  medical  and  hospital  care  under  profes- 
sional sponsorship  is  a form  of  socialization 
of  medicine  favored  by  the  professions  and 
the  hospitals. 

On  the  other  hand,  the  actions  of  the  hos- 
pitals and  the  professions  indicate  that  they 
strenuously  oppose  an  approach  to  sociali- 
zation which  involves  certain  measures. 
These  measures  include  (1)  federal  govern- 
ment control  of  medical  practice,  (2)  de- 
nial of  the  individual’s  right  to  free  choice 
of  physician  and  hospital,  and  (3)  com- 
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pulsory  taxation  or  payment  for  health 
service. 

No  Need  for  Federal  Control 

To  consider  these  proposed  measures  in 
sequence,  the  first  of  them — federal  control 
and  operation  of  health  care — is  neither 
necessary  nor  desirable.  I say  this  for  the 
following  reasons: 

1.  In  no  other  activity  has  there  been,  or 
is  there  likely  to  be,  greater  scientific  prog- 
ress than  that  of  medical  and  hospital  care 
under  a system  of  private  practice  and 
voluntary  operation.  Progress  in  medical 
and  other  health  care  in  the  United  States 
has  been  greater  than  in  any  country  with 
governmental  operation  of  health  services 
— greater  indeed  than  in  any  other  country 
on  earth. 

2.  A voluntary  system  is  free  of  all  pos- 
sibility of  political  control  or  manipulation. 

3.  Federal  regulation  is  not  necessary. 
Through  licensing,  state  regulatory  bodies 
very  satisfactorily  control  medical,  dental, 
and  nursing  practices  at  present.  State 
bodies,  being  closer  to  the  people  and  to 
local  conditions,  are  in  a much  better  posi- 
tion to  avoid  unintentional  injustice  or  dis- 
crimination in  the  control  of  medical  and 
allied  practices. 

4.  Private  operation  is  superior  to  gov- 
ernmental operation.  I believe  it  will  be 
conceded  by  most  informed  persons  that 
the  operation  of  voluntary  hospitals  has 
been  superior  to  the  operation  of  public 
hospitals.  To  quote  the  late  eminent  Dr. 

S.  S.  Goldwater,  who  had  many  years’  expe- 
rience in  the  private  and  public  hospital 
fields  and  at  one  time  was  the  director  of 
the  hospitals  in  the  City  of  New  York,  the 
largest  general  hospital  system  in  this  coun- 
try : 

“My  own  experience  in  New  York  showed 
me  how  far  short  government  hospitals 
can  fall  from  the  perfection  which  has 
been  attributed  to  them.  Perfect  condi- 
tions do  not  exist  anywhere,  and  even  in 
New  York,  where,  as  head  of  the  city’s  hos- 
pitals, I worked  under  conditions  as  favor- 
able as  can  be  expected  in  government,  the 
story  has  not  been  told  of  the  impediments 
placed  by  government  circumlocution  in 
the  way  of  anybody  attempting  to  admin- 


ister a large  group  of  hospitals  from  a 
central  office.  The  system  as  a whole  failed 
to  accomplish  what  I had  in  mind  for  the 
city  because  of  the  onerous  conditions  un- 
der which  government  work  of  all  sorts 
had  to  be  done.  It  could  hardly  be  other- 
wise if  the  federal  government  attempted 
to  exercise  any  measure  of  control  over 
the  voluntary  hospitals.” 

Commenting  on  Doctor  Goldwater’s  re- 
marks, Dr.  Howard  T.  Karsner,  director 
of  pathology,  Western  Reserve  University 
School  of  Medicine,  stated : 

“I  also  have  had  extensive  experience 
with  both  private  and  publicly  supported 
hospitals  in  Cleveland  and  other  cities.  A 
case  in  point  is  Cleveland  City  Hospital 
. . . the  budget  is  but  one  item  in  the  en- 
tire operation  of  a large  city  and  is  under 
the  control  of  the  city  council.  Expendi- 
tures are  kept  at  a distressing  minimum, 
improvements  of  equipment  suffer,  and  the 
research  necessary  to  the  advancement  of 
medical  science  is  distinctly  handicapped. 
In  certain  respects  the  contrast  with  affairs 
at  the  University  Hospitals  is  highly  fa- 
vorable to  the  latter.” 

This  superiority  of  care  in  private  hos- 
pitals has  come  to  be  appreciated  by  the 
American  people,  as  is  evidenced  by  the 
fact  that  the  occupancy  of  government 
hospitals  has  dropped  from  eighty-five  per 
cent  to  seventy-five  per  cent  during  the 
past  five  years,  while  the  occupancy  in  pri- 
vate hospitals  has  increased  from  seventy 
per  cent  to  eighty  per  cent. 

The  government  has  been  responsible  for 
the  care  of  nervous  and  mental  diseases  in 
this  country  for  a number  of  years.  There 
is  perhaps  no  branch  of  health  care  so 
neglected.  The  American  people  also  have 
looked  to  the  government  for  the  care  of 
the  chronically  ill,  and  again  we  find  a 
very  unsatisfactory  situation. 

5.  There  are  sound  reasons  for  holding 
that  government  should  confine  itself  to 
those  activities  which  cannot  be  performed 
readily  by  the  people  themselves.  Some  of 
these  reasons  were  effectively  stated  by 
Hon.  Leverett  Saltonstall,  governor  of  the 
State  of  Massachusetts,  in  the  November, 
1943,  issue  of  the  American  Mercury. 
“Throughout  its  entire  history,”  Governor 
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Saltonstall  writes,  “the  fundamental  prin- 
ciple of  our  democracy,  as  of  evei’y  other 
democracy,  has  remained  the  same : the  per- 
formance by  government  of  only  such  serv- 
ices for  the  benefit  of  the  individual  citi- 
zen as  he  believes  can  best  be  performed 
by  all  citizens  acting  for  the  common  good. 
. . . The  average  citizen  wants  to  dis- 
card . . . government  by  edict,  collectiv- 
ism, and  experiments  made  simply  for  the 
sake  of  change.  . . . He  rightfully  fears 
the  weakening  of  individual  enterprise,  ini- 
tiative, and  resourcefulness  by  an  over- 
grown central  government.  . . . The  great 
personal  virtues  bestowed  by  Washington, 
Jefferson,  and  Lincoln  must  be  revived. 
The  country  was  built  from  the  bottom 
up  and  not  from  the  top  down,  and  we 
must  not  reverse  the  direction.” 

6.  Private  philanthropy  and  individual 
charitable  activities,  giving  outlet  to  some 
of  the  highest  of  human  impulses,  are 
cherished  by  the  voluntary  system,  but 
could  have  little  or  no  place  in  a federal 
program. 

7.  The  voluntary  system  preserves  free 
choice  of  physician,  dentist,  and  hospital. 
Like  “socialization,”  this  matter  of  “free 
choice”  usually  is  thoroughly  misunder- 
stood, perhaps  because  it  is  so  easy  to  over- 
rationalize. It  should  go  without  saying 
that  a physician  responsible  to  his  patient, 
rather  than  to  an  impersonal  system,  is 
much  more  likely  to  place  the  patient  above 
the  system.  The  patient  should  come  first, 
and  under  the  voluntary  system  he  does. 
From  the  other  point  of  view  the  confi- 
dence which  a patient  has  in  his  doctor, 
his  dentist,  and  his  hospital  often  is  a vital 
factor  in  his  recovery  or  his  willingness 
to  submit  to  proper  treatment. 

I do  not  agree  with  the  argument  that 
the  public  has  but  little  freedom  in  the 
choice  of  physicians  at  present.  It  is  an 
equal  fallacy,  I believe,  to  maintain  that 
the  people  are  not  interested  in  free  choice 
because  of  their  satisfaction  with  some  of 
the  great  medical  clinics,  such  as  the  Lahey 
Clinic  in  Boston,  the  Crile  Clinic  in  Cleve- 
land, and  the  Mayo  Clinic  in  Rochester, 
Minnesota.  While  it  is  true  that  the  pa- 
tient has  little  choice  of  individual  physi- 
cians in  these  clinics,  he  still  has  a choice 


between  clinics  or  the  choice  of  clinic  phy- 
sicians and  physicians  in  private  practice. 
Further,  these  clinics  are  responsible  di- 
rectly to  their  patients  and  not  to  an  out- 
side and  perhaps  remote  authority. 

It  seems  useless  to  theorize  that  freedom 
of  choice  could  be  maintained  under  a fed- 
eral health  system.  Such  a notion  is  con- 
trary to  the  historical  proclivities  of  gov- 
ernment and  certainly  is  directly  counter 
to  the  practice  in  governmental  health 
services  today. 

No  Need  for  Compulsion 

Compulsion  is  no  more  necessary  than 
federal  control  and  operation  of  health 
services.  The  only  change  necessary  is  in 
the  method  of  payment,  and  this  change 
is  rapidly  coming  about  by  voluntary 
means.  Over  twelve  million  persons  have 
enrolled  for  hospital  service  and  over  one 
million  persons  for  medical  service  in  the 
last  few  years  alone,  and  there  are  ample 
indications  that  such  programs  have  scarce- 
ly begun  to  realize  their  promise.  As  the 
American  people  already  have  learned  to 
budget  voluntarily  for  a host  of  other  needs, 
they  are  now  demonstrating  that  they  wel- 
come the  opportunity  to  budget  for  health. 

Our  national  experience  with  insurance, 
which  is  budgeting  for  possibilities  or 
eventualities  that  are  largely  unpredictable 
for  the  individual  purchaser,  fully  supports 
this  observation.  Americans  are  also  the 
most  insurance  conscious  people  on  earth. 
There  are  in  force  over  sixty-five  million 
life  insurance  contracts.  Nearly  all  Amer- 
ican families  have  life  insurance  for  adult 
family  members,  thereby  providing  for  ex- 
penses at  the  time  of  death.  In  one  of 
America’s  largest  cities  last  year  only  192 
persons — representing  less  than  one-half 
of  one  per  cent  of  the  deaths — were  buried 
at  government  expense. 

No  Need  for  Haste 

Whenever  it  is  demonstrated  that  there 
is  no  need  for  federal  control  of  health 
service  in  America,  and  whenever  it  is 
demonstrated  that  there  is  no  need  to  com- 
pel Americans  to  budget  for  health  care, 
then  we  hear  the  cry  that  an  acute  situa- 
tion exists — that  there  is  a need  for  great 
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haste — that  there  is  a need  for  revolu- 
tionary tactics  — that  the  evolutionary 
methods  of  voluntary  plans  cannot  do  the 
job  in  time.  I submit  that  there  does  not 
exist  a condition  so  acute  that  drastic  ac- 
tion must  be  employed.  I say  this  because : 

1.  We  have  the  world’s  best  health  serv- 
ice, and  it  is  folly  to  risk  its  destruction 
or  deterioration  through  revolutionary  ac- 
tion. The  sole  justification  for  haste  is 
definite  expectation  of  immediate  over-all 
improvement.  Even  if  there  were  hope  of 
ultimate  superior  improvement  under  a 
compulsory  federal  system — which  I do  not 
believe — it  seems  perfectly  apparent  that 
American  medical  practice  would  be  in  a 
state  of  turmoil  for  years. 

2.  The  spectacular  past  progress  of 
American  health  care  will  continue  natural- 
ly under  our  voluntary  system.  There  is 
no  reason  to  believe  that  medical  progress 
has  stopped.  There  are  excellent  reasons 
for  believing  that  it  would  be  halted  for  a 
period  of  years  by  the  upheaval  resulting 
from  compulsion,  which  by  its  very  nature 
must  be  accomplished  overnight. 

3.  Nonprofit,  voluntary  prepayment  plans 
are  expanding  at  a rate  which  would  have 
been  unbelievable  five  years  ago.  If  more 
rapid  progress  is  essential,  government 
could  do  much  to  bring  it  about  by  encour- 
aging and  supporting  these  plans. 

4.  Haste  is  too  often  the  strategy  of  the 
political  reformer,  the  person  who  wants 
change  for  the  sake  of  change,  who  is 
ready  to  sacrifice  existing  values  for  change 
and  change  alone. 

Accomplishments  of  the  Voluntary 
System 

Having  considered  what  would  be  in- 
volved in  federal  control  and  compulsions, 
let  us  review  the  accomplishments  of  the 
voluntary  system  of  health  service  in  the 
United  States.  These  accomplishments  are 
enormous,  but  have  come  about  so  naturally 
that  our  attitude  toward  them  is  danger- 
ously matter  of  fact.  We  must  realize  that 
these  accomplishments  are  a direct  measure 
of  the  value  of  individual  initiative  and 
independent  action  by  the  peoples  them- 
selves. They  include : 

1.  The  education  of  140,000  physicians, 


most  of  them  in  private  medical  schools. 
Forty-four  of  our  medical  schools,  or  sixty- 
six  per  cent  of  the  total  number,  are  con- 
nected with  private  universities. 

2.  The  education  of  70,000  dentists,  most 
of  them  in  private  dental  schools.  Twenty- 
five  of  our  dental  schools,  or  seventy  per 
cent  of  the  total,  are  in  private  universities. 

3.  The  education  of  400,000  nurses,  most 
of  them  in  private  nursing  schools. 

4.  The  providing  of  our  armed  forces 
with  over  40,000  physicians,  over  15,000 
dentists,  and  over  50,000  nurses. 

5.  A total  of  4,021  hospitals,  or  sixty-six 
per  cent  of  those  in  existence,  under  private 
supervision. 

6.  Over  316,000  hospital  beds,  erected 
through  voluntary  giving  at  a cost  of  $1,- 
600,000,000. 

7.  Care  of  8,500,000  hospital  patients  in 
1943.  This  is  sixty-eight  per  cent  of  all 
patients  admitted  to  hospitals. 

8.  Birth  care  of  over  1,400,000  infants, 
or  eighty-two  per  cent  of  all  children  born 
in  hospitals. 

9.  The  extension  of  the  span  of  life  from 
thirty-four  to  sixty-four  years  between 
1879  and  1943  under  our  health  system, 
which  is  predominantly  private. 

10.  The  present  cost  of  health  service, 
which  is  in  excess  of  $3,600,000,000  an- 
nually. Of  this  cost,  seventy-nine  per  cent 
is  being  met  directly  by  the  patients,  five 
per  cent  is  being  met  by  philanthropy,  two 
per  cent  is  met  by  industry,  and  only  four- 
teen per  cent  is  met  by  the  government. 

11.  The  establishment  of  nonprofit  hos- 
pital service  plans  in  thirty-six  states  and 
the  establishment  of  medical  service  plans 
in  thirteen  states.  Such  plans  will  be 
operated  in  all  states  at  an  early  date. 

It  is  evident  that  government  has  played 
a small  part  in  the  development  of  the 
health  system  in  America.  There  is,  how- 
ever, a place  for  government.  There  is 
general  agreement  that  government  should 
continue  to  be  an  important  influence  in 
the  fields  of: 

1.  General  public  health. 

2.  Control  of  communicable  diseases. 

3.  Care  of  tuberculosis. 

4.  Care  of  nervous  and  mental  diseases. 

5.  Care  of  the  chronically  ill. 
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6.  Care  of  war  veterans.  Here,  however, 
veterans  should  be  given  free  choice  of 
hospital  and  should  not  be  denied  the  use 
of  private  hospitals  if  they  so  desire. 

7.  Care  of  the  indigent,  but  only  to  the 
extent  that  such  persons  cannot  be  cared 
for  by  private  physicians,  dentists,  and  vol- 
untary hospitals. 

The  government  should  supplement  the 
efforts  of  private  practitioners  and  volun- 
tary hospitals  in  the  foregoing  fields.  There 
is  no  reason  why  government  should  entire- 
ly supplant  private  and  voluntary  action; 
there  are  excellent  reasons  why  it  should 
cooperate  with  private  effort. 

The  Progress  of  Prepayment  Plans 

The  real  need  is  for  the  rapid  extension 
of  voluntary  nonprofit  prepayment  plans 
for  health  service  under  the  sponsorship 
of  the  medical  and  allied  professions  and 
the  hospitals. 

Of  the  many  enthusiastic  persons  who 
attended  the  first  conferences  on  group 
health  care  during  1933  and  1934,  few 
visualized  the  subsequent  growth  and  mag- 
nitude of  this  movement.  Many  friends 
of  the  movement  still  honestly  believe  and 
many  opponents  still  contend  that  these 
plans  have  reached  their  full  development 
and  cannot  be  expected  to  reach  a much 
larger  proportion  of  the  people.  I am  firm- 
ly convinced  that,  with  the  support  of  the 
medical  and  allied  professions  and  with  the 
support  of  hospital  trustees  and  executives, 
it  is  possible  to  relieve  all  people  in  this 
country  of  the  financial  burden  of  health 
care  in  a reasonably  few  years  through 
medical,  dental,  and  nursing  plans  and  com- 
panion Blue  Cross  hospital  plans.  Consid- 
ered from  an  objective  point  of  view,  the 
development  of  nonprofit  prepayment  plans 
has  been  little  short  of  sensational. 

Medical  service  plans  under  the  sponsor- 
ship of  medical  associations  had  their  or- 
igin in  1930,  when  various  county  medical 
societies  throughout  the  states  of  Wash- 
ington and  Oregon  offered  medical  service 
on  a prepayment  basis  to  people  in  those 
states.  However,  the  medical  service  plan 
movement  did  not  show  much  progress 
until  the  establishment  of  California  Physi- 
cians’ Service  in  1939.  This  organization 


became  the  first  state-wide  medical  plan 
under  the  sponsorship  and  control  of  the 
medical  profession.  During  the  four  years 
since  its  organization,  seven  state  medical 
societies  have  organized  similar  plans. 
These  are  the  societies  of  Massachusetts, 
New  Jersey,  Pennsylvania,  Delaware,  North 
Carolina,  Michigan,  and  Colorado.  The  Ore- 
gon Medical  Association  recently  merged 
the  original  county  medical  plans  of  the 
state  into  a single  state-wide  plan  known 
as  Oregon  Physicians  Service,  so  that  there 
are  nine  state-wide  medical  plans  at  the 
present  time.  In  addition  to  state-wide 
programs,  plans  under  sponsorship  of  local 
medical  associations  are  now  operating  in 
New  York  State,  Missouri,  Texas,  and 
Washington,  and  the  medical  professions 
in  at  least  seven  other  states  are  giving- 
serious  consideration  to  the  development 
of  medical  plans.  The  latter  states  in- 
clude Maine,  New  Hampshire,  West  Vir- 
ginia, Georgia,  Ohio,  Wisconsin,  and  Utah. 

Exact  figures  on  medical  service  plan  en- 
rollment are  not  available  at  present,  but 
as  of  October  1,  1943,  California  Physicians’ 
Service  had  enrolled  approximately  88,000 
subscribers;  Michigan  Medical  Service  had 
enrolled  approximately  600,000  subscribers. 
Enrollment  in  Washington  and  Oregon  ex- 
ceeded 200,000  subscribers,  and  total  en- 
rollment in  the  thirteen  states  having  med- 
ical plans  was  over  1,000,000  subscribers. 

Throughout  the  entire  nineteenth  century 
and  during  the  early  part  of  the  twentieth 
century,  there  were  many  hospital  service 
plans  operated  by  individual  hospitals,  but 
it  was  not  until  1932  that  there  was  organ- 
ized a plan  offering  free  choice  of  hospital. 
This  plan  was  started  in  Sacramento,  Cali- 
fornia, in  July,  1932,  and  may  be  said  to 
be  the  start  of  voluntary  nonprofit  hospital 
plans  offering  free  choice  of  hospital.  Dur- 
ing 1933  and  1934  other  free  choice  hos- 
pital plans  were  organized  at  Newark, 
New  Jersey ; St.  Paul ; Durham,  North  Caro- 
lina; New  Orleans;  Washington,  D.  C. ; and 
Cleveland.  By  1935  twelve  hospital  service 
plans  had  enrolled  97,000  subscribers.  By 
January,  1940,  sixty  plans  had  enrolled 
4,500,000  subscribers.  On  October  1,  1943, 
seventy-seven  plans  had  enrolled  over  12,- 
000,000  subscribers  in  thirty -six  states, 
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the  District  of  Columbia,  and  three  prov- 
inces of  Canada.  Having  met  the  stand- 
ards established  by  the  American  Hospital 
Association,  these  plans  are  privileged  to 
use  the  association’s  Blue  Cross  insigne, 
denoting  official  approval.  The  thirty-six 
states  and  the  District  of  Columbia  where 
Blue  Cross  plans  are  operating  contain  ap- 
proximately eighty-seven  per  cent  of  the 
population  of  the  United  States,  and  the 
three  provinces  contain  approximately 
forty  per  cent  of  the  population  of  the 
Dominion  of  Canada.  Of  the  twelve  states 
without  Blue  Cross  plans,  four  already  have 
special  enabling  acts,  and  efforts  are  being 
made  by  the  Hospital  Service  Plan  Com- 
mission of  the  American  Hospital  Associa- 
tion to  establish  plans  in  all  twelve  states 
at  a very  early  date. 

Considered  superficially,  these  figures 
may  not  seem  to  have  great  significance. 
I submit  that  actually  they  have  tremen- 
dous implications. 

First,  comparison  of  the  rates  of  growth 
of  these  Blue  Cross  plans  through  the  years 
demonstrates  conclusively  that  their  real 
growth  has  only  started.  They  are  adding 
more  new  subscribers  today  than  at  any 
other  time  in  their  history.  Some  critics 
have  maintained  that  the  first  12,000,000 
subscribers  were  the  easiest  to  enroll,  that 
the  plans  will  encounter  increasing  diffi- 
culties in  future  enrollment.  This  conten- 
tion does  not  square  with  the  facts  concern- 
ing any  new  enterprise  which  meets  even- 
tual success.  The  beginning  years — the 
years  of  trial  and  error,  of  amendment  and 
adaptation — always  are  the  most  difficult. 
For  Blue  Cross  plans  the  first  12,000,000 
subscribers  were  not  the  easiest,  but  the 
hardest  to  enroll. 

Second,  Blue  Cross  plans  in  a number  of 
areas  already  have  enrolled  more  than  fifty 
per  cent  of  the  total  population  and  are 
showing  no  signs  of  slackening  in  their 
growth.  Nationally,  Blue  Cross  plans  may 
indeed  have  enrolled  only  ten  per  cent  of 
the  population,  but  their  potential  certainly 
is  much  beyond  that  of  the  individual  plans 
which  have  reached  the  highest  percentage 
enrollments  and  actually,  I believe,  is  suf- 
ficient to  reach  all  who  need  such  benefits. 

Third,  it  would  be  pointless  to  pretend 


that  Blue  Cross  plans  have  reached  per- 
fection any  more  than  that  a government 
program  could  instantly  achieve  anything 
remotely  resembling  a workable  program. 
Blue  Cross  plans  are  still  finding  many  new 
ways  to  bring  better,  more  comprehensive, 
more  readily  available  service  to  the  peo- 
ple. Their  growth  will  accelerate  as  these 
new  technics  are  put  into  effect.  Whoever 
does  the  job,  it  takes  time  and  experimen- 
tation. I believe  that  the  most  important 
part  of  that  experimentation  already  has 
been  concluded  by  the  Blue  Cross  plans, 
but  1 should  like  to  cite  some  of  the  leading 
points  which  have  been  advanced  by  many 
serious  thinkers  in  the  program  for  future 
development  of  all  nonprofit  prepayment 
health  services. 

The  Future  of  Voluntary  Prepayment 
Plans 

If  voluntary  plans  are  to  complete  the 
task  they  have  set  for  themselves,  they 
must  seek  advancement  toward  the  follow- 
ing goals: 

1.  Plans — hospital  and  medical— must  be 
made  available  in  every  state  in  the  Union. 

2.  Wherever  the  population  would  be  bet- 
ter served  by  a merger  of  existing  hospital 
plans,  such  mergers  should  be  effected. 

3.  Uniform  contract  providing  compre- 
hensive services  should  be  universally 
adopted  as  rapidly  as  possible  by  Blue  Cross 
plans.  It  is  likely  that  all  plans  will  adopt 
this  contract  within  the  next  twelve  months. 
Similar  uniform,  comprehensive  benefits 
should  characterize  the  development  of 
medical  plans,  and  the  new  Council  on  Medi- 
cal Service  and  Public  Relations  of  the 
American  Medical  Association  is  in  a posi- 
tion to  make  a real  contribution  in  this 
connection. 

4.  There  should  be  reciprocity  of  benefits 
among  all  service  plans,  so  that  subscribers 
to  any  plan  would  be  entitled  to  the  same 
services  regardless  of  whether  the  services 
were  rendered  in  their  own  or  in  another 
plan  area. 

5.  Health  care  plans  must  become  gen- 
erally available  to  the  rural  population. 
Several  state-wide  plans  already  have  made 
an  excellent  start  in  this  direction. 

6.  Health  care  plans  must  become  gen- 
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erally  available  to  the  self-employed  and  to 
employees  of  small  companies  or  businesses. 
Persons  in  these  categories  comprise  only 
a small  percentage  of  the  total  population, 
but  certainly  are  equally  entitled  to  pro- 
tection. 

7.  Consideration  should  be  given  to  meth- 
ods by  which  protection  can  be  extended  to 
those  persons  who  are  unable  to  pay  for 
prepaid  health  services. 

8.  Programs  enabling  prepayment  for 
dental  service  and  home  nursing  service 
should  be  established,  and  existing  health 
plans  should  cooperate  with  the  dental  and 
nursing  professions  in  their  development. 
The  American  Dental  Association  approved 
an  outline  for  experimental  prepayment 
dental  plans  under  sponsorship  of  the 
dental  profession  at  its  1943  annual  meet- 
ing. 

9.  The  medical  and  allied  professions  and 
the  nonprofit  plans  should  undertake  an 
adequate  public  education  program  to  in- 
form the  nation  of  their  contributions  to 
the  distribution  of  health  services.  Not 
only  is  this  a brilliant  success  story  which 
has  never  been  adequately  publicized,  but 
it  is  a positive  demonstration  of  what  can 
be  accomplished  through  private  leadership 
without  private  gain,  through  public  serv- 
ice without  public  compulsion. 


Voluntary  Effort  Will  Succeed 

It  seems  clearly  indicated  that  the  great 
past  success  of  nonprofit  voluntary  pro- 
grams enabling  prepayment  for  health 
services  will  be  dwarfed  only  by  their  fu- 
ture progress.  A decade  ago  fewer  than 
100,000  people  enrolled  in  these  plans  dur- 
ing a period  of  three  years.  Today  Blue 
Cross  plans  alone  are  enrolling  more  than 
100,000  persons  every  fifteen  days.  The 
significance  of  this  comparison  cannot  be 
ignored.  It  illustrates  a trend  which  is 
gathering  momentum  in  striking  fashion. 
Within  the  near  future  it  is  confidently  ex- 
pected that  Blue  Cross  plans,  for  example, 
will  enroll  new  subscribers  at  a rate  of 
1,000,000  every  two  months.  I believe  it 
is  entirely  sound  to  estimate  that  half  of 
the  population  of  the  United  States  will 
be  enrolled  by  1950,  and  that  virtually  all 
of  the  self-supporting  population  will  be 
enrolled  by  1960.  Beyond  this,  there 
will  be  comparable  advances  in  the  other 
branches  of  health  care. 

In  conclusion,  I wish  to  predict  that  the 
magnificent  progress  which  has  character- 
ized the  scientific,  educational,  and  service 
advancement  of  American  medicine.  Amer- 
ican dentistry  and  American  nursing  and 
hospital  care  will  be  matched  in  a few  short 
years  by  equal  voluntary  achievement  on 
the  economic  front. 
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LOCAL  TREATMENT  OF  BURNS* 

O.  G.  NELSON,  M.D.,  Nashville 

Since  the  general  treatment  of  shock  and 
toxemia  has  been  assigned  to  another 
speaker  on  this  program,  I shall  assume 
that  systemic  treatment  has  already  been 
attended  to  in  the  case  of  burns  of  any 
degree  and  confine  my  remarks  to  the  local 
treatment  alone.  In  the  case  of  the  first, 
second,  and  third  degree,  the  first  requisite 
is  as  complete  sterilization  of  the  wound 
as  is  possible  by  cleansing  methods.  This 
cleansing  may  take  the  form  of  simple 
soapy  water  in  the  first-degree  burn,  fol- 
lowed by  the  application  of  a mild  anti- 
septic, such  as  zephiran,  and  that  followed 
by  a sterile  dressing.  The  reason  for  this 
is  that  it  is  not  always  possible  to  be  sure 
that  we  are  dealing  with  a simple  first- 
degree  burn.  When  the  patient  returns, 
burns  at  first  thought  to  be  a first-degree 
reddening  may  prove  to  be  more  damaged 
and  have  blisters  beneath  the  superficial 
layers  of  the  skin.  If  one  could  be  abso- 
lutely sure  that  there  will  be  no  blebs  form 
after  the  time  when  first  seen,  painting  with 
some  mild  antiseptic  would  be  sufficient. 

The  cleansing  and  sterilization  of  the 
wound  in  the  case  of  second-degree  burns 
should  be  done  more  meticulously— use  of 
mask  and  gloves  as  in  operating  room  tech- 
nique— plenty  of  soap  and  water,  and  the 
use  of  solvents  if  the  wound  is  dirty  with 
grease  or  with  greasy  substance.  The  sol- 
vent may  be  benzene,  ether,  zylone,  or  iso- 
propyl alcohol.  In  our  clinic,  where  large 
numbers  of  industrial  burns  are  treated, 
we  are  accustomed  to  use  benzene  followed 
by  soap  and  water.  Emphasis  should  be 
on  plenty  of  plain  soap  and  gentle  wash- 
ing without  disturbing  unbroken,  loose  skin 
as  it  protects  from  infection  itself.  We  use 
liquid  green  soap,  not  the  tincture,  in  order 
to  avoid  as  much  pain  as  possible.  We  usu- 
ally give  one-fourth  grain  of  morphine  im- 
mediately the  patient  comes  into  the  clinic 
before  starting  cleansing  procedures.  After 
the  cleansing  and  removal  of  grease,  de- 
bridement of  the  wound  is  performed  and 


*Read  before  the  Middle  Tennessee  Medical  As- 
sociation, Mt.  Pleasant,  November  11,  1943. 


is  confined  to  obviously  destroyed  skin  and 
any  foreign  material  which  may  be  em- 
bedded in  the  tissues.  After  debridement 
is  performed  very  carefully  and  an  aseptic 
wound  or  one  approaching  asepsis  is  pro- 
duced, it  is  my  belief  that  any  of  the  well- 
known  applications  will  be  found  satisfac- 
tory, such  as:  boric  ointment,  Butesin  pi- 
crate  ointment,  plain  vaseline,  gauze,  triple 
dye,  tannic  acid  five  per  cent  followed  by 
silver  nitrate  ten  per  cent.  We  customarily 
use  Butesin  picrate  ointment  because  we 
find  it  in  our  hands  more  satisfactory  than 
others  for  second-degree  burns.  Last  year 
we  tried  sulfathiazole  ointment  and  sul- 
fanilamide (five  per  cent)  in  mineral  oil. 
After  using  three  pounds  of  the  sulfathia- 
zole ointment  on  various  types  of  second- 
and  third-degree  burns,  we  have  discon- 
tinued its  use.  In  my  opinion,  it  has  no 
advantages  over  Butesin  picrate,  and  in 
some  cases  it  is  definitely  irritating.  In  the 
use  of  Butesin  picrate,  care  must  be  taken 
not  to  prolong  its  use  and  to  discontinue 
it  at  the  first  sign  of  irritation.  Some  peo- 
ple are  sensitive  to  picrate  acid.  In  my 
own  experience  we  have  not  met  with  this 
difficulty  except  in  very  rare  instances. 
Shifting  to  boric  ointment  relieves  the  sit- 
uation. We  usually  change  over  to  boric 
ointment  after  the  second  change  of  the 
dressings.  We  change  every  other  day. 
Another  treatment  for  this  type  of  burn 
which  I have  used  is  tannic  acid  ointment, 
containing  a mild  anesthetic.  It  has  been 
satisfactory  also,  but  I do  not  see  any  ad- 
vantage over  the  Butesin  picrate. 

In  the  third-degree  burn,  where  there  is 
destruction  through  all  the  layers  of  the 
skin,  the  hair  follicles  being  entirely  de- 
stroyed, the  problem  is  mainly:  (1)  preven- 
tion of  fluid  loss  and  shock  and  (2)  preven- 
tion of  infection  with  the  obtaining  of  a 
clean  granulating  surface  suitable  for  skin 
grafting  as  soon  as  possible.  Local  treat- 
ment to  this  end  has  been  practiced  as  fol- 
lows: thorough  cleansing  and  debridement 
of  the  wound ; this  is  followed  by  the  ap- 
plication of  some  tanning  process  in  the 
case  of  extensive  burns.  If  they  do  not 
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cover  a wide  area,  Butesin  picrate  is  our 
choice  and  the  patient  is  not  hospitalized. 
For  tanning  the  extensive  cases,  five  per 
cent  tannic  acid  is  sprayed  on  the  wound 
and  repeated  until  a good  coating  is  pro- 
duced. We  have  used  triple  dye  with  bet- 
ter results  in  some  cases,  and  we  have  also 
used  sulfadiazine  and  triethanolamine, 
which  also  can  be  sprayed.  When  any  -of 
these  tanning  methods  are  used,  infection 
must  be  watched  for  beneath  the  crust  and 
the  crust  soaked  off  if  it  does  appear.  Fol- 
lowing removal  of  the  crust,  daily  washing 
with  some  antiseptic  solution  as  acriflavine, 
Dakins  or  boric  acid  solution,  according  to 
the  surgeon’s  individual  choice.  Boric  acid 
has  been  my  own  preference.  When  a clean 
wound  is  obtained  and  the  maximum  num- 
ber of  islands  of  skin  allowed  to  grow  out 
from  any  remaining  hair  follicles,  then  skin 
grafting  is  practiced.  In  the  production  of 
such  a granulating  wound  the  use  of  a 
plastex  jacket  or  stocking  as  devised  by  Dr. 
Beverly  Douglas  may  be  employed.  A sam- 
ple of  this  is  presented.  The  Petra  Manu- 
facturing Company  of  Chicago  makes  them. 
I have  used  one  of  the  earlier  models  in 
the  case  of  a bad  burn  of  a leg  and  its  ad- 
vantages were : continuous  irrigation,  sim- 
plicity of  dressing,  ease  of  observation  of 
the  wound,  simplification  of  nursing  care, 
and  comfort  to  the  patient. 

Where  the  granulating  area  is  small,  the 
edges  of  the  skin  are  protected  by  the  use 
of  strips  of  adhesive  in  a crisscross  lattice- 
work  arrangement,  the  skin  thus  having  a 
splint  along  which  to  grow.  This  new  skin 
is  thus  not  torn  away  when  the  dressings 
are  changed,  and  any  drainage  can  seep 
away  between  the  apertures  of  the  lattice 
work.  The  healing  time  is  thereby  greatly 
shortened.  The  above  remarks  constitute 
my  own  personal  experience  and  observa- 
tion on  various  types  of  materials  used. 

In  November,  1942,  there  occurred  a 
great  disaster  in  Boston : the  Cocoanut 
Grove  fire.  Last  June  a book  was  written 
by  the  staff  of  the  Massachusetts  General 
Hospital  on  their  experiences  in  the  treat- 
ment of  some  of  the  victims.  Thirty-nine 
cases  out  of  114  brought  there  survived  the 
initial  few  minutes.  Seven  of  these  died 
from  pulmonary  complications.  These 


thirty-nine  burns  have  been  studied  care- 
fully. Since  they  embody  the  latest  theories 
of  treatment  in  cases  of  disaster  and  were 
employed  in  a type  of  disaster  which  may 
happen  anywhere  at  any  time  as  in  a thea- 
tre fire,  industrial  plant  explosion,  etc.,  I 
believe  it  will  be  well  to  close  this  paper 
with  the  direct  quotation  of  the  conclusions 
which  followed  their  method  of  treatment : 
“The  burns  were  sooty  and  shaggy,  with 
unruptured  blebs.  Some  were  clean ; oth- 
ers grossly  dirty.  Many  of  the  patients  had 
been  crawling  on  the  floor  at  the  fire;  oth- 
ers had  been  dragged  out  from  piles  of  dead. 
Many  of  the  dead  and  some  of  the  uncon- 
scious who  lived  had  been  incontinent  of 
urine  and  feces.  But  one  type  of  surface 
treatment  was  applied  to  the  burns  of  the 
skin  of  all  thirty-nine  patients.  The  burned 
surfaces  were  neither  cleansed  nor  debrided. 
Boric  ointment  gauze  of  fine  mesh  was  cov- 
ered with  sterile  gauze  to  protect  the 
wound.  Burns  of  the  face,  scalp,  and  the 
extremities  were  bandaged  with  pressure. 
This  was  accomplished  by  adding  roller 
elastic  bandages  on  top  of  the  gauze  dress- 
ing. Over  the  burns  of  the  trunk  large 
stockinet  rolls  were  applied.  The  dressings 
of  burns  of  the  neck  were  held  in  place 
by  ordinary  gauze  bandages.  The  eyes, 
after  application  of  five  per  cent  sulfathia- 
zole  ointment,  were  closed  and  were  in- 
cluded in  the  pressure  dressings  of  the  head 
— only  the  nostrils  and  lips  were  left  un- 
covered. As  a final  part  of  the  initial 
surface  treatment,  two  grams  of  sodium 
sulfadiazine  were  injected  intravenously 
through  the  cannula  or  needle  already  in 
place  for  a plasma  transfusion.  This  dress- 
ing and  chemotherapy  completed  the  care 
of  the  wound.  It  was  first  aid  and  definitive 
treatments  combined.  The  dressings  were 
not  changed  until  the  fifth  to  tenth  day, 
when  boric  ointment  was  reapplied.  To 
those  burns  which  proved  to  be  of  second 
degree,  no  other  type  of  dressing  was  ap- 
plied. To  those  who  later  proved  to  have 
deep  destruction  of  the  skin,  wet  dressings 
of  boric  acid  or  physiologic  saline  solution 
were  used  after  the  first  two  weeks  in  order 
to  expedite  the  removal  of  the  burned  tis- 
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sue,  and  prepare  the  surfaces  for  graft- 
ing.”* 

The  following  is  a synopsis  of  their  dis- 
cussion : when  dressings  were  removed, 
there  was  remarkable  freedom  from  infec- 
tion. This  unorthodox  treatment  was  used 
because  it  was  simplest,  and  in  a disaster 
it  was  felt  that  of  treatments  giving  ap- 
proximately equal  results,  the  simplest 
would  be  the  best  where  large  numbers  are 
involved.  They  were  convinced  that  the 
intact  epidermis  over  blebs  protects  against 
bacteria,  and  because  bleb  fluid  does  not 
become  contaminated  by  virulent  organisms 
harbored  in  gland  crypts.  They  did  not 
believe  that  cleansing  would  materially  re- 
duce the  number  of  contaminating  organ- 
isms unless  vigorously  scrubbed,  and  such 
vigorous  scrubbing  would  tear  off  or  injure 
living  epithelium.  Anesthesia  would  have 
been  necessary  and  would  have  augmented 
the  shock.  Twenty-six  patients  previous 
to  this  disaster  had  been  studied  by  Dr. 
Champ  Lyons  of  Harvard.  Many  of  these 
burned  patients  had  blebs  from  hours  to 
days  old,  and  the  blebs  had  not  been  pro- 
tected by  any  dressing.  From  twenty-four 
hours  to  fourteen  days  after  the  burn,  the 
fluid  was  removed  from  the  blebs  under 
sterile  precautions  and  cultured  in  Doctor 
Lyons’  laboratory.  In  only  one  instance 
was  a pathogenic  organism,  a betahemolytic 
streptococcus,  obtained  in  the  fluid  of  an 
unruptured  bleb,  and  in  this  case  alone 
was  the  fluid  purulent.  It  was  the  clinical 
impression  that  the  healing  beneath  the 
unruptured  blebs  occurred  as  rapidly  as 
under  any  of  the  agents  commonly  recom- 
mended for  the  burned  surface. 

The  objection  to  nondebridement  is  that 
the  dead  epidermis  of  blebs  already  rup- 
tured provides  a culture  medium  for  or- 
ganisms. This  broken  epidermis  is  found 
rolled  up  to  the  side  of  the  old  bleb.  It 
looks  messy  and  unsurgical,  but  the  sur- 
geons of  the  Massachusetts  General  Hos- 
pital are  convinced  that  it  is  not  dangerous 
as  a culture  medium  and  removing  it  accom- 
plishes nothing.  If  taken  away,  it  is  re- 


*The book  referred  to  is  a reprint  of  articles 
which  appeared  in  Annals  of  Surgery,  June,  1943. 
The  quotation  is  from  Dr.  Oliver  Cope’s  contribu- 
tion, page  86. 


placed  by  a layer  of  fibrin  which  makes  just 
as  good  a culture  medium  as  the  dead  epi- 
dermis. 

A major  point  in  favor  of  nondebride- 
ment of  the  burn  is,  as  has  been  shown  in 
that  hospital,  the  availability  to  the  wound 
of  chemotherapeutic  agents  administered 
internally.  In  the  case  of  large  areas  sulfa 
drugs  applied  locally  may  be  absorbed  in 
toxic  amounts,  but  given  internally;  the 
exact  amount  administered  can  be  measured 
and  known.  The  sulfa  level  in  the  body 
fluids  can  be  more  easily  controlled.  It 
seemed  to  the  doctors  at  the  Massachusetts 
General  Hospital  that  the  sulfa  level  in 
blebs  would  follow  the  level  of  the  blood. 
This  proved  to  be  true.  For  example,  a girl 
with  a burn  of  the  leg  and  a large  unrup- 
tured bleb  was  started  on  sulfadiazine  by 
mouth  two  hours  after  the  burn.  Twelve 
hours  later  a titer  of  4.3  milligrams  of  the 
drug  was  found  in  both  bleb  fluid  and  blood 
plasma.  These  observations  were  repeated 
on  a number  of  Cocoanut  Grove  fire  pa- 
tients. 

It  is  interesting  to  note  that  boric  acid 
absorption  from  the  ointment  used  was 
studied.  The  amount  of  boric  acid  elimi- 
nated in  the  urine  from  patients  with  exten- 
sive burns  was  a maximum  of  two  grams 
in  twenty-four  hours.  Later,  when  boric 
irrigation  was  used,  it  was  two  and  one- 
half  grams  in  twenty-four  hours.  These 
levels  are  far  below  the  toxic  level.  They 
concluded  that  since  all  patients  also 
maintained  normal  kidney  function  the  use 
of  boric  acid  in  petrolatum  is  safe.  They 
argue  medical  personnel  can  be  used  to 
better  advantage  in  intravenous  administra- 
tions of  plasma  and  sulfa  drugs,  while 
nurses  and  other  attendants  can  put  on  the 
boric  ointment  dressings.  This  completes 
my  review  of  the  Massachusetts  General 
Hospital  report. 

In  conclusion  I am  still  convinced  that 
gentle  debridement  in  the  act  of  cleansing 
does  no  harm  and  may  do  good,  especially 
in  removing  gross  dirt.  In  case  of  shock 
this  is  not  as  important  as  the  general  treat- 
ment. The  use  of  sulfa  drugs  internally 
will  save  lives  that  formerly  would  have 
been  lost  and  certainly  seems  to  be  of  more 
importance  than  any  choice  of  local  ap- 
plication to  the  burned  area. 
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The  following  is  a list  of  Tennessee  doc- 
tors who  have  applied  for  a commission  in 
the  Army  or  Navy.  The  names  are  ar- 
ranged in  three  categories  as  follows:  first, 
those  who  have  been  commissioned  and  are 
on  duty ; second,  those  who  have  applied 
for  a commission  and  been  rejected  on  phys- 
ical grounds;  third,  those  who  have  been 
honorably  discharged  from  service.  The 
list  under  each  category  is  arranged  ac- 
cording to  counties. 

The  list  is  not  complete  according  to  the 
date  of  publication.  It  is  accurate  in  so  far 
as  our  information  goes  as  of  the  date  the 
Journal  goes  to  press. 


THE  HONOR  ROLL  OF  THE  MEDICAL  PRO- 
FESSION IN  TENNESSEE  NOW  SERV- 
ING IN  THE  ARMED  FORCES 


County  Name 

Anderson — P.  M.  Dings 
Anderson — A.  K.  Morris 
Anderson — Geo.  M.  Kelley 
Anderson — Horton  DuBard 
Bedford— H.  J.  Shull 
Blount — R.  H.  Haralson 
Blount — Joseph  T.  Marshall 
Blount — Lowell  E.  Vinsant 
Bradley — Dwight  N.  Arnold 
Bradley — A.  L.  Ball 
Bradley — Win.  A.  Garrott 
Bradley — Claud  H.  Taylor 
Bradley — Madison  S.  Trewhitt 
Campbell — O.  H.  Coleman* 
Campbell — Jos.  McCoin 
Carroll — Robert  D.  Trevathan 
Carter — H.  B.  Damron 
Carter — E.  L.  Caudill,  Jr. 
Carter — J.  B.  Warren 
Carter — W.  W.  Evans 
Chester — John  Wm.  Baird 
Claiborne — E.  A.  McEver 
Clay — A.  L.  Buell 
Cocke — Haynes  B.  Cates 
Cocke— W.  C.  Ruble,  Jr. 

Cocke — Glenn  C.  Shults 
Coffee — G.  W.  Shelton 
Cumberland — Price  H.  Duff 
Davidson — Geo.  A.  Hatcher 
Davidson — David  F.  Johnson 
Davidson — James  T.  Allen 
Davidson — James  P.  Anderson 
Davidson — John  W.  Anderson 
Davidson — Jos.  D.  Anderson 
Davidson — Ralph  Angelucci 
Davidson — Ralph  V.  Ashbaugh 
Davidson— Robert  D.  Beech 


Address 
Briceville 
Fork  Mountain 
Lake  City 
Knoxville 
Shelbyville 
Maryville 
Chattanooga 
Maryville 
Cleveland 
Cleveland 
Cleveland 
Cleveland 
Cleveland 
LaFollette 
LaFollette 
Bruceton 
Elizabethton 
Elizabethton 
Elizabethton 
Elizabethton 
Henderson 
Pruden 
Celina 
Newport 
Newport 
Newport 
Manchester 
Crossville 
Cedar  Grove,  N.  J. 
Madison  College 
Nashville 
Nashville 
Nashville 
Nashville 
Nashville 
Nashville 
Nashville 


*Deeeased. 


Davidson — F.  T.  Billings 
Davidson — James  Frazier  Binns 
Davidson — R.  W.  Blumberg 
Davidson — H.  K.  Brask 
Davidson — Robert  N.  Buchanan,  Jr. 
Davidson — Ransom  R.  Buchholz 
Davidson — F.  W.  Buckner 
Davidson — John  C.  Burch 
Davidson — Roger  B.  Burrus 
Davidson — B.  F.  Byi’d,  Jr. 

Davidson — Newton  A.  Cannon 
Davidson — Henry  M.  Carney 
Davidson — -Geo.  K.  Carpenter 
Davidson — Arthur  H.  Cassady 
Davidson— Randolph  Cate 
Davidson — Lee  Farrar  Cayce 
Davidson — James  C.  Chambliss 
Davidson — Jesse  H.  Chandler  (Col.) 
Davidson — Sam  C.  Cowan,  Jr. 

Davidson — R.  R.  Crutcher 
Davidson — Marion  I.  Davis 
Davidson — Walter  L.  Diveley 
Davidson— Thos.  A.  Donnel 
Davidson — R.  L.  Dozier,  Jr. 

Davidson — J.  J.  Eberhart 
Davidson — P.  C.  Elliott 
Davidson — Frank  F.  Ellis 
Davidson — Joe  W.  Fenn 
Davidson — Ray  O.  Fessey 
Davidson — C.  M.  Fishbach 
Davidson — Benjamin  P.  Folk 
Davidson — Garth  E.  Fort 
Davidson — S.  F.  Fowler 
Davidson — John  W.  Frazier,  Jr. 
Davidson — Thos.  F.  Frist 
Davidson — R.  K.  Galloway 
Davidson — James  C.  Gardner 
Davidson — Dan  C.  Gary 
Davidson — Hamilton  V.  Gayden 
Davidson — L.  R.  Gayden 
Davidson — H.  L.  Gilliand 
Davidson — J.  E.  Goldsberry 
Davidson — David  K.  Gotwald 
Davidson — Thos.  Grizzard 
Davidson — Laurence  A.  Grossman 
Davidson — Carrington  Hari’ison 
Davidson — James  W.  Harrison 
Davidson — James  T.  Hayes 
Davidson — Harold  B.  Henning 
Davidson — Rafael  Hernandez  (Col.) 
Davidson — Irving  R.  Hillard 
Davidson — Charles  Fowler  Hollabaugh 
Davidson — Nathan  P.  Horner 
Davidson — Geo.  B.  Hubbard 
Davidson — Vernon  Hutton,  Jr. 
Davidson — D.  J.  Johns,  Jr. 

Davidson — Geo.  S.  Johnson 
Davidson — Harry  D.  Jones 
Davidson — Sam  Ogle  Jones 
Davidson — Allen  Kennedy 
Davidson — W.  G.  Kennon,  Jr. 
Davidson—  G.  E.  Kinzel 


Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 
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Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 

Nashville 
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Davidson — James  A.  Kirtley,  Jr.  Nashville 

Davidson — W.  J.  Lee,  Jr.  Nashville 

Davidson — Herman  Levinson  Nashville 

Davidson — R.  Carl  Light  Nashville 

Davidson — Rudolph  A.  Light Nashville 

Davidson — Jas.  A.  Loveless  Nashville 

Davidson — J.  P.  Lowe Nashville 

Davidson — Sol  Lowenstein  Nashville 

Davidson — Jas.  R.  McMillan  Nashville 

Davidson — Robt.  H.  Magruder  Nashville 

Davidson — C.  G.  deGutierrez-Mahoney  Nashville 
Davidson — Travis  H.  Martin  Nashville 

Davidson — James  H.  Matthews  Nashville 

Davidson — Benjamin  R.  Mayes  Nashville 

Davidson — Jas.  G.  Mead  Nashville 

Davidson — Chas.  A.  Mella Nashville 

Davidson — Cleo  M.  Miller  Nashville 

Davidson — Hugh  H.  Mills  Nashville 

Davidson — Theodore  Morford  Nashville 

Davidson — Hugh  J.  Morgan  Nashville 

Davidson — N.  B.  Morris  Nashville 

Davidson— Paul  G.  Morrissey,  Jr.  Nashville 

Davidson — S.  R.  Mortland  Nashville 

Davidson — Max  K.  Moulder  Nashville 

Davidson — John  R.  Olson  Nashville 

Davidson — Fred  W.  T.  Overton  Nashville 

Davidson — Wm.  T.  Palm  Nashville 

Davidson — Jos.  H.  Patterson  . Nashville 

Davidson — Robt.  C.  Patterson,  Jr.  Nashville 

Davidson — E.  White  Patton  Nashville 

Davidson — George  C.  Porter  (Col.)  Nashville 

Davidson — John  C.  Ransmeier  Nashville 

Davidson — S.  B.  D.  Rhea  Nashville 

Davidson — John  B.  Riggsbee  Nashville 

Davidson — E.  L.  Rippy  Nashville 

Davidson — E.  M.  Robinson  Nashville 

Davidson — Louis  Rosenfeld  Nashville 

Davidson — Leon  I.  Runyon  Nashville 

Davidson — A.  F.  Russell  Nashville 

Davidson — Jos.  H.  Sayers,  Jr.  Nashville 

Davidson — Robert  E.  Schell  Nashville 

Davidson — Jesse  F.  Scott  Nashville 

Davidson — Jos.  A.  Scott  Nashville 

Davidson — Ewing  Seligman  Nashville 

Davidson — Maurice  Seligman  Nashville 

Davidson — Melvin  M.  Simmons  Nashville 

Davidson — Henry  Carroll  Smith  Nashville 

Davidson — Joe  M.  Strayhorn  Nashville 

Davidson — Thos.  B.  Stone  Nashville 

Davidson — Wm.  A.  Sullivan  Nashville 

Davidson — A.  J.  Sutherland,  Jr.  Nashville 

Davidson — A.  B.  Thach,  Jr.  Nashville 

Davidson — W.  O.  Tirrill,  Jr.  Nashville 

Davidson — Chas.  C.  Trabue  Nashville 

Davidson — H.  M.  Truebger  Nashville 

Davidson — William  H.  Tucker  Nashville 

Davidson — W.  A.  Van  Nortwick  Nashville 

Davidson — Paul  L.  Warner  Nashville 

Davidson — Thos.  S.  Weaver  Nashville 

Davidson — B.  M.  Weinstein  Nashville 

Davidson — Arthur  L.  White  Nashville 

Davidson — Joe  T.  Whitfield  Nashville 

Davidson — Claiborne  Williams  Nashville 


Davidson — W.  C.  Williams 
Davidson — Herbert  Wilson,  Jr. 
Davidson — W.  C.  Winton 
Davidson — Jos.  C.  Wood 
Davidson — Thos.  E.  Wyatt 
Davidson — Chas.  R.  Yancey 
Davidson — Hugh  Amos 
Davidson — Alvin  Hawkins 
Davidson — A.  S.  Koenig 
Davidson — E.  B.  Rhea 
Dickson — W.  M.  Jackson 
Dyer — W.  E.  Anderson 
Dyer — J.  Paul  Baird 
Dyer — C.  L.  Denton 
Dyer — O.  B.  Landrum 
Fayette — John  L.  Armstrong 
Franklin — Geo.  L.  Smith 
Franklin — Kenneth  P.  Brown 
Gibson — Jas.  0.  Fields 
Gibson — Basil  T.  Bennett,  Jr. 
Gibson — Geo.  Dodson 
Gibson — Roscoe  Faulkner 
Gibson — Henry  Jas.  Roberts 
Greene — Rae  B.  Gibson 
Greene — C.  H.  Henard 
Greene — John  G.  Zirkle 
Hamblen — D.  R.  Roach 
Hamblen — D.  J.  Zimmermann 
Hamilton — Howard  M.  Ausherman 
Hamilton — C.  H.  Barnwell 
Hamilton — Alvin  H.  Benz 
Hamilton — Franklin  B.  Bogart 
Hamilton — F.  G.  Bratley 
Hamilton — Julian  C.  Brooks,  Jr. 
Hamilton — S.  W.  Brown 
Hamilton — E.  F.  Buchner 
Hamilton — Walter  Buckner,  II 
Hamilton — Douglas  Chamberlain 
Hamilton — John  W.  Claiborne,  Jr. 
Hamilton — H.  C.  Darnall 
Hamilton — J.  R.  Fancher 
Hamilton — Richard  V.  Fletcher 
Hamilton — J.  L.  Hamilton 
Hamilton — F.  F.  Harris 
Hamilton — Carl  A.  Hartung 
Hamilton — H.  D.  Hickey 
Hamilton — J.  M.  Higginbotham 
Hamilton — H.  T.  Holden 
Hamilton — Jos.  W.  Johnson,  Jr. 
Hamilton — Howard  H.  Karr 
Hamilton — Jos.  B.  Killebrew 
Hamilton — J.  J.  Killeffer 
Hamilton — P.  H.  Livingston 
Hamilton — T.  A.  Lowery 
Hamilton — E.  F.  McCall 
Hamilton — Augustus  McCravey 
Hamilton — Tim  J.  Manson 
Hamilton — Richard  H.  Mellen 
Hamilton — Paul  H.  Milton 
Hamilton — Fay  B.  Murphey 
Hamilton — E.  T.  Newell,  Jr. 
Hamilton — Wm.  E.  North 
Hamilton — R.  L.  Patterson 


Nashville 
Nashville 
Nashville 
. Nashville 
Nashville 
Nashville 
Old'  Hickory 
Old  Hickory 
Old  Hickory 
Old  Hickory 
Dickson 
Dyersburg 
Dyersbui-g 
Dyersburg 
Dyersburg 
Somerville 
Decherd 
Huntland 
Milan 
Trenton 
Humboldt 
Trenton 
Trenton 
Greeneville 
Mosheim 
Greeneville 
Morristown 
Morristown 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga , 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
Chattanooga 
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Hamilton — C.  Thomas  Read 
Hamilton — W.  D.  L.  Record 
Hamilton — E.  E.  Reisman,  Jr. 
Hamilton — Gilbert  M.  Roberts 
Hamilton — Robt.  C.  Robertson 
Hamilton — T.  G.  Ross 
Hamilton — Wm.  J.  Sheridan 
Hamilton — M.  J.  Smith,  Jr. 
Hamilton — Wm.  A.  Stem 
Hamilton — John  A.  Steward 
Hamilton — W.  Dean  Steward 
Hamilton — Paul  R.  Swanson 
Hamilton — Oliver  L.  Von  Canon 
Hamilton — J.  W.  Wilson,  Jr. 
Hamilton — Robert  A.  Wise 
Hamilton — J.  C.  Wright 
Hardeman — Geo.  W.  Jackson 
Hardeman — Wiley  D.  Lewis 
Hardeman — M.  J.  Stewart 
Hardin — C.  Whitman  Borg 
Hardin — S.  L.  Stephenson,  Jr. 
Hawkins — Charles  C.  Johnson 
Hawkins — Landrum  Tucker 
Hawkins — A.  S.  Yates 
Haywood — Robert  C.  Berson 
Henderson — R.  M.  Conger 
Henry — J.  W.  Didcoct 
Henry — Arthur  C.  Dunlap 
Henry — J.  C.  McKissick 
Henry — Geo.  H.  McSwain 
Jefferson — William  B.  Malcolm 
Jefferson — Frank  L.  Milligan 
Knox — A.  J.  Weber 
Knox — Malcolm  F.  Cobb 
Knox— B.  B.  Mitchell* 

Knox — Charles  M.  Armstrong 
Knox — Spencer  Y.  Bell 
Knox — R.  G.  Brashear 
Knox — A.  M.  Carr 
Knox — E.  E.  Carrier 
Knox — Jack  Chesney 
Knox — L.  W.  Chesney 
Knox — H.  S.  Christian 
Knox — H.  E.  Christenberry,  Jr. 
Knox — Sam  M.  Cooper 
Knox — Sam  P.  Davidson 
Knox — T.  P.  Day 
Knox — W.  A.  DeSautelle 
Knox — T.  B.  Drinnen* 

Knox — Richard  N.  Duffey 
Knox — J.  Gilbert  Eblen 
Knox — Jas.  B.  Ely 
Knox — Frank  Faulkner 
Knox — Peter  J.  Flippin 
Knox — Glenn  D.  Grubb 
Knox — Geo.  G.  Henson 
Knox — Oliver  W.  Hill,  Jr. 

Knox — C.  R.  Huffman* 

Knox — C.  E.  Irwin 
Knox — Willard  J.  Irwin 
Knox — H.  H.  Jenkins 


Deceased. 


Chattanooga 

Knox — J.  0.  Kennedy 

Knoxville 

Chattanooga 

Knox — A.  H.  Lancaster 

Knoxville 

Chattanooga 

Knox — R.  P.  Layman 

Knoxville 

Chattanooga 

Knox — J.  H.  Lesher 

Knoxville 

Chattanooga 

Knox — J.  D.  McCullough 

Knoxville 

Chattanooga 

Knox — Wm.  T.  McPeake 

Knoxville 

Chattanooga 

Knox — J.  L.  Montgomery 

Knoxville 

Chattanooga 

Knox — Wm.  S.  Muse 

Knoxville 

Chattanooga 

Knox — E.  P.  Nicely 

Knoxville 

Chattanooga 

Knox — Ralph  Nichols 

Knoxville 

Chattanooga 

Knox — B.  M.  Overholt 

Knoxville 

Chattanooga 

Knox — Jos.  B.  Parker,  Jr. 

Knoxville  (Inskip) 

Chattanooga 

Knox — Robt.  F.  Patterson,  Jr. 

Knoxville 

Chattanooga 

Knox — Herschel  Penn 

Knoxville 

Chattanooga 

Knox — Jarrell  Penn 

Knoxville 

Chattanooga 

Knox — H.  L.  Pope 

Knoxville 

Bolivar 

Knox — John  S.  Powers,  Jr. 

Knoxville 

Bolivar 

Knox — John  A.  Range 

Knoxville 

Whiteville 

Knox — Jos.  L.  Raulston,  Jr. 

Knoxville 

Savannah 

Knox — Hugh  C.  Reaves 

Knoxville 

Savannah 

Knox — J.  W.  Riggs 

Knoxville 

Pressmen’s  Home 

Knox — J.  S.  Ruffin,  Jr. 

Knoxville 

Rogersville 

Knox— J.  H.  Saffold- 

Knoxville 

Rogersville 

Knox — A.  B.  Shipley 

Knoxville 

Brownsville 

Knox — P.  D.  Smith 

Knoxville 

Lexington 

Knox — J.  M.  Stockman 

Knoxville 

Paris 

Knox — Geo.  W.  Tharp 

Knoxville 

Paris 

Knox — Phil  Thomas 

Knoxville 

Paris 

Knox — Fred  West 

Knoxville 

Paris 

Knox — Jacob  M.  Williams 

Knoxville 

Dandridge 

Knox — Leon  J.  Willien 

Knoxville 

Jefferson  City 

Lake — W.  T.  Rainey 

Tiptonville 

Bearden 

Lauderdale — J.  H.  Nunn 

Ripley 

Concord 

Lauderdale — W.  Val  Sanford* 

Ripley 

Fountain  City 

Lawrence — L.  C.  Harris,  Jr. 

Lawrenceburg 

Knoxville 

Lincoln — R.  E.  McCown 

Fayetteville 

Knoxville 

Lincoln — Ben  H.  Marshall 

Fayetteville 

Knoxville 

Lincoln — M.  C.  Woodfin 

Fayetteville 

Knoxville 

Lincoln — E.  S.  Leek 

Petersburg 

Knoxville 

Loudon — F.  E.  Hufstedler 

Lenoir  City 

Knoxville 

Loudon — Avery  Leeper 

Lenoir  City 

Knoxville 

McMinn— S.  B.  McClary,  Jr. 

Etowah 

Knoxville 

McMinn — A.  W.  Reeser 

Athens 

Knoxville 

McMinn — Lester  H.  Shields 

Athens 

Knoxville 

McNairy — T.  N.  Humphrey 

Selmer 

Knoxville 

McNairy — H.  0.  Mason 

Adamsville 

Knoxville 

Madison — L.  D.  Farragut 

Bemis 

Knoxville 

Madison — Roderick  C.  Webb 

Bemis 

Knoxville 

Madison— Everett  Archer 

J ackson 

Knoxville 

Madison — C.  H.  Brown 

J ackson 

Knoxville 

Madison — W.  B.  Camp 

Jackson 

Knoxville 

Madison — William  Grant  Crook 

Jackson 

Knoxville 

Madison — J.  E.  Douglass 

Jackson 

Knoxville 

Madison — R.  S.  Hellmann 

Jackson 

Knoxville 

Madison — Frank  A.  Mooi'e 

Jackson 

Knoxville 

Madison — Roy  M.  Neudecker 

Jackson 

Knoxville 

Madison — Carl  Rogers 

Jackson 

Knoxville 

Madison — A.  R.  Taylor 

Jackson 

Knoxville 

Madison — 1.  R.  Thompson,  Jr. 

J ackson 

Knoxville 

Madison — Charles  H.  Webb 

Jackson 

Knoxville 

Madison— P.  E.  Wylie 

Jackson 

Madison — Stevens  Byars 

Mercer 

Marion — Russell  B.  James 

South  Pittsburg 
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Marshall — A.  L.  Cooper 

Chapel  Hill 

Marshall — H.  B.  Disharoon 

Lewisburg 

Maury — W.  N.  Cook 

Columbia 

Maury — Robin  Lyles 

Columbia 

Maury — J.  B.  Miller 

Columbia 

Maury — E.  K.  Provost 

Columbia 

Monroe — D.  F.  Heuer,  Jr. 

Sweetwater 

Monroe — R.  M.  Price 

Sweetwater 

Montgomery — J.  A.  Culbertson 

Clarksville 

Montgomery — John  H.  Ledbetter, 

Jr.  Clarksville 

Montgomery — Phillip  Lyle 

Clarksville 

Morgan — R.  A.  Steadman 

Wartburg 

Obion — Hal  E.  Bennett 

Troy 

Obion — Edward  W.  Barksdull 

Union  City 

Obion — R.  M.  Darnall 

Union  City 

Obion — R.  G.  Latimer,  Jr. 

Union  City 

Overton — H.  B.  Nevans 

Livingston 

Pickett — Floyd  B.  Hay 

Byrdstown 

Polk — Henry  S.  Harris 

Benton 

Polk— J.  H.  Lillard 

Benton 

Polk— H.  H.  Hyatt 

Copperhill 

Putnam — H.  H.  Taylor 

Cookeville 

Putnam — R.  L.  Akin 

Monterey 

Roane — L.  A.  Killeffer 

Harriman 

Roane — G.  D.  Schuessler 

Oliver  Springs 

Roane — F.  Davis  Owings 

Rockwood 

Robertson — J.  C.  Lunderman 

Orlinda 

Robertson — W.  P.  Stone 

Springfield 

Rutherford — Harvey  W.  Carter 

Murfreesboro 

Rutherford — Thos.  G.  Gordon 

Murfreesboro 

Sevier — John  A.  Conroy 

Newton,  Mass. 

Sevier — Charles  E.  Pack,  Jr. 

Sevierville 

Sevier — R.  M.  Perry 

Sevierville 

Shelby— J.  H.  Adler 

Memphis 

Shelby — R.  Roger  Anderson 

Memphis 

Shelby — Chas.  G.  Andrews 

Memphis 

Shelby — J.  M.  Aste 

Memphis 

Shelby — Edward  R.  Atkinson 

Memphis 

Shelby — Chas.  H.  A vent 

Memphis 

Shelby — William  Wallace  Aycock 

Memphis 

Shelby — J.  C.  Ayres,  Jr. 

Memphis 

Shelby — James  M.  Bethea 

Memphis 

Shelby — Willard  A.  Barnes 

Memphis 

Shelby — J.  D.  Biles,  Jr. 

Memphis 

Shelby — Samuel  Blackwell 

Memphis 

Shelby — W.  B.  Blaisdell,  Jr. 

Memphis 

Shelby— W.  T.  Black,  Jr. 

Memphis 

Shelby— R.  E.  Bland  (Col.) 

Memphis 

Shelby — Philip  B.  Bleecker 

Memphis 

Shelby — Geo.  M.  Bogardus 

Memphis 

Shelby — H.  0.  Bourkard 

Memphis 

Shelby — C.  G.  Bringle 

Memphis 

Shelby — W.  T.  Braun,  Jr. 

Memphis 

Shelby — Joseph  A.  Buchignani 

Memphis 

Shelby — J.  G.  Burd 

Memphis 

Shelby — L.  L.  Carter 

Memphis 

Shelby — A.  J.  Cates 

Memphis 

Shelby— R.  E.  Ching 

Memphis 

Shelby — J.  Hughes  Chandler 

Memphis 

Shelby— J.  M.  Chandler 

Memphis 

Shelby — J.  M.  Chambers,  Jr. 

Memphis 

Shelby — R.  B.  Chrisman,  Jr. 

Memphis 

"Deceased. 


Shelby — Isaac  S.  Coe 
Shelby — James  H.  Collins 
Shelby — John  Kerr  Crawford 
Shelby — Phillip  T.  Crawford 
Shelby — J.  A.  Crisler,  Jr. 

Shelby — J.  A.  Danciger 
Shelby — Floyd  M.  Davis 
Shelby — Chas.  J.  Deere 
Shelby — W.  F.  Dobyns 
Shelby— John  M.  Dougall 
Shelby— E.  S.  Eddins 
Shelby — C.  Barton  Etter 
Shelby — J.  D.  Evans 
Shelby — M.  L.  Evans 
Shelby — Taylor  Farrar 
Shelby — Turley  Farrar 
Shelby — Benj.  Fendler 
Shelby — L.  F.  Ferrell 
Shelby— B.  F.  Floyd 
Shelby — Jos.  B.  Fowler 
Shelby — Dale  E.  Fox 
Shelby — Jos.  A.  Gardner,  Jr. 

Shelby — Geo.  E.  Gish 
Shelby — Fred  A.  Goldberg 
Shelby — L.  I.  Goldsmith 
Shelby — David  W.  Goltman 
Shelby — Jack  Goltman 
Shelby — Paul  Hill  Goodman 
Shelby — H.  B.  Gotten 
Shelby — Nicholas  Gotten 
Shelby — H.  D.  Gray 
Shelby— V.  A.  Hall 
Shelby — J.  A.  Hanna 
Shelby — Carl  M.  Harwell,  Jr. 

Shelby — R.  D.  Henderson 

Shelby — B.  S.  Henry 

Shelby — A.  L.  Herring 

Shelby — C.  H.  Householder 

Shelby — John  L.  Houston 

Shelby — Felix  A.  Hughes 

Shelby — James  G.  Hughes 

Shelby — John  D.  Hughes 

Shelby — Wm.  E.  Hurt 

Shelby — Chas.  W.  Ingle 

Shelby — Alvin  Ingram 

Shelby — Harry  Johnson 

Shelby — Albert  M.  Jones 

Shelby — 0.  N.  Jones 

Shelby — W.  B.  Key 

Shelby — John  C.  King 

Shelby — Nathanial  W.  Kuykendall,  Jr, 

Shelby — Chas.  K.  Lewis 

Shelby — Frank  Linn 

Shelby — Chas.  M.  Lobrano 

Shelby — D.  G.  Lockwood 

Shelby — J.  P.  Lockwood 

Shelby — J.  P.  Long,  Jr. 

Shelby — J.  H.  Lotz 
Shelby — Wm.  M.  Lovejoy 
Shelby — Donald  A.  McCannel 
Shelby — O.  S.  McCown,  Jr. 

Shelby — J.  W.  McElroy  

Shelby — Eugene  E.  McKenzie 
Shelby — W.  F.  Mackey 


Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Mem  phis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
Memphis 
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Shelby — ffm.  Battle  Malone,  II  Memphis 

Shelby — Thomas  P.  Manigan  Memphis 

Shelby — P.  M.  Markle  Memphis 

Shelby — Alfred  D.  Mason,  Jr.  . Memphis 

Shelby — Wm.  P.  Maury,  Jr.  Memphis 

Shelby — R.  A.  Miller  Memphis 

Shelby — R.  W.  Miller  Memphis 

Shelby — E.  D.  Mitchell,  Jr.  Memphis 

Shelby — J.  C.  Mobley,  Jr.  Memphis 

Shelby — Moore  Moore,  Jr.  Memphis 

Shelby — Thos.  Lane  Moore,  Jr.  Memphis 

Shelby — William  Sivley  Moore  Memphis 

Shelby — J.  P.  Moss  Memphis 

Shelby— Henry  Moskowitz  Memphis 

Shelby — Francis  Murphey  Memphis 

Shelby — Wan  A.  Odle  Memphis 

Shelby — Bedford  T.  Otey  Memphis 

Shelby- — Alfred  H.  Page  Memphis 

Shelby — Wm.  H.  Parker  Memphis- 

Shelby — Ben  Pentecost  Memphis 

Shelby — J.  R.  Pepin  Memphis 

Shelby — M.  L.  Pepper  Memphis 

Shelby — V.  D.  Pettit  Memphis 

Shelby — Raymond  W.  Polk  Memphis 

Shelby — G.  S.  Plog  Memphis 

Shelby — Ira  F.  Porter  Memphis 

Shelby — Hugh  R.  Raines  Memphis 

Shelby — S.  L.  Raines Memphis 

Shelby — R.  Beverley  Ray  Memphis 

Shelby — L.  C.  Ramsay  Memphis 

Shelby — Hal  S.  Rhea  Memphis 

Shelby — Chas.  G.  Robinson  Memphis 

Shelby — Wm.  A.  Runkle  Memphis 

Shelby — Wm.  T.  Satterfield  Memphis 

Shelby- — Schayel  Scheinberg  Memphis 

Shelby — Lee  Jess  Seargeant,  Jr.  Memphis 

Shelby— Lawrence  L.  Sebulsky  Memphis 

Shelby— E.  C.  Segerson Memphis 

Shelby — -J.  L.  Shaw  Memphis 

Shelby— Hugh  Smith  Memphis 

Shelby — -P.  A.  Statile  Memphis 

Shelby — S.  D.  Sullenberger  Chattanooga 

Shelby — Bryant  S.  Swindoll  Memphis 

Shelby — B.  S.  Talley  Memphis 

Shelby — R.  C.  Taylor Memphis 

Shelby — M.  J.  Tendler  Memphis 

Shelby — W.  M.  Tipton  Memphis 

Shelby — A.  B.  Tripp  Memphis 

Shelby— I.  F.  Tullis,  Jr.  Memphis 

Shelby — C.  F.  Varner  Memphis 

Shelby — Jack  Viscofsky  Memphis 

Shelby — R.  A.  Wallace  Memphis 

Shelby — T.  L.  Waring  Memphis 

Shelby — O.  S.  Warr,  Jr.  Memphis 

Shelby — W.  W.  Watkins  Memphis 

Shelby — J.  E.  Watson,  Jr. Memphis 

Shelby— Julian  K.  Welch,  Jr.  Memphis 

Shelby — S.  I.  Wener Memphis 

Shelby — Horace  G.  Williams  Memphis 

Shelby — W.  L.  Wilhelm  Memphis 

Shelby — Harwell  Wilson  Memphis 

Shelby — John  M.  Wilson  Memphis 

Shelby — J.  E.  Wilson  Memphis 


Shelby — C.  Frank  Yates  Memphis 

Sullivan — J.  W.  Erwin  Blountville 

Sullivan — W.  C.  Carreras  Bristol 

Sullivan — Tom  Kuhnert  Bristol 

Sullivan — John  Marcy  Bristol 

Sullivan — G.  W.  McCall  Bristol 

Sullivan — B.  W.  Mongle  Bristol 

Sullivan — L.  B.  Snapp,  II  Bristol 

Sullivan — Myron  J.  Adams  Kingsport 

Sullivan — F.  L.  Alloway  Kingsport 

Sullivan — R.  W.  Asthalter  Kingsport 

Sullivan — H.  O.  Bolling  Kingsport 

Sullivan — R.  H.  Brown  Kingsport 

Sullivan — H.  S.  Burem  Kingsport 

Sullivan — John  B.  Hamilton  Kingsport 

Sullivan — B.  Roy  Howard  Kingsport 

Sullivan — K.  R.  Kiesau  Kingsport 

Sullivan — M.  D.  Massengill,  Jr.  Kingsport 

Sullivan — J.  F.  Morton  Kingsport 

Sullivan — -R.  G.  Nichols  Kingsport 

Sumner — P.  M.  Huggin  Gallatin 

Sumner — Benjamin  A.  Warren  Gallatin 

Tipton — N.  L.  Hyatt  Covington 

Tipton — J.  S.  Rulfin,  Jr Covington 

Tipton — 0.  J.  Swisher  Covington 

Unicoi — R.  H.  Harvey Erwin 

Unicoi — W.  C.  Humbert Erwin 

Unicoi — H.  L.  Monroe Erwin 

Union — Norman  H.  Rucker  Luttrell 

Washington — C.  M.  Creech  Johnson  City 

Washington — H.  B.  Fuqua  Johnson  City 

Washington — C.  S.  Gresham  Johnson  City 

Washington — W.  D.  Hankins  Johnson  City 

Washington — Harry  Myron,  Jr.  Johnson  City 

Washington — W.  L.  Poole  Johnson  City 

Washington — W.  G.  Preas  Johnson  City 

Washington — Hugh  F.  Swingle  Johnson  City 

Washington — Charles  P.  Wolford  Johnson  City 

Washington — H.  B.  Cupp  Mountain  Home 

Washington — John  Busey  Mountain  Home 

Washington — Ernest  Mai’cus  Mountain  Home 

Weakley — Paul  W.  Wilson  Dresden 

Weakley — Madison  H.  Buckley  Mai'tin 

Williamson — W.  F.  Roth,  Jr.  Fx-axxklin 

Wilson — 0.  R.  Hill  Lebanon 

Wilson — Jaixxes  McFarland,  Jr.  Lebanon 

Wilson — W.  K.  Tilley  Lebaxxon 

DOCTORS  WHO  APPLIED  FOR  COMMISSIONS, 
BUT  REJECTED  ON  PHYSICAL  GROUNDS 
Anderson — Trent  0.  Huff  Cliixtoxx 

Anderson — A.  J.  Butler  Clinton 

Carter — John  L.  Chesnut  Elizabethton 

Carter — E.  T.  Pearson  Elizabethton 

Coffee — Wixx.  M.  Minnis  Manchester 

Davidson — Caxd  E.  Adams  Nashville 

Davidson — E.  E.  Anderson  Donelson 

Davidson — Joe  E.  Sutherland  Madison  College 

Davidson — J.  J.  Ashby  Nashville 

Davidson — Edward  H.  Barksdale  Nashville 

Davidson — Lynch  D.  Bennett  Nashville 

Davidson — John  M.  Boylin  Nashville 

Davidson — James  L.  Fuqua  Nashville 

Davidson — David  W.  Hailey  Nashville 
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Davidson — William  Palmer  Hardy 
Davidson — Andrew  N.  Hollabaugh 
Davidson — Thos.  M.  Jordan 
Davidson — Carl  Kirchmaier 
Davidson — -G.  Sydney  McClellan 
Davidson — James  C.  Overall 
Davidson — James  N.  Owens 
Davidson — Don  C.  Peterson 
Davidson — Paul  E.  Purks 
Davidson — Jas.  S.  Reed 
Davidson — Eugene  M.  Regen 
Davidson — S.  S.  Riven 
Davidson — -Trimble  Sharber 
Davidson — T.  Emerson  Simpkins 
Davidson — D.  W.  Smith 
Davidson — Herman  Spitz 
Davidson — Albert  Weinstein 
Davidson — O.  L.  Westbrooks  (Col.) 
Davidson — Eston  D.  White 
Davidson — W.  W.  Wilkerson,  Jr. 
Davidson — V.  J.  Wong 
Davidson — J.  H.  Solomon 
Franklin — Jeff  C.  Moore 
Gibson — Chas.  W.  Davis 
Gibson — Henry  N.  Moore 
Gibson — F.  A.  Taylor 
Greene — John  A.  Brabson 
Hamblen — Y.  A.  Jackson 
Hamblen — Maxwell  D.  Raine 
Hamilton — Justin  O.  Adams 
Hamilton — William  D.  Anderson 
Hamilton — Wesley  A.  Barton 
Hamilton — William  Ross  Buttram 
Hamilton — Erwin  M.  Funderburk 
Hamilton — Orville  C.  Gass 
Hamilton — Foster  Hampton,  Jr. 
Hamilton — John  W.  Hocker 
Hamilton — D.  Isbell 
Hamilton — D.  B.  Karr 
Hamilton — Geo.  E.  Lacy 
Hamilton — Hugh  B.  Magill 
Hamilton — J.  G.  McMillan 
Hamilton — Fred  E.  Marsh 
Hamilton — J.  R.  Martin 
Hamilton — O.  B.  Murray 
Hamilton — Clarence  Shaw 
Hamilton — H.  J.  Starr 
Hamilton — W.  E.  Van  Order 
Hamilton — J.  J.  Word 
Hamilton — P.  H.  Dietrich 
Hardeman — Aubrey  Richards 
Hawkins — John  E.  Kite,  Jr. 

Henry — Barton  McSwain 
Knox — Troy  P.  Bagwell 
Knox — Charles  W.  Black 
Knox — William  E.  Clark 
Knox — Earl  Donathan 
Knox — Roy  Fisher 
Knox — Louis  E.  Haun 
Knox— John  R.  Hill 
Knox — Geo.  T.  Howard 
Knox — George  L.  Inge 
Knox — Edwin  E.  Miller 


Nashville 

Knox — John  Moore 

Knoxville 

Nashville 

Knox — Owen  D.  Moore 

Knoxville 

Nashville 

Knox — Joel  C.  Morris 

Knoxville 

Nashville 

Knox — Bruce  R.  Powers 

Knoxville 

Nashville 

Knox — Chas.  C.  Smeltzer 

Knoxville 

Nashville 

Knox — V.  I.  Smith 

Knoxville 

Nashville 

Knox — Geo.  M.  Trotter 

Knoxville 

Nashville 

Knox — Richard  G.  Waterhouse 

Knoxville 

Nashville 

Knox — V.  M.  Williger 

. Knoxville 

Nashville 

Lawrence — V.  H.  Crowder 

Lawrenceburg 

Nashville 

Lawrence — W.  0.  Crowder 

Lawrenceburg 

Nashville 

Loudon — J.  P.  Cullum 

Lenoir  City 

Nashville 

Madison — Glenn  D.  Batten 

Jackson 

Nashville 

Madison — -Leland  M.  Johnston 

Jackson 

Nashville 

Madison — John  C.  Pearce 

J ackson 

Nashville 

Madison — Alvin  Rosenbloom 

Jackson 

Nashville 

Marshall — J.  T.  Gordon 

Lewisburg 

Nashville 

Maury — H.  C.  Busby 

Columbia 

Nashville 

Maury — Leon  S.  Ward 

Mt.  Pleasant 

Nashville 

Montgomery — B.  H.  Webster 

Clarksville 

Nashville 

Morgan — Wm.  E.  Gallion 

Oakdale 

Old  Hickory 

Robertson — Raymond  H.  Hirsch 

Whitehouse 

Winchester 

Robertson — J.  E.  Wilkison 

Springfield 

Humboldt 

Sevier— R.  A.  McCall 

Sevierville 

Milan 

Sevier — J.  Myron  Mittleman 

Sevierville 

Trenton 

Shelby — Jacob  Alperin 

Memphis 

Greeneville 

Shelby — H.  E.  Atherton 

Memphis 

Morristown 

Shelby — Geoi'ge  B.  Bland 

Memphis 

Morristown 

Shelby — Harold  B.  Boyd 

Memphis 

Chattanooga 

Shelby — James  T.  Bridges 

Memphis 

Chattanooga 

Shelby — Davis  L.  Brown 

Memphis 

Chattanooga 

Shelby — -W.  D.  Burkhalter 

Memphis 

Chattanooga 

Shelby — Chas.  H.  Carter 

Memphis 

Chattanooga 

Shelby — Peter  J.  Cavallo 

Memphis 

Chattanooga 

Shelby — E.  D.  Connell 

Memphis 

Chattanooga 

Shelby — lewell  M.  Dorris 

Memphis 

Chattanooga 

Shelby — George  C.  Furr 

Memphis 

Chattanooga 

Shelby — H.  Wm.  Greenburgh 

Memphis 

Chattanooga 

Shelby — A.  J.  Grobmyer,  Jr. 

Memphis 

Chattanooga 

Shelby— Robert  M.  Gross 

Memphis 

Chattanooga 

Shelby — Chas.  Wm.  Harting 

Memphis 

Chattanooga 

Shelby — H.  J.  Jacobson 

Memphis 

Chattanooga 

Shelby — Lyman  Kasselberg 

Memphis 

Chattanooga 

Shelby — Robert  A.  Knight 

Memphis 

Chattanooga 

Shelby — Phil  M.  Lewis 

Memphis 

Chattanooga 

Shelby — Frank  0.  McGehee 

Memphis 

Chattanooga 

Shelby— C.  H.  McKay 

Memphis 

Chattanooga 

Shelby — Jas.  W.  McKinney 

Memphis 

Chattanooga 

Shelby — Oliver  S.  Matthews 

Memphis 

Ooltewah 

Shelby — Leroy  H.  Mayfield 

Memphis 

Whiteville 

Shelby — C.  Wilson  Moore 

Memphis 

Bulls  Gap 

Shelby — Swan  B.  Moss 

Memphis 

Paris 

Shelby — Thos.  C.  Moss 

Memphis 

Knoxville 

Shelby — Roland  H.  Myers 

Memphis 

Knoxville 

Shelby — Charles  M.  Oberschmidt 

Memphis 

Knoxville 

Shelby — Donald  W.  Oelker 

Memphis 

Knoxville 

Shelby — Chas.  B.  Olim 

Memphis 

Knoxville 

Shelby — Leo  F.  Pierotti 

Memphis 

Knoxville 

Shelby — Michael  J.  Roach,  Jr. 

Memphis 

Knoxville 

Shelby — Jesse  M.  Roy 

Memphis 

Knoxville 

Shelby — R.  0.  Rychener 

Memphis 

Knoxville 

Shelby — Arthur  R.  Sample 

Memphis 

Knoxville 

Shelby— David  E.  Scheinberg 

Memphis 
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Shelby — Phillip  C.  Schreier 

Memphis 

Shelby — Jos.  S.  Stabnick 

Memphis 

Shelby — E.  A.  Stanfield,  Jr. 

Memphis 

Shelby— 0.  B.  Stegall 

Memphis 

Shelby — Edwin  M.  Stevenson 

Memphis 

Shelby — W.  W.  Taylor 

Memphis 

Shelby — John  E.  Whiteleather 

Carthage 

Smith — L.  R.  Sloan 

Carthage 

Sullivan — Wm.  H.  Chappell 

Kingsport 

Sullivan — W.  A.  Wiley 

Kingsport 

Washington — John  McL.  Adams 

Johnson  City 

Washington. — J.  R.  Bowman 

Johnson  City 

Washington — T.  P.  McKee 

Johnson  City 

Washington — John  F.  Moore 

Johnson  City 

Washington — -G.  V.  Stanton 

Limestone 

Washington — H.  W.  Crouch 

Mountain  Home 

Weakley — R.  W.  Brandon,  Jr. 

Greenfield 

Weakley — M.  D.  Ingram 

Dresden 

Williamson — R.  H.  Hutcheson 

Franklin 

PHYSICIANS  HONORABLY  DISCHARGED 
FROM  SERVICE 

Chester — Hunter  Steadman  Henderson 


Cocke — Thos.  L.  Harvey 

Newport 

Fayette — D.  L.  Brint 

Bolivar 

Gibson — J.  0.  Barker 

Trenton 

Hamblen — M.  J.  Bellaire 

Morristown 

Hamblen — R.  A.  Purvis 

Morristown 

Hamilton — H.  P.  Hewitt 

Chattanooga 

Hickman — Wm.  L.  Phillips 

Centerville 

Knox — P.  H.  Cardwell 

Knoxville 

Knox — Frank  0.  Nichols 

Knoxville 

Madison — Henry  H.  Herron 

Jackson 

Rutherford — R.  C.  Van  Hook 

Auburntown 

Rutherford — J.  K.  Kaufman 

Murfreesboro 

Shelby — J.  M.  Brockman 

Memphis 

Shelby — Harold  Feinstein 

Memphis 

Shelby — R.  A.  Hennessey 

Memphis 

Shelby — J.  E.  Holmes 

Memphis 

Shelby — G.  E.  Paullus,  Jr. 

Memphis 

Sullivan — Paul  W.  Cox 

Kingsport 

Sullivan — -Bruce  W.  Mongle 

Bristol 

Wayne — Dexter  L.  Woods 

Waynesboro 
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WHEN  THE  GOVERNMENT  "SOCIALIZES"  MEDICINE 


3DAY5'  LATER 


Owing  TO  THE  SERIOUSNESS  Or  YOUR. 

alment  your  application  has  been 
referred  to  the  -Washington 


—Reprinted  by  permission 
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Qua  I^Jewi  Pnedidtent 


Dr.  Kyle  CORNETT  COPENHAVER  was  born  on  a farm  near  Marion,  Smyth 
County,  Virginia,  June  20,  1886,  to  the  late  William  L.  Copenhaver  and  Mollie  Cor- 
nett Copenhaver. 

His  early  boyhood  was  spent  on  his  father’s  farm  in  Virginia;  he  obtained  his 
early  education  in  that  vicinity  and  later  came  to  Knoxville,  where  he  graduated  from 
Knoxville  High  School  in  1908.  He  graduated  from  the  Medical  Department  of  the 
University  of  Tennessee  in  1912. 

He  completed  his  internship  in  what  is  now  the  Knoxville  General  Hospital,  fol- 
lowing which  he  served  as  physician  and  surgeon  for  the  American  Zinc  Company 
at  Mascot,  Tennessee.  In  1915  and  1916  he  served  as  captain  in  the  Medical  Corps 
of  the  National  Guard  on  the  Mexican  border.  After  resigning  from  the  National 
Guard,  he  resumed  his  service  as  physician  and  surgeon  with  the  American  Zinc  Com- 
pany in  Mascot  until  Woi'ld  War  I,  when  he  was  commissioned  a first  lieutenant  in 
the  Medical  Corps;  he  served  in  active  duty  overseas  one  year  and  was  dischai’ged  as 
major  in  May,  1919.  Since  that  time  he  has  been  engaged  in  private  practice  in 
Knoxville. 

Ever  since  his  graduation  he  has  been  identified  with  organized  medicine.  He 
helped  to  organize  a young  doctors’  club,  known  as  the  “E  Club,”  in  Knoxville  and 
served  as  its  first  president;  this  club  has  been  outstanding  in  its  standards  for  ethical 
practice  among  the  physicians  of  Knoxville. 

He  is  a member  of  the  local  and  state  societies,  Southern  Medical  Association, 
American  Medical  Association,  and  a fellow  of  the  Southeastern  Surgical  Congress. 
He  has  served  as  president  of  the  Knox  County  Medical  Society.  He  is  an  active 
member  of  staffs  of  the  three  leading  Knoxville  hospitals,  and  has  been  chief  of 
gynecological  service  in  the  Knoxville  General  Hospital  for  several  years.  He  has  had 
several  postgraduate  courses  in  the  University  of  Pennsylvania  and  the  New  York 
Postgraduate  School.  He  is  still  serving  in  the  capacity  of  surgeon  for  the  American 
Zinc  Company,  and  is  local  surgeon  for  the  Louisville  and  Nashville  Railroad  Com- 
pany. He  has  lent  his  efforts  to  civic  organizations,  such  as  the  American  Red  Cross, 
Community  Chest,  Chamber  of  Commerce,  as  well  as  to  the  local  board  of  the  Selective 
Service.  He  is  now  president  of  the  Cherokee  Country  Club  of  Knoxville.  He  is  a 
member  of  the  First  Presbyterian  Church  and  the  American  Legion. 

m 

He  was  married  to  the  former  Miss  Hattie  Frances  Calloway  on  January  17,  1923. 
They  have  one  daughter,  Judith  Anne  Copenhaver.  They  lost  their  only  son,  Kyle 
Cornett  Copenhaver,  Jr.,  at  the  age  of  eight. 

He  takes  great  pleasure  in  his  association  with  his  fellow  men  in  the  medical  pro- 
fession and  feels  a just  pi’ide  in  the  confidence  and  admiration  accorded  him  by  his 
professional  associates,  as  well  as  his  friends  and  patients.  The  medical  profession 
of  Tennessee  and  its  members  in  the  armed  forces  may  rest  assured  that  he  will  do 
everything  in  his  power  to  preserve  the  democratic  manner  of  practicing  medicine. 
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A Request  for  Information  Concerning 
Commissions  Issued  to  Doctors 

The  editor  is  in  receipt  of  a request  from 
Commander  Robert  C.  Ransdell  (M.  C.), 
U.  S.  N.  R.,  Division  of  Publications,  re- 
questing the  cooperation  of  doctors  in  Ten- 
nessee in  the  collection  of  a complete  set 
of  commissions  issued  to  naval  medical  of- 
ficers and  signed  by  past  presidents  of  the 
United  States. 

Under  the  head  of  News  Notes  and  Com- 
ments this  letter  appears  in  full.  Mem- 
bers with  any  knowledge  of  doctors  in  Ten- 
nessee who  have  served  as  commissioned 
officers  in  the  medical  department  of  the 
United  States  Navy  in  the  past  will  com- 
municate such  information  to  Commander 
Ransdell  at  the  National  Naval  Medical 
Center  of  Bethesda,  Maryland. 


The  Meeting  of  the  Tennessee  State 
Medical  Association 
The  1944  meeting  of  the  Tennessee  State 
Medical  Association  is  now  a matter  of  his- 
tory. It  is  a chapter  to  which  we  can 
refer  with  satisfaction  and  pride. 

It  will  be  remembered  that  we  had  a num- 
ber of  distinguished  guests  on  the  program. 
Letters  have  come  from  each  and  every 


one  of  them  in  which  they  express  praise 
of  the  meeting.  One  who  has  attended 
many  meetings  said:  “I  can  assure  you  it 
was  a real  pleasure  for  me  to  take  part  in 
the  Tennessee  State  Medical  Meeting,  and 
I believe  it  was  one  of  the  most  delightful 
medical  meetings  I have  ever  attended, 
thanks  to  you.” 

A number  of  members  over  the  state 
have  expressed  themselves  as  highly  pleased 
with  the  meeting. 

I am  compelled  to  confess  a keen  sense 
of  satisfaction  that  our  membership  and 
guests  both  feel  toward  the  meeting  as 
they  do.  The  value  of  such  meetings  can 
never  be  appraised  with  accuracy.  That 
they  constitute  a distinct  contribution  to 
the  progress  of  medicine,  no  one  can  ques- 
tion. 


National  Physicians  Committee  for  the 
Extension  of  Medical  Service 
The  activities  of  the  National  Physicians 
Committee  are  directed  by  a Board  of  Trus- 
tees as  follows:  Edward  H.  Cary,  Dallas, 
chairman;  Wm.  F.  Braasch,  Rochester,  sec- 
retary; George  H.  Coleman,  Chicago,  treas- 
urer; F.  F.  Borzell,  Philadelphia;  John  H. 
Fitsgibbon,  Portland;  Edward  J.  McCor- 
mick, Toledo;  Leland  S.  McKittrick,  Bos- 
ton; Wm.  J.  Carrington,  Atlantic  City; 
Wingate  M.  Johnson,  Winston-Salem; 
Thomas  A.  McGoldrick,  Brooklyn;  Sydney 
R.  Miller,  Baltimore;  Wm.  R.  Molony,  Los 
Angeles;  J.  Milton  Robb,  Detroit;  Ed- 
ward H.  Skinner,  Kansas  City.  These  men 
are  leaders  in  the  medical  profession.  They 
are  worthy  of  the  confidence  and  the  sup- 
port of  doctors. 

I he  American  Medical  Association  has 
many  important  functions  to  perform.  It 
operates  under  a general  welfare  charter. 

The  National  Physicians  Committee  for 
the  Extension  of  Medical  Service  is  also 
a nonpolitical,  nonprofit  organization  for 
maintaining  ethical  and  scientific  stand- 
ards and  extending  medical  service  to  all 
the  people,  but  it  does  not  perform  any  of 
the  vital  functions  performed  by  the  Amer- 
ican Medical  Association. 

There  is  urgent  need  for  both  organiza- 
tions and  there  is  no  conflict  between  them. 
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The  National  Physicians  Committee  has 
respect  for  and  upholds  the  policies  for- 
mulated by  the  House  of  Delegates  of  the 
American  Medical  Association,  recognizing 
that  this  is  the  only  representative  body  of 
doctors  in  a position  to  represent  all  the 
doctors  on  questions  of  policy. 

The  National  Physicians  Committee  has 
and  is  rendering  an  outstanding  service 
to  the  people  of  this  country ; so  is  the 
American  Medical  Association.  With  the 
proper  support  of  both  organizations  the 
greatest  good  will  come  to  all. 


Medical  Expense  Indemnity  Insurance 

Insurance  occupies  a prominent  place  in 
the  business  life  of  this  nation.  By  the 
process  of  trial  and  error,  over  a long 
period  of  time,  sound  business  practices 
are  applied  to  its  administration. 

The  insurance  principle  is  used  in  many 
ways  to  accomplish  a degree  of  protection 
against  the  unfortunate  financial  conse- 
quences of  various  sorts  of  adversity.  For 
example,  there  is  life  insurance,  disability 
insurance,  fire  insurance,  theft  insurance, 
liability  insurance,  etc.,  etc.,  all  of  which 
is  bought  to  indemnify  the  insured — that 
is,  pay  him  for  loss  sustained.  By  the 
application  of  the  insurance  principle  a 
high  degree  of  security  or  protection 
against  financial  ruin  is  accomplished.  No- 
•body  argues  against  the  purchase  of  in- 
surance in  amounts  necessary  to  accom- 
plish a reasonable  coverage  of  possible 
losses. 

The  government  became  concerned  with 
this  business  of  insurance  to  the  extent 
of  establishing  in  every  state  an  agency 
whose  function  it  is  to  see  that  the  insur- 
ance is  administered  as  a trust.  The  agency 
functions  as  an  umpire  between  the  in- 
suror  and  the  insured.  When  a benefit  be- 
comes payable  by  the  insuror  to  the  insured, 
it  is  paid  in  cash.  The  insuror  does  not 
attempt  to  run  the  business  of  the  insured. 
The  insured  does  as  he  pleases  with  the 
benefit  he  has  bought  and  paid  for. 

The  great  popularity  of  insurance  has 
led  some  people,  mainly  politicians,  to  put 
forward  the  idea  that  the  government  can 
apply  the  insurance  principle  to  medical 


care.  It  is  possible  to  do  so,  but  the  insur- 
ance principle  is  lost  completely  in  the  plans 
that  are  embraced  in  proposed  laws. 

In  much  of  the  so-called  social  insurance 
now  discussed,  which  touches  medical  care, 
the  premium  is  collected  by  the  government 
in  the  form  of  taxes  and  the  benefit  is  not 
paid  the  insured  in  the  form  of  cash  to 
indemnify  him  in  case  of  loss  from  illness 
— not  at  all.  It  is  proposed  that  the  gov- 
ernment set  up  agencies  to  deliver  the 
medical  care.  The  government  then  does 
not  go  into  the  insurance  business.  It 
goes  into  the  medical  care  business  and 
pays  the  cost  out  of  taxes.  The  govern- 
ment in  this  case  becomes  the  insuror,  but 
delivers  the  benefit  not  in  the  form  of  cash, 
but  in  the  form  of  medical  care.  Both  the 
patient  and  the  doctor  lose  their  freedom. 
They  pay  their  premiums,  but  accept  what- 
ever arrangements  the  agencies  prescribe. 
The  entire  principle  of  insurance  is  lost 
and  buried  in  a government  bureaucracy. 

A fine  editorial  on  this  subject  appeared 
in  the  March  issue  of  the  New  York  State 
Journal  of  Medicine  and  is  reproduced  be- 
low : 

A CALL  FOR  ACTION 

In  an  open  letter  to  American  employers, 
the  Reader’s  Digest'  condenses  from  Forbes 
Magazine  a very  pertinent  appeal  by  Austin 
M.  Fisher,  well-known  labor  consultant, 
under  the  title  “Insure  Your  Workers’ 
Health.”  Read  it,  doctors  of  medicine! 
You  have  medical  expense  indemnity  insur- 
ance for  sale.  It  is  medicine’s  own  plan, 
but  it  won’t  sell  itself.  It  must  be  sold  like 
any  other  form  of  insurance.  It  will  ap- 
peal to  employers  and  to  workingmen  alike 
because  it  has  the  approval  and  whole- 
hearted backing  of  physicians.  And  in  the 
final  analysis,  the  doctors  are  the  ones  who 
must  make  any  insurance  plan  work,  med- 
ically. You  can  plan  any  sort  of  clock,  for 
example,  but  it  won’t  run  well  without  the 
works,  no  matter  how  much  it  may  look 
like  a clock.  Congressional  Record,  please 
copy.  We  quote  Mr.  Fisher  in  part : 

“Eric  Johnson,  president  of  the  United 
States  Chamber  of  Commerce,  has  been 
saying  to  his  fellow  businessmen,  ‘Gentle- 
men, we  know  free  enterprise  can  work. 
It’s  up  to  us  to  see  that  it  does.  . . .’ 
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. . if  free  enterprise  is  going  to  sur- 
vive, it  will  have  to  provide  a progres- 
sively modern  standard  of  living  for  work- 
ing people  and  at  the  same  time  give  them 
reasonable  security  against  the  hazards  of 
disability,  old  age,  death,  and  unemploy- 
ment. 

“Let’s  look  at  one  of  the  sorest  spots  in 
our  industrial  body:  the  loss  of  income 
due  to  sickness. 

“The  average  industrial  worker  today 
earns  about  $44  a week.  Whether  you  like 
it  or  not,  he  isn’t  saving  much  of  that; 
and  in  normal  times,  with  a lower  income, 
he  saves  practically  nothing.  The  average 
male  worker  loses  seven  to  nine  days  a 
year,  and  the  average  female  worker  eight 
to  twelve  days,  because  of  illness.  . . . 

“A  study  made  by  the  National  Industrial 
Conference  Board  shows  that  the  cost  of 
providing  sickness  benefits  for  employees 
varies  from  .0025  per  cent  to  1.7  of  the 
annual  pay  roll.  . . .” 

Striking  squarely  at  the  heart  of  the  mat- 
ter, Mr.  Fisher  warns  employers: 

“Unless  you  do  something  about  it  first, 
the  political  representatives  of  your  work- 
ers are  going  to  do  it  for  you  and  with  your 
own  money.  They  may  put  through  a pay 
roll  health  insurance  tax.  Under  any  ad- 
ministration, Democratic  or  Republican, 
that  tax  would  be  collected  by  thousands 
of  new  federal  job  holders  who  would  spend 
millions  of  dollars  ‘administering’  the  plan 
and  in  building  up  a loyal  following  for  the 
next  politician  who  is  smart  enough  to  beat 
you  to  the  punch.  . . .” 

This  warning  applies  equally  to  the  med- 
ical profession,  in  our  opinion.  Medical 
expense  indemnity  insurance  will  not  sell 
itself  even  with  such  able  assistance  as  Mr. 
Fisher’s  letter  to  employers. 

The  medical  and  hospitalization  provi- 
sions, Title  IX,  of  the  Wagner-Murray- 
Dingell  bill  (S.  1161;  H.R.  7534)  present 
the  picture  of  what  may  be  expected  if  free 
enterprise  fails.  And,  under  date  of  Feb- 
ruary 17,  the  New  York  Herald  Tribune- 
report s : 

“The  British  government  proposed  today 
a postwar  national  health  scheme  envisag- 
ing free  medical  health  service  for  every 
person  in  the  country  at  a total  cost  esti- 


mated at  £148.000.000  ($592,000,000)  an- 
nually. 

“The  ‘health  charter,’  which  was  pre- 
sented to  the  House  of  Commons  in  a White 
Paper,  represented  the  government’s  first 
move  in  the  struggle  over  the  controver- 
sial Beveridge  Plan. 

“The  main  points  in  the  plan,  which  will 
be  debated  in  the  House  within  the  next 
three  weeks,  are  free  doctors,  drugs,  medi- 
cines, hospital  treatment,  and  consultants' 
advice.  . . .” 

But— - 

From  the  Supplement  to  the  New  Zealand 
Medical  Journal 5 Mr.  W.  F.  Buist,4  in  dis- 
cussing future  medical  services,  says,  in 
part,  of  the  government  scheme  now  oper- 
ating in  New  Zealand : 

“The  system  is  top-heavy,  cumbersome, 
and  entails  not  only  departmental  clerical 
work,  but  a similar  position  as  far  as  doc- 
tors are  concerned — too  large  a proportion 
as  compared  to  the  legitimate  function  of 
curing  the  sick.  I can  only  repeat  that 
a better  and  simpler  method  can  be  evolved 
by  a more  sympathetic  attitude  toward  the 
profession.  However,  ‘exploitation’  comes 
into  the  picture.  This  is  probably  quite 
true.  But  by  seeking  more  cooperation  with 
the  profession  such  abuses  could  be  stifled. 

“When  one  turns  to  reports  of  what  is 
happening  overseas — at  home  and  in  other 
parts  of  the  British  Empire — the  salient 
feature  is  a general  agreement  that  any 
alteration  in  the  medical  services  will  not 
take  place  until  after  the  war.  Another 
interesting  commentary  is  that  the  various 
Ministries  of  Health  are  discussing  matters 
with  official  bodies  of  the  medical  profes- 
sion, and  that  means  that  medical  planning 
for  the  future  is  the  order  of  the  day. 

“In  Australia,  after  a thorough  investi- 
gation by  a Parliamentary  Committee  and 
various  official  medical  bodies,  a Medical 
Planning  Committee  has  been  set  up  by  the 
Federal  Council  and  an  organizer  appoint- 
ed. The  immediate  result  is  that  a una- 
nimity of  medical  opinion  covering  the 
whole  of  Australia  has  been  obtained.  It 
has  also  been  agreed  that  any  method  of 
service  to  be  evolved  shall  definitely  ad- 
here to  the  principle  of  retention  of  private 
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practice.  The  idea  of  group  practice  is 
being  considered,  but  it  is  pointed  out  that 
it  is  not  easy  to  establish  group  practice 
and  that  this  must  be  done  gradually.  . . .” 

Here  speaks  the  voice  of  experience  with 
government-imposed  systems  of  medical 
practice,  the  alternative  to  American  medi- 
cine’s proposed  medical  expense  indemnity 
insurance  for  this  nation,  supported  by  free 
enterprise  and  freemen. 

It  is  not  reasonable  to  assume  that  what 
has  come  to  pass  in  Britain,  in  Australia, 
in  New  Zealand,  in  Canada  will  not  happen 
here.  To  talk  about  free  enterprise  is  not 
enough.  To  offer  medical  expense  indem- 
nity insurance  is  not  enough.  It  must  be 
sold  to  employer  and  employee  alike,  and 
preferably  by  those  who  know  how  to  do 
it.  That  problem  has  to  be  squarely  faced, 
with  no  ifs,  ands,  or  buts  about  it.  Why 
not  now?  If  you  are  sick,  call  in  a good 
doctor;  if  you  have  something  to  sell,  em- 
ploy a good  salesman;  but  don’t  invite  the 
salesman  to  diagnose  illness  or  a doctor  to 
sell  insurance;  otherwise  you  may  have  to 
compromise  by  accepting  a politician  as  a 
substitute  for  both. 


1.  February,  1944,  p.  1. 

2.  February  18,  1944,  p.  1 (q.v.)  et  seq. 

3.  December,  1943,  p.  6. 

4.  Chairman,  Medical  Planning-  Commission. 


DEATHS 


Dr.  J.  Claud  Bertram 
Dr.  J.  Claud  Bertram,  Jamestown;  Uni- 
versity of  Tennessee,  1918 ; aged  fifty-three ; 
died  February  1,  1944. 


Dr.  George  T.  Brinkley 
Dr.  George  T.  Brinkley,  Whiteville ; Mem- 
phis Hospital  Medical  College,  1902 ; aged 
sixty-nine;  died  April  10,  1944. 


Dr.  Bernard  G.  Marr 
Dr.  Bernard  G.  Marr,  Dyersburg;  Uni- 
versity of  Louisville  School  of  Medicine, 
1911;  aged  sixty;  died  April  23,  1944,  fol- 
lowing a long  illness. 


Dr.  Louis  LeRoy 

Dr.  Louis  LeRoy,  Memphis;  Medico-Chi- 
rurgical  College  of  Philadelphia,  1896; 
aged  sixty-nine;  died  May  9,  1944,  follow- 
ing a heart  attack. 


RESOLUTIONS 


Fayette-Hardeman  Counties  Medical 
Society  Resolutions  on  the  Death 
of  Dr.  George  T.  Brinkley 

Whereas,  God  in  his  infinite  wisdom  has 
seen  fit  to  call  from  this  earthly  life  our 
friend  and  fellow  physician,  Dr.  George  T. 
Brinkley,  we,  the  members  of  the  Fayette 
and  Hardeman  Counties  Medical  Society, 
are  met  to  adopt  the  following  resolutions 
as  expressive  of  what  we  feel : 

1.  That  in  the  death  of  Dr.  George  T. 
Brinkley  the  Fayette  and  Hardeman  Coun- 
ties Medical  Society  has  lost  a faithful  mem- 
ber, a wise  counselor,  an  understanding 
friend,  and  consultant. 

2.  That  the  people  of  this  county  have 
lost  a true  friend  who  has  been  a staunch 
advocate  of  the  application  of  Christian 
principles  in  determining  policies  and  solv- 
ing problems.  Serving  in  the  position  of 
family  physician  for  more  than  forty  years, 
Doctor  Brinkley  always  gave  first  consid- 
eration to  the  health  and  well-being  and 
advancement  of  his  community. 

3.  That  the  surrounding  counties  will 
miss  this  devoted  friend  who  ministered 
alike  to  the  destitute  and  those  in  the  bet- 
ter stations  of  life. 

That  these  resolutions  be  spread  on  the 
minutes  of  our  society  and  offered  for  pub- 
lication in  the  Fayette  Falcon,  and  that  a 
copy  be  sent  to  the  family. 

Committee : 

John  W.  Morris,  M.D. 

L.  D.  McAuley,  M.D. 

E.  L.  Baker,  M.D. 


Dr.  Henson  Duncan  Hicks 
The  angel  of  death  has  again  entered  our 
rank  and  removed  from  our  midst  one  of 
our  oldest,  most  respected,  and  beloved 
members.  This  committee  begs  to  present 
these  words  of  tribute  in  his  memory. 
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Dr.  Henson  Duncan  Hicks  was  born  at 
Clinton,  Anderson  County,  Tennessee,  Oc- 
tober 14,  1876,  and  died  at  his  home  there 
December  6,  1943. 

He  was  a graduate  of  the  University  of 
Louisville  of  the  class  of  1900.  He  spent 
his  entire  professional  life  practicing  in 
the  county  of  his  birth. 

He  was  a charter  member  of  Anderson 
C ounty  Medical  Society  and  served  several 
times  as  its  president. 

He  will  long  be  remembered  and  his 
words  of  advice  and  wisdom  will  ever  be  an 
inspiration  to  those  of  us  who  knew  him 
best. 

Be  it  resolved,  That  in  the  death  of  Doc- 
tor Hicks,  Anderson-Campbell  Counties 
Medical  Society  and  the  county  of  Ander- 
son loses  one  of  its  most  competent  physi- 
cians and  best  citizens.  He  was  loyal  to  his 
profession,  to  his  church,  and  to  his  state. 

Be  it  further  resolved,  That  a copy  of 
these  resolutions  be  spread  upon  our  min- 
utes, a copy  be  sent  to  his  widow,  and  a 
copy  be  sent  to  the  Tennessee  State  Med- 
ical Journal  and  local  paper. 

Committee: 

J.  M.  Cox,  M.D. 

R.  L.  Gallaher,  M.D. 
Roscoe  C.  Pryse,  M.D. 


NEWS  FROM  AND  ABOUT 
TENNESSEE  DOCTORS  IN 
THE  MILITARY  SERVICE 


The  address  of  Major  W.  A.  Runkle, 
Palm  Springs,  California,  is  now  2039 
Young  Street,  Memphis. 

The  new  address  of  First  Lieutenant  S. 
R.  Mortland  is  384th  F.  A.  Bn.,  103rd  Inf., 
A.  P.  0.  470,  Camp  Howze,  Texas. 

The  Journal  office  is  just  in  receipt  of  a 
letter  from  Lieutenant  Commander  Jarrell 
Penn,  Medical  Corps,  in  which  he  says:  “I 
have  been  transferred  to  foreign  duty  and 
would  appreciate  it  if  you  would  change  my 
address.  I have  a good  assignment  here 
and  like  it  very  much.  Please  give  my  re- 
gards to  all  my  friends.” 

Colonel  John  B.  Youmans,  Medical  Corps, 


formerly  of  Nashville,  is  now  located  at 
1233  Maritime  Building,  1818  H Street, 
Washington  25,  D.  C. 

Captain  Philip  L.  Lyle,  Medical  Corps, 
has  been  transferred  from  Walterboro, 
South  Carolina,  to  Station  Hospital,  Myrtle 
Beach  Army  Air  Field,  Myrtle  Beach,  South 
Carolina. 

Major  Hamilton  V.  Gayden,  Medical 
Corps,  has  been  transferred  from  Station 
Hospital,  Maxwell  Field,  Alabama,  to  A.  A. 
A.,  Amarillo,  Texas. 

Captain  Jack  Chesney,  Medical  Corps, 
formerly  of  Ashford  General  Hospital, 
White  Sulphur  Springs,  West  Virginia,  is 
now  located  at  the  Billings  General  Hos- 
pital, Fort  Benjamin  Harrison,  Indiana. 

We  are  just  in  receipt  of  a letter  from 
Major  George  B.  Hubbard,  giving  us  a 
change  of  address.  He  says,  “I  appreciate 
the  Journal  very  much.  I am  in  England 
in  a general  hospital.” 

We  have  received  an  air  mail  from  Lieu- 
tenant Colonel  W.  F.  Dobyns,  a member  of 
the  Shelby  County  Medical  Society,  giving 
us  a new  A.  P.  O.  He  is  attached  to  the 
Eighth  General  Hospital. 

Major  Hugh  Reaves,  formerly  of  Station 
Hospital,  Drew  Field,  Florida,  has  been 
transferred  to  Station  Hospital,  Barksdale 
Field,  Shreveport,  Louisiana. 

Captain  A.  K.  Morris  has  left  Fort  Jack- 
son,  South  Carolina,  with  an  A.  P.  O.  ad- 
dress. 

Captain  Forrest  B.  Bratley,  formerly  sta- 
tioned in  Fort  Jackson,  South  Carolina,  has 
been  ordered  to  foreign  service. 


NEWS  NOTES  AND  COMMENTS 


Dr.  H.  H.  Shoulders,  Editor, 

Journal  of  the  Tennessee  State  Medi- 
cal Association 
Nashville,  Tennessee 
My  dear  Doctor  Shoulders : 

The  National  Naval  Medical  Center  of 
Bethesda,  Maryland,  is  endeavoring  to  col- 
lect for  its  archives  a complete  set  of  com- 
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missions  issued  to  naval  medical  officers 
and  signed  by  past  presidents  of  the  United 
States. 

There  is  a small  nidus  now  at  the  center, 
and  it  is  hoped  to  be  able  to  build  this  up 
to  completion.  Through  the  Navy  Depart- 
ment Library  and  the  National  Archives  a 
few  more  have  been  located.  I am  won- 
dering whether  you  would  care  to  insert  a 
small  item  in  your  Journal  to  this  effect, 
with  the  idea  that  various  libraries  or  in- 
dividuals may  have  in  their  possession  such 
old  commissions  and  would  be  willing  to 
turn  them  over  to  the  center.  If  such  are 
found  and  the  owners  are  so  generous, 
there  could  be  no  more  fitting  enshrine- 
ment to  them  than  their  use  for  this  pur- 
pose. 

Any  assistance  that  you  and  the  Journal 
can  extend  will  be  greatly  appreciated  by 
the  Surgeon  General. 

Sincerely  yours, 

(Signed)  Robert  C.  Ransdell, 
Commander  (M.  C.),  U.  S.  N.  R.,  Divi- 
sion of  Publications,  Navy  Department, 
Washington  25,  D.  C. 


MEDICAL  SOCIETIES 


Davidson  County: 

April  18 — “The  Wagner-Murray-Dingell 
Bill,”  by  Dr.  J.  C.  Pennington.  Genei’al 
discussion. 

May  2 — “The  Elastic  Stocking  as  Re- 
lated to  Dermatology,”  by  Dr.  Howard 
King.  Discussion  by  Drs.  L.  W.  Edwards 
and  Murray  B.  Davis. 


Knox  County: 

April  25 — Dr.  Fred  Garvey  of  Winston- 
Salem,  North  Carolina,  was  the  guest 
speaker.  His  subject  was  “Anomalies  of 
the  Urinary  Tract.” 


M adison  County: 

The  Madison  County  Medical  Society  met 
on  May  3 at  the  New  Southern  Hotel.  Dr. 
Neuton  Stern,  Memphis,  read  a paper  on 


“Angina  Pectoris-Coronary  Occlusion.'  Dr. 
Frank  W.  Smvthe,  Memphis,  discussed 
“Malignancy  as  Concerning  the  General 
Practitioner.” 

Fourteen  local  members  were  present. 
Guests  were  Dr.  Robert  Morris,  Medina ; 
Dr.  W.  W.  Winters,  Bolivar;  Dr.  George  E. 
Spangler,  Humboldt;  Dr.  P.  M.  Bishop, 
Bolivar. 

Washington,  Carter,  Unicoi: 

Within  the  past  three  weeks  the  Wash- 
ington, Carter,  Unicoi  Counties  Medical  So- 
ciety had  two  interesting  programs.  On 
April  20  Dr.  J.  Warren  White,  orthopedic 
surgeon,  affiliated  with  the  Shriners’  Hos- 
pital in  Greenville,  South  Carolina,  made 
an  interesting  talk  on  “Fracture  Sense  and 
Sensibilities.”  On  May  4 Dr.  J.  C.  Penn- 
ington of  Nashville,  Tennessee,  discussed 
the  evils  of  “The  Wagner-Murray  Dingell 
Bill.”  Dr.  Douglas  Seward,  also  of  Nash- 
ville, Tennessee,  entered  into  the  discussion 
of  this  bill.  The  meeting  on  April  20  was 
held  at  the  Franklin  Club.  Elizabethton, 
Tennessee,  and  the  one  on  May  4 was  held 
at  the  home  of  Dr.  J.  R.  Moody,  Erwin, 
Tennessee. 

Dr.  J.  W.  Hunt  was  elected  to  member- 
ship in  the  society. 

(Signed)  H.  W.  CROUCH,  M.D., 

Secretary. 


White  County: 

The  White  County  Medical  Society  met 
on  Thursday  evening,  April  27,  at  the  Hotel 
Rhea  House,  Sparta,  Tennessee,  for  the 
purpose  of  talking  over  the  possibility  of 
reorganization  and  regular  meetings  in  the 
future.  After  a fried  chicken  dinner,  all 
doctors  present  expressed  themselves  as 
anxious  to  carry  on  the  county  society.  New 
officers  were  elected  and  plans  laid  for  in- 
structive programs  for  future  meetings.  A 
regular  meeting  date  was  set  for  the  second 
Thursday  in  each  month  at  7 :30  at  a local 
hotel  with  dinner  and  a planned  program. 

Seven  of  the  eight  doctors  in  White 
County  attended  and  promised  to  be  back 
regularly. 

New  officers  for  the  year  are  W.  H. 
Andrews,  Sparta,  president;  James  H. 
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Boles,  McMinnville,  vice-president;  B.  L. 
Upchurch,  Sparta,  secretary-treasurer. 


ABSTRACTS  OF  CURRENT  LITERATURE 


ANESTHESIA 

By  Hugh  Barb.  M.D. 
Medical  Arts  Building.  Nashville 


High  Dilution  Pentothal  Sodium  for  Sedation,  Narcosis, 
and  Anesthesia:  A Report  of  Fifty  Cases.  Lenowitz, 
Lipson,  and  Stevens.  Anesthesia  and  Analgesia, 
March-April,  1944. 

In  the  majority  of  cases  displeasing-  factors  such 
as  nervousness,  apprehension,  nausea,  and  vomit- 
ing during  local  and  spinal  anesthesia  are  con- 
trolled by  adequate  preoperative  medication.  But 
thei-e  are  certain  cases  that  will  exhibit  these  un- 
toward symptoms.  There  has  been  a very  efficient, 
practical,  and  safe  method  to  avoid  these  uncom- 
fortable factors. 

The  use  of  1:1000  dilution  of  pentothal  sodium 
has  become  a most  valuable  adjunct  to  local  and 
spinal  anesthesia.  A solution  of  1:1000  or  1:500  in 
normal  saline  with  live  per  cent  glucose  is  admin- 
istered intravenously.  The  rate  of  flow  is  controlled 
by  the  use  of  a glass  drip  meter.  To  date  fifty 
patients  out  of  two  hundred  fifty  have  fulfilled  in- 
dications for  high  dilution  of  pentothal  sodium. 

This  method  is  highly  successful,  as  the  technique 
is  simple,  narcosis  is  smooth,  narcosis  is  of  short 
duration,  and  patients  awake  quickly.  High  dilu- 
tion does  not  lower  blood  pressure  and  does  not 
produce  any  postoperative  complications.  If  spinal 
or  local  anesthesia  does  not  last  long  enough  to 
finish  an  operation,  anesthesia  can  be  prolonged 
by  this  intravenous  anesthetic.  Often  it  is  only 
necessary  to  inject  100  to  200  cubic  centimeters  to 
get  results. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Oral  Administration  of  Pyridoxine  Hydrochloride  in 

the  Treatment  of  Nausea  and  Vomiting  of  Pregnancy. 

B.  Bernard  Weinstein,  Zachary  Wohl,  George  J. 

Mitchell,  and  George  F.  Sustendal,  New  Orleans. 

American  Journal  of  Obstetrics  and  Gynecology,  Vol. 

47,  No.  3,  389-394,  March,  1944. 

Complete  or  considerable  relief  from  nausea  and 
vomiting  of  pregnancy  was  obtained  in  sixty-eight 
patients  who  were  treated  with  orally  administered 
pyridoxine  hydrochloride  (B(.)  in  dosages  of  ten  to 
twenty  milligrams  three  to  four  times  daily,  re- 


ceiving total  dosages  of  from  210  milligrams  to 
2,500  milligrams. 

Similar  results  were  obtained  in  a group  of  ten 
patients  who  received  a combination  of  intramus- 
cular and  oral  pyridoxine  hydrochloride  therapy; 
eight  patients  obtained  complete  relief  without  re- 
course to  supplementary  therapy;  and  two  patients 
required  additional  therapy. 

Of  thirty-seven  patients  with  nausea  confined 
to  the  morning,  thirty-four  were  completely  re- 
lieved, three  partially  l'elieved.  Of  the  eighteen 
patients  with  nausea  extending  throughout  the 
day,  seventeen  were  completely  relieved,  one  par- 
tially relieved.  Of  the  thirteen  patients  with  nau- 
sea and  occasional  vomiting,  eleven  were  complete- 
ly relieved ; two  were  relieved  of  vomiting,  but  com- 
plained of  occasional  nausea.  Ten  patients  with 
nausea  and  vomiting  so  severe  as  to  prevent  the 
retention  of  food  were  observed.  Of  these,  eight 
obtained  complete  relief  with  the  combined  use  of 
orally  and  intramuscularly  administered  pyridoxine 
hydrochloride,  and  two  required  additional  therapy. 
This  group  showed  the  most  noteworthy  and  im- 
pressive response;  however,  they  required  closer 
supervision  and  greater  individualization  of  ther- 
apy than  the  patients  of  the  other  groups. 

No  toxic  manifestations  were  noted. 

The  use  of  pyridoxine  hydrochloride  has  proved 
of  value  in  this  group  of  seventy-eight  patients; 
however,  the  value  of  sedation  and  adequate  dietary 
supervision  should  continue  to  command  attention, 
and  should  be  utilized  with  pyridoxine  hydrochlo- 
ride as  an  important  adjunct  in  the  therapy  of 
nausea  and  vomiting  of  pregnancy. 

A far  larger  series  of  patients  must  be  carefully 
analyzed  before  final  conclusions  may  be  reached. 


The  Relationship  of  Congenital  Syphilis  to  Abortion 
and  Miscarriage,  and  the  Mechanism  of  Intra-uterine 
Protection.  A.  Louis  Dippel,  M.D.,  Salt  Lake  City. 

- American  Journal  of  Obstetrics  and  Gynecology,  Vol. 
47,  No.  3,  369-379,  March,  1944. 

A series  of  sixty-eight  fetuses  of  nonsyphilitic 
and  sixty-seven  luetic  women  were  autopsied  and 
certain  tissues  searched  for  the  presence  of  spi- 
rochetes. Only  fetuses  which  had  not  reached 
viability  were  included  in  the  study. 

Fetal  syphilis  was  diagnosed  upon  the  discovery 
of  spirochetes  in  fetal  organs.  No  other  criterion 
was  considered  reliable  for  the  diagnosis  from 
autopsy  material. 

Spirochetes  were  generally  found  in  largest  num- 
ber in  the  perivascular  tissues  of  liver  and  lungs. 
Long  bone,  placenta,  and  umbilical  cord  were  least 
satisfactory  for  the  search  of  spirochetes. 

The  characteristic  morphology  of  the  spirochaeta 
pallida  was  not  found  in  three  macerated  fetuses 
from  missed  abortions.  That  the  observed  struc- 
tures were  dead  or  dying  spirochetes  was  proved 
by  comparison  with  the  changing  morphology  in 
an  aging  dark-field  preparation. 

No  spirochetes  were  found  in  the  strained  prep- 
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aration  from  the  sixty-eight  fetuses  of  nonsyphilitic 
women. 

Spirochetes  found  in  the  tissues  of  fetuses  from 
luetic  mothers  (cases  in  which  the  blood  Wasser- 
mann  was  positive  as  well  as  those  in  which  serol- 
ogy had  been  rendered  negative  by  therapy)  were 
morphologically  like  the  spirochaeta  pallida  and 
were  considered  as  such  since  no  spirochetes  of 
any  form  were  seen  in  the  fetuses  of  nonluetic 
mothers. 

Spirochetes  were  found  in  sixteen  of  the  sixty- 
seven  fetuses  of  luetic  mothers,  an  incidence  of 
23.9  per  cent,  which  is  the  demonstrable  role  played 
by  syphilis  in  the  production  of  abortion  and  mis- 
carriage in  this  series. 

Spirochetes  were  discovered  in  fourteen  of  forty- 
two  fetuses  of  Wassermann  positive  mothers,  or  in 
33.3  per  cent,  and  two  of  nine  fetuses  of  Wasser- 
mann negative  mothers,  22.2  per  cent,  reaffirming 
that  negative  serology  following  antiluetic  therapy 
is  no  assui’ance  against  congenital  syphilis. 

Spirochetes  were  not  found  in  fetal  tissues  prior 
to  the  eighteenth  week  of  gestation — i.  e.,  in  the 
abortion  period.  The  incidence  of  fetal  infection 
with  spirochetes  was  found  to  rise  from  ten  per 
cent  in  the  first  one-half  of  the  miscarriage  period 
to  fifty  per  cent  in  the  latter  one-half  of  that  pe- 
riod with  the  highest  incidence  (66.7  per  cent)  in 
the  twenty-sixth  week.  Appropriate  conclusions 
relative  to  the  role  played  by  syphilis  in  terminat- 
ing pregnancies  before  viability  are  drawn. 

The  limited  material  of  this  study  suggests  that 
there  is  some  natural  protection  of  the  fetus 
against  syphilis  during  the  first  seventeen  weeks 
of  pregnancy.  However,  Wassermann  positive 
mothers  must  receive  therapy  before  the  eighteenth 
week  if  their  fetuses  are  to  be  guarded  against 
syphilitic  infection,  and  both  Wassermann  positive 
and  negative  gravida  must  have  therapy  before 
the  twenty-third  week  or  approximately  fifty  per 
cent  of  their  fetuses  can  be  expected  to  be  infected 
before  viability  is  reached.  This  confirms  the  mod- 
ern teaching  that  antiluetic  treatment  must  be 
started  early  in  pregnancy  and  certainly  before 
the  eighteenth  week  of  gestation. 

Evidence  is  offered  to  show  that  the  Langhans’ 
layer  of  chorionic  epithelium  affords  appreciable 
protection  of  the  fetus  against  the  invasion  of  the 
spirochaeta  pallida,  even  after  the  sixteenth  gesta- 
tional week.  At  this  late  stage  it  is  in  the  form 
of  delayed  delamination  and  differentiation  of  the 
Langhans’  cells. 


OPHTHALMOLOGY 

By  Robert  J.  Warner.  M.D. 
Doctors  Building,  Nashville 


Relation  of  Ariboflavinosis  and  Circumcorneal  Vasculari- 
zation as  Observed  in  the  Navy.  Surgeon  Commander 
E.  A.  Amos,  R.  C.  N.  V.  R.  Archives  of  Ophthal- 
mology, March,  1944. 

A short  review  and  an  analysis  of  the  literature 
were  presented.  The  difference  between  the  nutri- 


tional and  the  ophthalmic  viewpoint  was  stressed. 
The  work  done  on  this  subject  in  the  Royal  Ca- 
nadian Navy  was  reviewed. 

I believe  that  circumcorneal  vascularization  alone 
is  not  pathognomonic  of  vitamin  deficiency,  and 
may  be  due  to  several  causes,  but  that  circum- 
corneal vascularization  in  conjunction  with  photo- 
phobia, lacrimation,  and  some  impairment  of  visual 
acuity,  and  in  the  absence  of  errors  of  refraction 
or  muscular  imbalances,  is  an  ocular  syndrome 
which  responds  readily  to  riboflavin  therapy.  This 
opinion  is  based  on  the  results  of  3,725  men  of 
binocular  microscopic  examination  with  slit-lamp 
illumination.  A subjective  history  was  always 
taken,  and  383  of  the  men  were  given  riboflavin 
orally. 

Discussion 

Squadron  Leader  John  V.  V.  Nicholls,  R.  C. 
A.  F.:  “I  was  much  attracted  by  the  presentation 
of  this  problem  by  Surgeon  Commander  Amos. 
He  has  been  conservative  in  his  treatment,  and  I 
think  wisely,  in  view  of  the  discrepancy  of  opinion 
concerning  the  causal  relation  of  ariboflavinosis 
and  corneal  vascularization.  Group  Captain  Tis- 
dale and  I have  a series  of  fifty-two  patients,  whom 
we  divided  into  two  groups.  One,  an  experimental 
group  of  thirty-two  men,  was  given  ten  milligrams 
of  riboflavin  daily.  The  other,  the  control  group, 
of  nineteen  men,  did  not  receive  any  riboflavin 
They  were  examined  at  the  beginning  of  the  ex- 
periment and  again  two  months  later.  In  the 
experimental  group,  the  condition  of  45.4  per  cent 
of  the  men  was  unchanged  at  the  end  of  two 
months’  administration  of  riboflavin;  that  of  24.2 
per  cent  was  worse  and  that  of  27.3  per  cent  was 
better.  With  respect  to  the  control  group,  who 
were  at  sea,  the  state  of  36.8  per  cent  was  un- 
changed as  compared  with  45.4  per  cent  of  the 
experimental  group ; the  condition  of  forty-six 
per  cent  was  worse  as  compared  with  twenty- 
four  per  cent  of  the  experimental  group,  and  that 
of  twenty-six  per  cent  was  better  as  compared  with 
twenty-seven  per  cent  of  the  experimental  group. 
This  series  is  small,  but  the  figures  show  that  in 
this  particular  group  the  administration  of  ribo- 
flavin had  no  effect  on  the  corneal  vascularization. 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Oral  Cholecystography : A Comparative  Study  of  the 
Single-  and  Divided-Dose  Method  with  Contrast 
Media  in  Liquid  and  Solid  Form.  L.  W.  Paul,  M.D., 
and  E.  A.  Pohle,  M.D.,  Ph.D.,  Associate  Professor  and 
Professor  of  Radiology  with  the  Collaboration  of  R. 
R.  Benson,  M.D.,  Resident  in  Radiology,  University 
of  Wisconsin  Medical  School,  Madison,  Wisconsin. 
Radiology,  March,  19 44,  Vol.  42,  No.  1,  p.  226. 

In  view  of  the  favorable  reports  that  have  been 
published  with  the  use  of  priodax,  the  authors  de- 
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cided  to  make  a comparative  study  of  this  drug 
with  sodium  iodophthalein. 

Priodax  was  given  to  114  patients  and  iodo- 
phthalein to  eighty.  Among  these  were  forty-six 
who  received  both  drugs.  They  found  that  28.1  per 
cent  of  the  patients  complained  of  nausea  after  tak- 
ing priodax  as  compared  to  forty-five  per  cent  for 
iodophthalein.  Vomiting  occurred  in  1.7  per  cent 
of  the  priodax  cases  as  compared  with  five  per 
cent  for  iodophthalein.  Diarrhea  occurred  in  some 
degree  after  priodax,  in  22.8  per  cent  of  the  114 
patients,  while  with  iodophthalein  diarrhea  oc- 
curred in  28.7  per  cent  of  eighty  cases.  The  inci- 
dence of  severe  diarrhea  (four  to  ten  stools)  was 
somewhat  greater  for  iodophthalein,  ten  per  cent 
as  compared  to  6.1  per  cent  for  priodax.  Burning 
on  urination  was  noted  by  fifteen  per  cent  of  the 
patients  taking  priodax,  apparently  due  to  excre- 
tion of  the  substance  in  the  urine.  Eight  per  cent 
complained  of  burning  in  the  throat  after  swallow- 
ing the  tablets. 

No  significant  differences  were  found  in  the 
shadow-producing  qualities  of  these  two  drugs. 


UROLOGY 

By  Tom  R.  Barry.  M.D.,  F.A.C.S. 
By  G.  A.  Williamson.  Jr..  M.D. 
307  Doctors  Building,  Knoxville 


Hyperplastic  Change  at  the  Vesical  Neck  in  the  Female. 
Joseph  A.  Hvams  and  Sidney  R.  Weinberg.  From 
the  Department  of  Urology,  New  York  Postgraduate 
Medical  School  and  Hospital,  Columbia  University, 
New  York,  New  York.  Journal  of  Urology,  Feb- 
ruary, 1944. 

Chronic  urethritis  and  trigonitis  is  known  to  be 
a common  cause  of  urinary  frequency,  dysuria, 
urgency,  tenesmus,  and  lower  abdominal  pain  in 
women.  Bugbee  found  the  condition  in  450  of 
1,000  women  with  these  symptoms.  Stevens  found 
urethritis  in  sixty-seven  of  425  females  to  be  the 
cause  of  the  symptoms. 


Hyperplastic  changes  of  the  periurethral  glands 
in  the  posterior  urethra  of  the  female.  Similating 
prostate  conditions  in  the  male  was  introduced  in 
the  last  decade  independently  by  Folson  and  Ren- 
ner. When  inflamed,  these  glands  act  as  foci  of 
infection.  Other  investigators,  Cabot  and  Shoe- 
maker, differ  with  these  writers. 

In  this  article  a study  of  the  female  urethra  was 
made  from  the  following  viewpoints : 

1.  Review  of  the  embryology  of  the  female 
urethra  to  determine  whether  glands  homologous 
to  the  male  prostate  are  developed  in  a similar 
manner. 

2.  Post-mortem  study  of  the  female  urethra  to 
determine  if  glands  are  present  and  the  incidence 
of  crypts  and  cystic  degeneration. 

3.  Clinical  study  of  hyperplastic  and  inflamma- 
tory changes  of  the  female  urethra  with  parallel 
studies  of  biopsies  from  patients  with  posterior 
urethritis  and  hyperplasia  to  determine  the  changes 
actually  present. 

In  the  six  weeks  embryo  of  both  sexes,  peri- 
urethral tubules,  the  prostatic  anlage,  are  seen 
budding  off  the  urethra  into  the  surrounding  mes- 
enchyme. If  these  tubules  persist  in  the  female, 
their  embryological  character  need  not  be  altered. 
Of  forty  necropsies  studied,  they  were  found  to 
persist  in  three  cases,  and  in  these  they  did  not 
resemble  glandular  structures.  Stain  failed  to 
demonstrate  any  seci’eting  tissue. 

In  ten  of  the  forty  necropsies  there  was  evidence 
of  chronic  inflammation  by  lymphocytic  infiltration 
or  abscess  formation.  The  most  frequent  pathology 
found  was  evidence  of  cystic  degeneration. 

Five  clinical  cases  with  hyperplastic  changes 
were  submitted  to  biopsy.  A chronic  inflammation 
associated  with  chronic  urethritis  cystica  was  dem- 
onstrated in  all  the  biopsies. 

These  investigators  conclude  by  stating  that  peri- 
urethral tubules  may  persist  in  the  female,  but  are 
without  clinical  significance.  Inflammation,  if  pres- 
ent, tends  to  become  chronic  because  of  cystic  for- 
mation, given  marked  symptoms,  and  is  difficult  to 
eradicate.  The  treatment  consists  of  desiccation 
of  the  local  areas,  urethral  dilatation,  lavage, 
urinary  antiseptics,  and  sedation. 
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RECENT  PROGRESS  IN  INDUSTRIAL  HEALTH* 

C.  M.  PETERSON,  M.D.,  Chicago,  Secretary,  Council  on  Industrial  Health, 
American  Medical  Association 


I am  delighted  to  be  asked  to  come  back 
to  talk  to  the  Tennessee  State  Medical  As- 
sociation. The  last  time  I participated  in 
your  program  was  at  the  meeting  in  Mem- 
phis a few  years  ago,  at  which  I reported 
to  you  some  of  the  investigations  and  strug- 
gles that  we  were  going  through  as  one  of 
the  younger  standing  committees  of  the 
Board  of  Trustees  of  the  American  Medical 
Association.  I am  glad  to  report  that  we 
have  made  some  progress  in  the  interval 
and  that  we  retain  the  conviction  that 
medical  organizations  must  take  a much 
greater  interest  in  the  health  and  welfare 
of  the  industrial  population. 

I happened  to  hear  Dr.  Leverett  Bristol 
addressing  a group  of  executives  of  the 
United  States  Chamber  of  Commerce  re- 
cently, and  in  order  to  dramatize  to  that 
group  the  development  of  industrial  health, 
he  used  a figure  of  speech  which,  I think, 
might  interest  you.  He  said  that  there 
have  been  several  periods  of  development. 
The  first  he  described  as  that  of  infancy. 
Some  thirty  years  ago  when  the  workmen’s 
compensation  statutes  were  being  adopted 
in  this  country,  the  real  requisite  of  indus- 
try for  medical  service  resided  in  the  trau- 
matic surgeon,  the  so-called  blood-and-guts 
era,  as  it  was  characteristically  described 
in  certain  sections.  It  wasn’t  long,  how- 


*Read before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  11-12-13,  1944. 


ever,  until  industry  recognized  that  it  had 
to  proceed  to  a higher  degree  of  develop- 
ment than  that,  and  we  passed  fairly  im- 
perceptibly into  the  childhood  period  which 
was  characterized  by  the  rise  of  the  safety 
movement  in  this  country.  This  brought 
into  activity  such  organizations  as  the  Na- 
tional Safety  Council  and  its  many  state 
and  regional  subdivisions.  The  safety  en- 
gineer was  a decidedly  necessary  individual 
in  a great  many  industrial  plants  and  oper- 
ations. Not  long  after  occupational  dis- 
ease began  to  be  recognized  as  a sizable 
toll  on  industry.  Legislation  is  currently 
being  formulated  to  take  care  of  that  kind 
of  disability  in  many  jurisdictions  over  the 
country.  A new  figure  appeared — the  in- 
dustrial hygienist.  Most  of  these  are  trained 
along  particular  lines  in  industrial  hygiene 
and  toxicology.  Up  to  the  present  time 
they  have  found  their  greatest  usefulness 
in  governmental  bureaus  or  divisions,  such 
as  you  have  here  in  Tennessee  in  the  State 
Health  Department.  Services  are  available 
as  a consultative  and  investigative  group 
to  industry  at  large  and  to  the  medical  pro- 
fession. This  might  be  classified  as  the 
adolescent  period. 

Now  we  find  that  we  are  progressing  to 
another  level  in  manhood’s  estate.  There 
is  a growing  demand  for  a positive  health 
program  in  the  industrial  population,  based 
on  bringing  to  the  industrial  worker  the 
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advantages  of  advances  in  medical  care  and 
of  preventive  medical  care  mainly.  This 
essentially  is  what  is  being  done  in  a great 
many  industrial  corporations  at  the  present 
time  which  have  well-organized  medical  de- 
partments. Industrial  physicians  have  de- 
veloped within  corporations  a type  of  serv- 
ice which  qualifies  them,  in  a sense,  to  be 
designated  the  public  health  officers  of 
those  plants.  That  sums  up  rather  suc- 
cinctly what  we  have  come  to  recognize  as 
the  principal  elements  in  the  industrial 
health  field.  I do  not  mean  to  infer  that 
you  can  set  these  various  stages  off  as  sep- 
arate items;  they  run  into  each  other;  they 
coexist  in  a great  many  areas,  and  all  of 
them  are  still  highly  essential  in  the  total 
delivery  of  medical  care  to  industry. 

If  you  agree  that  we  should  take  more 
interest,  how  is  it  possible  for  individual 
practitioners  to  arrive  at  this  desirable 
state?  Fortunately,  we  have  two  great 
pieces  of  machinery  in  medicine  which  I 
freely  confess  have  not  been  thoroughly  ex- 
plored and  that  we  are  in  the  stage  of  ex- 
ploring at  the  present  time. 

The  first  of  these  is  medical  education. 
It  was  my  experience,  and  I am  sure  it 
was  yours,  that  practically  no  mention  was 
made  of  industrial  hygiene,  occupational 
disease,  or  certain  phases  of  traumatic  sur- 
gery in  undergraduate  medical  education. 
Since  the  Council  on  Industrial  Health  was 
organized  some  six  years  ago,  that  picture 
has  changed  considerably,  not  by  any  means 
to  the  extent  that  it  should.  But  merely 
by  directing  some  questions  to  the  medical 
colleges  of  the  country  we  have  brought  to 
the  curriculum  makers  a realization  that 
they  have  not  been  making  available  to  the 
profession  at  large  a realization  of  the  im- 
portance of  industrial  medicine.  Through 
that  negligence  they  have  prevented  many 
physicians  who  have  a flair  for  work  of  this 
type  from  realizing  what  the  true  picture 
is,  what  the  true  medical  necessities  are, 
and  the  enormous  potentialities  that  exist 
in  this  field. 

Undergraduate  medical  education  is  not 
enough.  We  in  the  Council  on  Industrial 
Health  have  been  greatly  interested  in  the 
provision  of  introductory  and  refresher 
courses.  If  it  is  as  true  in  Tennessee  as  it 


is  in  many  other  localities,  a great  many 
of  the  medical  profession  have  had  no  op- 
portunity to  understand  what  the  imme- 
diate medical  problems  in  industry  are. 
It  becomes  necessary,  then,  to  arrange  for 
postgraduate  activity  of  that  kind. 

Even  more  recently  we  have  noted  the 
rise  of  a substantial  sentiment  for  the  de- 
velopment of  a specialty  rating  in  industrial 
health,  and  proposals  have  been  made  to 
the  Advisory  Board  for  Medical  Specialties 
to  see  if  it  is  not  possible  to  define  this 
field  of  medicine  sufficiently  precisely  so 
that  it  could  be  classified  as  a sister  spe- 
cialty. The  Advisory  Board  states  that  the 
development  of  such  a certification  program 
must  await  better  definition  of  charter 
membership,  better  facilities  for  graduate 
training  and  special  experience. 

The  other  gi*eat  force  is  medical  organi- 
zation. For  some  years  we  have  been  try- 
ing to  capitalize  on  that  very  phase  of  our 
structure  in  medicine.  The  council  acts 
at  one  level.  One  of  our  first  activities  was 
to  see  if  we  couldn’t  arrange  for  a group 
of  cooperative  committees  in  the  state  medi- 
cal societies.  Yours  in  Tennessee,  for  ex- 
ample, has  been  ably  headed  by  Dr.  Cecil 
Newell  for  several  years,  and  on  his  behalf 
and  on  ours  I want  to  bespeak  for  that  com- 
mittee your  very  helpful  cooperation.  When 
once  the  full  potentialities  are  realized,  you 
will  agree  with  me  that  this  is  likely  to  be- 
come one  of  the  most  influential  and  impor- 
tant committees  in  your  state  medical  so- 
ciety’s functions. 

It  is  desirable  to  corral  and  create  in- 
terest on  the  part  of  the  specialty  groups 
in  medicine.  We  have  done  that  through 
the  special  sections  in  the  American  Med- 
ical Association’s  Scientific  Assembly.  Each 
of  them  that  has  any  real  interest  in  indus- 
trial health  has  created  a committee  to 
which  we  can  refer  special  pi'oblems.  They 
have  the  real  duty  of  seeing  to  it  that  their 
membership  is  aware  of  what  is  developing 
and  of  making  suitable  preparations  for 
meeting  the  responsibilities. 

All  this  is  not  entirely  a medical  re- 
sponsibility alone.  Labor  is  rapidly  devel- 
oping an  interest  in  industrial  health  activ- 
ity. Anyone  who  reads  the  magazines  or 
the  papers  must  be  fully  aware  of  that 
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fact.  Its  sponsorship  of  the  Wagner  bill, 
for  example,  is  a case  in  point.  Industrial 
management  is  greatly  interested  in  the 
development  of  medical  service  which  will 
solve  some  of  the  perplexing  production 
problems  which  arise  because  of  absentee- 
ism, the  necessity  for  training  new  groups 
of  workers,  and  the  general  absence  of  a 
sense  of  responsibility  in  the  population  as 
a whole  for  personal  and  community  health. 
What  does  it  profit  one,  for  example,  to  set 
up  an  elaborate  medical  service  organiza- 
tion in  industry  when  you  meet  with  no 
individual  cooperation  on  the  part  of  the 
beneficiary? 

Doctor  Paullin,  who  was  here  yesterday, 
took  the  trouble  to  come  up  to  address  our 
Annual  Congress  on  Industrial  Health 
which  we  hold  each  year  in  Chicago,  and 
he  made  this  important  point  in  his  ad- 
dress. He  said : “One  inference  is  particu- 
larly plain,  that  the  Council  on  Industrial 
Health  redouble  its  efforts  to  bring  em- 
ployer, worker,  and  physician  closer  to- 


gether nationally,  in  the  states,  and  locally. 
It  is  reasonable  to  assume  that  in  respect 
to  health  and  reduction  of  lost  time  the 
interests  of  all  run  very  close  together. 
Under  such  an  arrangement,  growth  of 
interest  would  be  facilitated,  improvements 
in  standards  of  service  would  suggest  them- 
selves, and  as  far  as  public  relations  are 
concerned  there  would  be  an  unparalleled 
opportunity  for  acquainting  industry,  labor, 
and  the  community  at  large  with  the  con- 
tribution which  medicine  has  made  to  pro- 
mote and  conserve  the  welfare  of  a very 
vital  segment  of  our  population.  There  is 
even  room  to  hope,  Doctor  Paullin  con- 
tinued, “that  in  an  approach  of  this  kind  we 
may  discover  a formula  for  the  distribution 
of  essential  medical  service  to  workers 
based  on  personal,  professional,  and  cor- 
porate initiative  without  the  necessity  for 
intervention  by  a paternalistic  federal  so- 
cial security  program.”  And  he  completes 
his  pious  hope  with  this  expression,  “Such 
a consummation  is  devoutly  to  be  wished.” 
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THE  CONTRIBUTION  OF  THE  MEDICAL  PROFESSION  TO  THE  WAR  EFFORT* 

JERE  L.  CROOK,  A.M.,  M.D.,  LL.D.,  F.A.C.S.,  Jackson 


Since  the  dawn  of  creation  mankind  has 
never  engaged  in  so  universal  a struggle 
to  destroy  itself  as  in  the  present  world- 
wide holocaust.  Rising  with  a mighty  roar 
from  concrete  runways  on  the  earth’s  sur- 
face and  from  the  waters  of  every  ocean 
and  sea,  gigantic  ships  of  the  air  spread 
their  wings  daily,  hourly  by  the  hundreds 
and  thousands  at  speeds  up  to  four  hun- 
dred miles  an  hour  to  crash  their  tons  of 
potential  death  and  destruction  over  great 
cities  and  vast  areas  engaged  in  making 
similar  weapons  of  destruction  far  removed 
from  the  actual  field  of  battle. 

While  millions  of  soldiers  meet  in  mor- 
tal combat  on  world-wide  battle  fronts,  eye 
to  eye,  breast  to  breast  in  a fight  to  the 
death  with  rifles,  hand  grenades  and  the 
cold  steel  of  bayonets,  dirks  and  knives,  the 
greatest  transportation  vehicle  of  all  time 
is  raining  fire,  steel,  lead,  and  brimstone 
from  the  skies  on  the  seething  masses  of 
men  in  their  death  throttle  on  the  ground. 

The  saga  of  transportation  is  the  ex- 
pression of  mankind’s  desire  to  go  places, 
and  stretches  from  Balaam’s  ass  to  the 
modern  bomber,  and  that  is  a “far  piece.” 
Transportation  of  men,  supplies,  food,  and 
weapons  is  the  requirement  for  fighting  a 
war,  and  the  modern  airplane  is  a large 
factor  in  the  solution  of  this  problem.  Its 
peacetime  function  of  swift  movement  of 
man  and  the  products  of  field  and  factory 
over  the  earth’s  surface  has  been  complete- 
ly eclipsed  by  its  further  use  as  the  most 
terrific  engine  of  death  and  destruction  in 
this  awful  war  of  civilization  against  bar- 
barism. 

The  only  bright  spot  in  all  this  horrible 
orgy  of  darkness  and  despair  is  the  use  of 
this  same  vehicle  of  the  air  by  the  Medical 
Corps  of  the  Army  to  remove  the  wounded 
at  incredible  speed  from  combat  areas  to 
wonderfully  equipped  hospitals  which  have 
been  erected  in  strategic  locations  hundreds 
of  miles  from  the  battle  fronts. 

Thus  we  have  before  the  world  today 
one  of  the  most  startling  paradoxes  of  all 
time : the  most  marvelous  transportation 

*Read  before  the  Rotary  Club,  Jackson,  April 
19,  1944. 


agency  in  the  world’s  history  being  used 
to  blitzkrieg  the  men  fighting  their  death 
struggle  on  the  battlefields,  while  on  the 
very  heels  of  the  soldiers  the  great  bombers 
staffed  with  doctors  and  nurses  are  landing 
to  succor  and  transport  the  wounded  to 
hospitals  far  away,  where  every  modern 
medical  discovery  and  the  most  superb  sur- 
gical skill  of  the  world’s  best  surgeons  are 
immediately  utilized  to  restore  the  shat- 
tered bodies  which  war  has  maimed. 

This  rapid  transportation  of  the  wound- 
ed from  battle  front  to  hospitals  adequately 
equipped  with  materials  and  expertly  staffed 
with  the  best  trained  and  experienced  per- 
sonnel is  the  first  factor  in  the  marvelous 
advance  in  lifesaving  of  the  present  war 
over  all  other  wars. 

It  has  been  my  privilege  to  attend  three 
important  medical  and  surgical  meetings 
recently:  the  Southern  Medical  Association 
in  Cincinnati  in  November,  1943;  the  War 
Session  of  the  American  College  of  Sur- 
geons in  Chicago  last  month;  and  the  one 
hundred  tenth  annual  meeting  of  the  Ten- 
nessee State  Medical  Association  in  Nash- 
ville last  week.  All  three  of  these  meet- 
ings were  war  sessions  whose  programs 
were  chiefly  devoted  to  the  problems  and 
results  of  the  war  effort  by  the  medical  pro- 
fession. 

The  high  lights  at  the  Southern  Medical 
Association  meeting  were  the  addresses  by 
Surgeon  General  Kirk  of  the  Army,  Sur- 
geon General  Thomas  H.  Parran  of  the 
United  States  Public  Health  Service,  giv- 
ing their  authoritative  reports  on  the  med- 
ical and  surgical  aspects  of  the  war,  and 
a very  interesting  report  by  Brigadier  Gen- 
eral Fred  Rankin  based  on  40,000  miles  of 
air  travel,  visiting  all  the  war  fronts  in 
company  with  the  committee  from  the 
United  States  Senate.  All  these  addresses 
were  delivered  at  the  war  session  of  the 
Southern  Medical  Association  in  Cincin- 
nati in  November,  1943. 

At  the  war  session  of  the  American  Col- 
lege of  Surgeons  in  Chicago  last  month,  we 
saw  a series  of  military  motion  pictures 
depicting  the  “Medical  Activities  and  In- 
stallations of  the  United  States  Navy  in 
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the  South  Pacific”;  “The  Medical  Depart- 
ment of  the  United  States  Navy  in  Amphib- 
ious Assault”  produced  for  the  Bureau  of 
Medicine  and  Surgery,  United  States  Navy; 
and  “Activities  of  the  Medical  Department 
of  the  United  States  Army  in  Theatres  of 
Operation.” 

These  pictures  illustrated  the  actual  ex- 
periences in  the  theatres  of  operation  on  the 
various  fronts  and  were  used  to  reinforce 
and  emphasize  the  addresses  of  Major 
Boardman  M.  Bosworth,  Medical  Corps, 
United  States  Army,  Washington,  and  Cap- 
tain Frederick  A.  Jostes,  Medical  Corps, 
United  States  Navy,  Great  Lakes;  United 
States  Naval  Hospital  and  Thomas  B.  Mc- 
Kneely,  M.D.,  United  States  Public  Health 
Service,  Washington,  chief  of  Emergency 
Medical  Section. 

The  high  light  of  the  Tennessee  State 
Medical  Association  meeting  last  week  in 
Nashville  was  the  speech  of  Brigadier  Gen- 
eral Hugh  Morgan,  liaison  medical  officer 
on  the  staff  of  Surgeon  General  Kirk,  on  the 
medical  aspects  of  the  war. 

The  statements  that  I shall  make  during 
the  remainder  of  this  talk  are  all  based 
on  the  official  reports  of  these  heads  of 
the  Army,  Navy,  and  Public  Health  Serv- 
ice, and  on  addresses  by  the  medical  and 
surgical  officers  of  the  Army  and  Navy 
who  have  visited  and  served  in  combat 
areas  on  the  various  battle  fronts.  Most 
of  these  have  not  yet  been  published  so  I 
bring  them  to  you  “hot  off  the  gun.” 

At  the  Southern  Medical  Association  War 
Session  in  Cincinnati  Brigadier  General 
Fred  Rankin,  liaison  officer  between  the 
Surgeon  General’s  office  and  the  civilian 
surgeons,  reported  from  all  the  war  fronts 
which  he  had  covered  by  air. 

The  triumphs  of  surgery  are  shown  in  the 
reduced  death  rate  from  all  battle  casualties 
from  8.1  per  cent  in  World  War  I to  3.3 
per  cent  in  the  present  war.  General  Rankin 
attributed  these  brilliant  results  to  the 
field  service  of  the  medical  soldier  giving 
blood  plasma  on  the  very  outskirts  of  the 
battle  area,  the  use  of  sulfa  drugs  to  com- 
bat infection,  and  the  fast  transportation 
of  the  wounded  by  airplane  to  well- 
equipped  hospitals  far  away  from  the  fight- 
ing zone. 


General  Rankin  flew  40,000  miles  in  two 
and  one-half  months,  starting  in  Iceland. 
He  said  the  soldiers  knew  why  they  stayed 
in  Iceland,  but  never  were  able  to  find  out 
why  the  Icelanders  stay.  He  said  that  the 
records  showed  16,000  casualties  were  evac- 
uated by  airplane  in  Sicily  alone. 

In  Africa  war  casualties  were  often  re- 
moved one  thousand  miles  by  air,  and  in 
the  Southwest  Pacific  area  air  transporta- 
tion has  saved  many  lives. 

In  China  General  Rankin  flew  over  the 
hump  23,000  feet  high  and  stated  that  Gen- 
eral Stilwell  had  to  fly  most  of  his  supplies 
over  the  hump  of  the  Himalayas. 

In  England  he  witnessed  General  Eaker’s 
highly  trained  experts  do  precision  daylight 
bombing  preparatory  to  repeating  the  same 
tactics  over  Germany.  The  men  seemed 
enthusiastic  and  self-sufficient  with  morale 
extremely  high. 

General  Kirk  reported  fifty-nine  general 
hospitals  and  five  hundred  station  hospitals 
with  over  300,000  beds  available  in  America 
for  the  war  casualties  that  will  be  brought 
home,  and  stated  that  the  casualties  of  this 
war  were  better  cared  for  in  America  than 
any  army  in  the  world  or  in  the  history 
of  warfare. 

General  Rankin’s  conclusions  have  been 
confirmed  and  buttressed  by  an  analysis 
of  30,000  war  casualties  admitted  to  Mid- 
dle East  hospitals  during  the  year  ended 
March  31,  1943,  as  reported  from  the  Lon- 
don correspondent  of  the  American  Medical 
Association  Journal  dated  January  15, 
1944: 

“The  excellent  arrangements  for  the 
prompt  evacuation  and  treatment  of  the 
wounded  in  the  war  have  been  described 
in  previous  letters  to  the  Journal.  It  is 
now  possible  to  give  collected  statistics.  An 
analysis  of  30,000  battle  casualties  admitted 
to  Middle  East  hospitals  during  the  year 
ended  March  31,  1943,  is  now  available.  It 
shows  a mortality  of  only  2.1  per  cent,  com- 
pared to  7.44  per  cent  in  the  hospitals  of 
Egypt  and  Palestine  during  the  first  World 
War.  The  total  of  deaths  in  hospitals  was 
611.  It  is  considered  that  under  the  con- 
ditions of  the  last  war  1,500  more  patients 
would  have  died. 

“Army  medical  authorities  attribute  this 
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remarkable  improvement  to  three  main 
causes:  (1)  Patients  are  brought  to  hos- 
pitals in  better  condition  and  more  rapidly 
than  during  the  last  war.  This  is  accom- 
plished by  provision  of  mobile  operating 
theatres  working  close  to  the  front  line. 
(2)  There  are  better  facilities  for  blood 
transfusions.  (3)  The  sulfonamides  are 
universally  used.  Additional  factors  are 
the  improved  technics,  training  of  army 
medical  orderlies,  and  the  use  of  air  am- 
bulances.” 

At  the  war  session  of  the  American  Col- 
lege of  Surgeons  in  Chicago,  March  6, 
1944,  I heard  Major  Boardman  M.  Bos- 
worth  give  his  experience  on  the  African 
and  Silician  fronts  immediately  behind  the 
battle  lines.  His  address  was  illustrated  by 
moving  pictures  of  the  battlefield,  showing 
the  stretcher-bearers  collecting  the  wound- 
ed and  bringing  them  back  to  the  tent  hos- 
pital, where  blood  plasma  and  sulfa  drugs 
were  given  immediately.  The  pictures 
showed  the  tourniquets  being  applied,  the 
bandaging  of  the  wounds  and  the  intra- 
venous transfusions  being  given  in  the 
open  field. 

In  his  summary  of  the  causes  of  the  low 
mortality  of  our  battle  casualties  he  gave 
the  same  triumvirate  of  factors:  blood 
transfusions,  sulfa  drugs,  and  immediate 
first  aid,  together  with  quick  removal  by 
air  to  hospitals  in  quiet  zones. 

Captain  Frederick  A.  Jostes,  United 
States  Navy,  gave  almost  identical  testi- 
mony as  to  the  effectiveness  of  first  aid  use 
of  plasma  and  the  sulfonamides,  together 
with  air  transportation  of  the  wounded. 
Moving  pictures  taken  on  Guadalcanal 
while  the  battle  was  in  progress  showed 
the  amazing  heroism  of  the  stretcher- 
bearers,  nurses,  and  medical  soldiers  oper- 
ating under  shellfire,  utterly  regardless  of 
their  own  safety,  intent  only  on  salvaging 
the  wounded  fighting  men. 

At  the  one  hundred  tenth  annual  session 
of  the  Tennessee  State  Medical  Association 
in  Nashville  last  week  our  own  Dr.  Hugh 
Morgan,  former  professor  of  the  practice 
of  medicine  in  Vanderbilt  University,  now 
brigadier  general  and  medical  liaison  officer 
on  the  staff  of  Surgeon  General  Kirk, 
United  States  Army,  gave  a most  thrilling 


and  up-to-the-minute  report  of  his  obser- 
vations and  experiences  on  all  war  fronts 
covered  in  60,000  miles  of  flying.  He  dis- 
cussed chiefly  the  medical  aspects  of  the 
war,  emphasizing  the  role  of  the  internists 
in  the  war  effort.  The  high. lights  of  his 
address  were  the  mortality  statistics  of  the 
present  war  as  contrasted  with  World  War 
I.  Contagious  diseases,  which  have  been  a 
sore  affliction  in  every  war  of  the  past, 
simply  do  not  exist  in  the  present  war, 
having  been  conquered  by  the  discoveries 
and  treatment  of  modern  medicine. 

The  treatment  of  disease  in  this  war  re- 
flects the  benefit  of  twenty-five  years’  ex- 
perience since  the  last  war  and  the  mar- 
velous record  of  lifesaving  is  due  to  the 
high  level  of  professional  competence  and 
its  proper  placement  so  that  the  best  pos- 
sible results  have  been  secured  from  the 
use  of  the  new  remedies  and  methods. 

General  Morgan  paid  a high  tribute  to 
the  heroism  and  devotion  to  duty  of  the 
medical  soldier. 

In  summarizing  the  contribution  of  the 
medical  profession  to  the  war  effort  I be- 
lieve all  will  agree  that  the  bar  of  mor- 
tuary statistics  is  the  tribunal  before  which 
we  should  be  tried.  We  accept  the  chal- 
lenge and  beg  leave  to  submit  the  following 
facts  from  which  the  world  may  evaluate 
the  contribution  which  medicine  has  made, 
and  is  making,  to  the  winning  of  the  war. 

On  the  thesis  that  the  chief  objective  of 
the  medical  army  is  to  maintain  the  highest 
effective  rate  of  the  fighting  men  I submit 
the  latest  statistics  brought  to  the  State 
Medical  Association  officially  by  General 
Morgan  last  Tuesday  night: 

Death  rate  of  all  battle  casualties  in 
World  War  I,  8.1  per  cent,  and  in  World 
War  II,  3.3  per  cent. 

Disease  death  rates: 

War  I War  11 
Per  Cent  Per  Cent 

Meningitis  38  4 

Pneumonia  28  .7 

Tuberculosis  17.3  1.8 

Dysentery  1.6  .05 

Annual  death  rate  per  ten  thousand  men 
from  all  diseases  in  World  War  I was  156. 
In  the  present  war  it  is  six  men  per  ten 
thousand. 
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These  marvelous  accomplishments  in  the 
amelioration  of  the  agony  and  saving  the 
lives  of  our  sons  who  are  fighting  for  us 
on  all  the  world’s  battle  fronts  have  evoked 
universal  admiration  and  splendid  tributes 
from  the  fighting  leaders  of  the  Army, 
Navy,  and  Air  Corps. 

Surgeon  General  Kirk,  in  his  address 
before  the  Southern  Medical  Association, 
read  the  wonderful  letter  from  General 
Mark  Clark  addressed  to  him  as  the  Sur- 
geon General  of  the  Army  Medical  Corps. 

. This  remarkable  tribute  to  the  medical  pro- 
fession was  so  full  of  praise  and  gratitude 
of  the  fighting  men  for  the  medical  soldiers 
that  it  thrilled  every  doctor  who  heard  it, 
and  inspired  us  with  determination  to  do 
our  utmost  on  the  home  front,  while  our 
medical  comrades  are  risking  their  lives  and 
giving  of  their  best  skill  and  service  on 
the  battle  fronts. 

A few  nights  ago  I heard  Gabriel  Heatter 
pay  a very  high  tribute  to  the  war  effort 
of  the  medical  profession.  He  quoted  the 


statistics  I have  given  and  said  that  this 
record  of  achievement  in  saving  the  lives 
of  our  sick  and  wounded  soldiers  made  all 
America  proud  of  the  medical  profession. 

It  will  no  doubt  interest  you,  my  fellow 
Rotarians,  to  know  that  not  a single  mem- 
ber of  the  medical  profession  serving  in 
Army,  Navy,  Marine  or  Air  Corps,  or  in 
any  military  hospital  in  America  or  abroad 
has  been  drafted.  Every  single  medical 
soldier  is  a volunteer,  and  our  own  beloved 
“Volunteer  State,”  together  wTith  Ken- 
tucky and  South  Carolina,  leads  all  their 
sister  states  in  the  number  of  medical  men 
in  the  service  in  proportion  to  their  medical 
population.  More  than  one-third  of  the 
members  of  the  Tennessee  State  Medical 
Association  are  in  uniform  and  nearly  two 
hundred  more  volunteered  and  were  reject- 
ed for  physical  disabilities.  With  these 
significant  statements  I close  my  report  of 
the  contribution  of  the  medical  profession 
to  the  war  effort. 
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O.  S.  HAUK,  M.D.,  Superintendent,  Central  State  Hospital,  Nashville 


Mr.  President  and  Gentlemen  of  the  Acad- 
emy of  Medicine: 

This  evening  I am  presenting  to  you  a 
brief  outline  and  the  clinical  records  of 
two  cases  that  are,  or  have  been,  inmates 
of  this  institution.  And  these  cases  have 
impressed  me  as  being  very  interesting 
from  several  standpoints. 

The  first  case  is  one  that  had  been  tube 
fed  for  a period  of  nine  years  and  three 
months  prior  to  her  death.  The  second 
one  has  been  here  twelve  years  and  has 
been  tube  fed  during  the  entire  time. 

In  looking  back  over  the  literature  I 
am  unable  to  find  very  many  references 
except  in  a meager  way  as  to  tube  feeding. 
I think  most  of  the  profession  thinks  of 
tube  feeding  as  an  emergency,  or  for  the 
purpose  of  maintaining  the  nutrition  of 
the  patient  for  a short  length  of  time;  one 
does  not  ordinarily  think  of  it  being  car- 
ried on  over  a long  period  of  years. 

The  method  used  here  is  through  a twen- 
ty-two French  type  nasal  tube.  The  tech- 
nique used  on  patients  is  to  place  them 
in  a restraining  chair  in  an  upright  posi- 
tion with  a sheet  placed  tightly  around  the 
body  and  neck  so  as  to  hold  the  arms  and 
with  an  attendant  holding  the  head.  After 
the  tube  is  lubricated,  it  is  inserted  through 
one  of  the  nostrils  into  the  esophagus  and 
stomach.  A pitcher  of  water  is  handy  and 
the  reservoir  end  of  the  tube  is  placed 
in  the  basin  of  water  to  see  if  any  bubbles 
come  in  the  water  from  exhalation.  After 
being  certain  that  the  tube  is  not  in  the 
bronchus,  we  use  a very  small  amount  of 
water  to  be  doubly  sure  before  the  food  is 
poured  into  the  tube  and  allowed  to  go  into 
the  stomach  by  gravitation.  The  chief  dan- 
ger in  tube  feeding  is,  first,  aspiration  of 
food  which  may  prove  serious  and  even 
fatal.  This  may  happen  from  straining 
and  resistance,  causing  vomiting  and  dysp- 
nea. This  can  be  largely  avoided  if  due 
care  is  used  in  the  technique. 

First. — In  case  the  tube  enters  the  bron- 
chus, the  patient  is  thrown  into  a violent 

*Read  before  the  Nashville  Academy  of  Medi- 
cine, Nashville,  February  2,  1944. 


spasm  of  coughing  and  dyspnea  accompa- 
nied by  cyanosis.  However,  this  is  not  al- 
ways exhibited.  I have  known  the  tube 
to  be  in  the  bronchus  without  any  cough 
or  cyanosis. 

Second. — Many  times  over  a long  period 
of  feeding  there  may  develop  a chronic  con- 
gestive condition,  and  an  inflammatory  con- 
dition of  the  nasal  passage  which  at  times 
may  involve  the  sinuses.  This  can  be 
avoided,  or  mitigated  very  much  by  alter- 
nating from  one  side  of  the  nasal  passage 
to  the  other. 

Third. — Tube  feeding  many  times  is  not 
safe  in  far  advanced  cardiac  conditions  on 
account  of  resistance  and  exertion  which 
may  result  in  cardiac  failure. 

During  the  entire  time  these  patients 
have  been  fed  we  have  not  had  an  accident. 
This  would  lead  one  to  think  that  it  is  a 
fairly  safe  procedure;  however,  a great 
deal  depends  upon  the  experience  of  the 
individual  who  is  doing  the  feeding. 

I think  these  cases  are  also  interesting 
from  a nutritional  standpoint.  A great 
deal  has  been  written  and  said  in  the  last 
few  years  in  regard  to  nutrition.  As  a 
whole,  we  have  the  highest  standard  of 
living  of  any  of  the  countries  in  the  civi- 
lized world.  Yet  many  of  our  people  show 
marked  degrees  of  nutritional  disturbances. 
Many  of  us  want  to  throw  up  our  hands 
in  trying  to  figure  out  a well-balanced  diet ; 
and  yet  without  the  knowledge  of  the  sci- 
entific analysis  at  the  time  these  diets  were 
made  up,  I was  surprised  to  find  they  con- 
stituted a fairly  well-balanced  diet  which 
proves  that  milk  and  eggs  and  fruit  juices 
contain  most  all  the  basic  necessities  of 
life. 

Nutrition  plays  a very  important  part  in 
the  patients  that  come  to  a hospital  of 
this  kind.  And  I am  more  and  more  con- 
vinced that  good,  wholesome  food  and  a 
well-balanced  meal  is  a big  factor  in  their 
improvement  and  many  times  their  re- 
covery. 

One  does  not  necessarily  have  to  come 
from  the  lower  strata  of  society,  or  the 
poorer  classes,  to  show  evidence  of  cer- 
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tain  nutritional  disturbances,  as  well  as 
the  lack  of  vitamins,  which  are  necessary, 
as  they  play  an  important  part  in  the  nu- 
tritional balance.  And  I think  that  as 
time  goes  on  we  will  go  further  into  this 
matter. 

For  the  past  year  we  have  been  using  a 
nicotinic  acid  and  some  of  the  other  com- 
binations of  vitamins  with  a large  number 
of  our  older  patients  and  many  of  them 
have  shown  improvement  both  physically 
and  mentally. 

We  have  no  definite  statistics  to  base 
this  on  other  than  the  apparent  marked 
changes  these  patients  have  shown  after 
they  have  been  on  it  for  a while.  As  a 
result  we  have  recently  required  that  one- 
third  of  their  bread  be  made  from  whole- 
wheat flour  and  that  all  bread  be  fortified 
by  additional  thiamin. 

Case  No.  1. — This  is  a white  girl  thirty- 
two  years  of  age  who  was  admitted  to 
this  institution  March  10,  1934,  having 
been  transferred  here  from  a private  in- 
stitution in  the  East,  where  she  had  been 
a patient  for  about  three  years.  Prior  to 
that  she  had  shown  some  mental  disturb- 
ance for  some  two  or  three  years.  This 
girl  came  from  one  of  the  finest  families 
in  the  state  and  is  a graduate  of  one  of 
our  best  colleges. 

In  1928,  when  she  was  about  twenty  or 
twenty-one  years  of  age,  she  had  some 
major  disappointment,  and  with  the  shock- 
ing discovery  that  she  had  tuberculosis,  she 
developed  a behavior  characterized  by  smil- 
ing when  in  the  presence  of  anyone  and 
weeping  when  alone.  Following  this  she 
was  sent  to  a western  state,  where  she 
stayed  a year  in  a tuberculosis  sanitarium 
and  was  later  transferred  to  a mental  hos- 
pital in  the  East. 

On  admission  here  she  was  quiet  except 
she  was  resistive,  but  not  to  the  point  of 
being  violent.  When  she  was  brought  to 
the  examining  room  she  slumped  in  her 
chair,  stared  at  the  wall,  talked  in  an  in- 
coherent manner,  and  would  give  little  or 
no  cooperation  with  the  examination.  Her 
physical  condition  was  good.  She  was  five 
feet,  eight  inches  tall,  and  weighed  121 
pounds.  Her  history  of  tuberculosis  was 


confirmed,  suggesting  process  in  the  right 
upper  lobe,  verified  by  X-ray  which  also 
showed  fibrosis  of  the  right  base  with 
bronchiectasis.  The  left  lung  is  essentially 
clear.  There  is  no  evidence  of  activity  at 
this  time.  She  also  gives  a history  of  hav- 
ing had  phrenectomy  in  one  of  our  local 
hospitals  prior  to  being  sent  to  the  mental 
institution  in  the  East. 

The  patient  had  to  be  tube  fed  at  the 
time  of  her  admission  here,  and  just  how 
long  she  had  been  tube  fed  at  other  in- 
stitutions is  not  recorded.  But  possibly 
two  or  three  years  prior  to  her  admission 
here.  She  was  tube  fed  twice  a day  in 
this  hospital,  however,  during  the  re- 
mainder of  her  life. 

About  six  months  prior  to  her  death 
she  lost  weight,  developed  an  intractable 
diarrhea  and  died  December  9,  1943.  She 
showed  marked  emaciation  and  the  diar- 
rhea continued  to  the  end.  Cause  of  death : 
tuberculous  enteritis.  Prior  to  that  she  had 
gained  from  121  to  138  pounds.  She  had 
six  raw  eggs,  one  quart  of  whole  milk,  one 
pint  of  fruit  or  vegetable  juice,  varying 
from  day  to  day,  with  four  ounces  of  corn 
syrup.  The  fruit  and  vegetable  juices  de- 
pended mostly  on  what  was  available  at 
the  time.  But  I would  say  she  had  orange 
juice  two  or  three  times  a week.  With 
this  she  usually  got  about  one  pint  of 
water. 

Case  No.  2. — This  is  a young  white 
woman  thirty-seven  years  of  age.  She  was 
admitted  to  this  hospital  August  8,  1930. 
There  is  nothing  unusual  in  her  family. 
She  had  had  no  serious  illness,  injuries,  or 
operations.  Her  educational  background 
shows  she  was  graduated  from  Randolph- 
Macon  College  and  she  has  an  M.A.  degree 
from  Columbia  University.  Patient  was 
married  five  or  six  years  prior  to  her  com- 
mitment. Shortly  after  her  marriage,  she 
and  her  husband  went  to  the  Orient  as 
missionaries  where  they  remained  five  and 
a half  years. 

The  present  attack  had  its  onset  three 
years  prior  to  the  time  of  commitment. 
She  became  very  jealous  and  suspicious  of 
her  husband,  accusing  him  of  infidelity. 
Her  condition  became  such  that  it  was  nec- 
essary to  return  her  to  this  country  and 
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she  was  placed  in  a private  sanitarium  in 
one  of  the  eastern  cities.  This  was  in 
1927-1928.  She  returned  to  Tennessee,  but 
was  later  sent  to  another  private  insti- 
tution, and  while  there  attempted  to  pluck 
out  her  right  eye  with  a spoon ; then  later 
attempted  to  cut  off  her  right  hand  with  a 
comb. 

She  was  returned  to  the  State  of  Ten- 
nessee, entered  a private  institution,  and 
remained  there  until  she  was  committed 
here.  However,  just  prior  to  her  com- 
mitment she  decided  that  her  right  hand 
had  offended  her,  and  thought  she  was  car- 
rying out  the  commandment  in  the  Bible 
that  says,  “If  thy  right  hand  offend  thee, 
cut  it  off,”  and  for  that  reason  she  accom- 
plished the  act  of  removing  her  right  hand 
by  putting  on  a tourniquet  and  disarticu- 
lating it  at  the  wrist  joint  with  a razor. 
Then  she  applied  to  a doctor  to  ligate  the 
vessels  and  close  the  wound. 

Patient  has  both  delusions  and  hal- 
lucinations. Her  delusions  are  of  a reli- 
gious nature.  She  conceived  the  idea  that 
it  was  a sin  to  eat  food  in  the  natural 
way ; later  decided  there  was  a demon  in 
her  stomach,  and  that  by  taking  food  she 
would  feed  this  demon  which  she  seriously 
objected  to  doing,  and  she  has  been  continu- 
ously tube  fed  since  that  time,  or  over  a 
period  of  approximately  twelve  years.  She 
has  been  on  practically  the  same  diet  dur- 
ing the  entire  time  and  has  gained  some 
eight  or  ten  pounds  in  weight.  This  diet 
has  consisted  of  eight  raw  eggs,  one  quart 
of  whole  milk,  one  pint  of  fruit  or  vegeta- 
ble juice,  and  four  ounces  of  corn  syrup 
or  honey  each  day.  During  the  entire  time 
she  has  apparently  remained  in  good  phys- 
ical condition ; has  lost  weight  at  no  time 
and  has  not  had  any  serious  illness.  Her 
delusions  have  continued,  but  she  has  now 
reached  the  point  where  she  is  willing  to 
tube  feed  herself.  I recall  on  one  occasion, 
when  I was  tubing  her,  I asked  why  she 
insisted  on  being  tube  fed  instead  of  tak- 
ing food  herself,  and  she  said  because  it 
was  a sin  to  eat.  Then  I asked  her  what 
was  the  difference  in  taking  it  herself  or 
permitting  me  to  put  it  in  her  stomach,  and 
she  said,  “There  is  a great  deal  of  differ- 
ence ; the  sin  is  now  on  you  and  not  on  me.” 


An  interesting  dental  standpoint  is  that 
this  woman  has  had  no  extraction  during 
this  twelve-year  period  and  her  gums  ob- 
jectively are  in  better  condition  than  the 
average  patient. 

Not  being  equipped  to  do  the  laboratory 
work  necessary  to  know  how  far  off  the 
beam  this  diet  was,  the  dietitian  at  Vander- 
bilt Medical  Department  and  Dr.  John  B. 
Youmans  and  his  associates  have  been  kind 
enough  to  do  the  laboratory  work  and  give 


me  a report  which  is  as  follows: 
No.  1 — 


DIET  PROVIDES 

Per  Cent  of  Rec- 
ommended Allow- 
ance for  a Woman 

( Estimated) 

(Secondary) 

Calories  

1,288 

61% 

Carbohydrates 

92.0  Gm. 

Fats  

68.9  Gm. 

Protein 

73  Gm. 

122% 

Calcium 

1,320  Mg. 

165% 

Phosphorus 

1,548 

Iron 

10.4 

87% 

Sodium 

0.929 

7 

Potassium 

2.294 

65% 

Chlorides 

1.425 

7 

Vitamin  A 

5,030 

100% 

Vitamin  B1  (gamma) 

1,052 

70% 

Niacin  (Mg.) 

1.70 

12% 

Riboflavin  (gamma) 

3,138 

143% 

Vitamin  C (Mg.) 

81 

116% 

Vitamin  D 

270 

“C”  may  be  calculated  as  too  high  (depending  on 
kind  of  fruit  juice). 

Low  in  Niacin. 

B]  is  adequate  for  caloric  intake. 

Calories  probably  adequate  for  this  patient. 

No.  2.  January  8,  19 UU — 

Serum  Found  Normal 

Ascorbic  acid  0.45  Mg.  % Above  0.70  Mg.  % 
Carotene  408  gamma  % Above  50  gamma  % 
Vitamin  A 53.9  I.  U.  % Above  70  I.  U.  % 
Urine— 21  /2hr.  specimen 

Thiamin  12.1  gamma  per  hr.  15.20  gamma  per  hr. 
excretion  or  above 
January  17,  19  UU — 

Hemoglobin  11.5  Cm.  % 

Hematocrit  37% 

Serum  (treated  to  remove  Xanthophylls) 

Carotene  283  gamma  % 

Vitamin  A 76.7  I.  U.  % 

It  occurred  to  me  that  it  might  be  inter- 
esting to  know  just  how  much  food  these 
patients  consumed  during  the  time  they 
were  tube  fed,  and  I find  that  Case  No.  1 
had  the  following:  5,062  quarts  of  milk, 
20,250  raw  eggs,  844  ounces  of  corn  syrup, 
and  3,375  pints  of  juice.  Case  No.  2 had 
6,750  quarts  of  milk,  35,040  raw  eggs,  4,380 
pints  of  juice,  and  1,095  ounces  of  corn 
syrup  or  honey. 

DISCUSSION 

DR.  W.  D.  ROBINSON  and  DR.  JOHN  B. 
YOUMANS  (Nashville):  In  addition  to  the  psy- 
chiatric problems  and  technical  difficulty  in  feed- 


June,  1944 


TUBE  FEEDING— Haul 


193 


ing  this  patient,  she  is  of  unusual  interest  from 
the  nutritional  point  of  view.  It  is  rare  to  find 
an  individual  who  has  consumed  the  same  food 
every  day  for  so  long  a period  of  time. 

The  nutritional  status  of  this  woman  can  be 
stated  to  be  essentially  normal,  but  it  is  of  some 
interest  to  consider  the  more  important  dietary 
essentials  individually.  Although  the  calculated 
daily  caloric  intake  is  considerably  below  the  x-ec- 
ommended  daily  allowances,  it  is  probably  adequate 
for  the  activity  level  of  this  patient,  and  her  gen- 
eral appearance  is  certainly  that  of  an  adequately 
fed  person.  Her  intake  of  protein  and  of  calcium 
and  electrolytes  is  satisfactory;  the  iron  intake  is 
a little  low.  Vitamin  A and  riboflavin  are  well 
supplied  by  the  milk  and  eggs,  and  the  vitamin  C, 
while  varying  according  to  the  kind  of  fruit  juice 
which  was  added,  appears  to  be  adequate.  While 
the  absolute  level  of  vitamin  Bt  intake  appears 
low,  the  requirement  for  this  vitamin  is  closely  re- 
lated to  the  total  calories  of  the  diet,  and  the 
amount  supplied  is  adequate  for  her  caloric  intake. 
The  calculated  value  for  niacin  is  relatively  low; 
this  reflects  the  fact  that,  despite  the  known  pella- 
gra-preventive value  of  milk  and  eggs,  analyses  of 
these  foods  have  shown  that  they  contain  little 
nicotinic  acid.  The  dietary  data  emphasizes  the 
value  of  milk  as  the  most  nearly  complete  natural 
foodstuff;  the  iron  that  milk  lacks  was  supplied  to 
this  patient  by  the  eggs,  the  ascorbic  acid  lacking 
in  milk  and  eggs  was  furnished  in  the  fruit  juice. 

The  patient  has  no  symptoms  which  are  sugges- 
tive of  deficiency  disease  and  her  physical  examina- 
tion by  the  usual  methods  reveals  no  evidence  of 
such  deficiency.  Recently,  there  have  been  de- 
scribed changes  in  certain  tissues,  which,  on  the 
basis  of  response  to  therapy  with  massive  doses 
of  vitamins  over  long  periods  of  time,  have  been 
attributed  to  chronic  or  intermittent  deficiencies  of 
certain  vitamins:  capillary  invasion  of  the  cornea 
and  atrophy  of  the  buccal  mucosa  as  due  to  ribo- 
flavin deficiency,  thickening  and  opacity  of  the 
bulbar  conjunctiva  attributed  to  vitamin  A de- 
ficiency, atrophy  and  pitting  of  the  gums  as  due 
to  ascorbic  acid  deficiency,  and  changes  in  lingual 
papillae  as  due  to  niacin  deficiency.  While  the 
significance  and  specificity  of  these  changes  is  still 
very  much  open  to  question,  it  is  of  interest  to  note 
the  state  of  these  tissues  in  a person  whose  dietary 
intake  is  known  exactly  for  twelve  years. 

Examination  of  the  eyes  show  evidence  of  old 
injury  to  right  eye,  no  gross  thickening  of  con- 
junctiva, and  normal  appearance  of  scleral  vessels. 
With  the  hand-slit  lamp  the  limbus  is  seen  to  be 
not  well  developed  in  either  eye  and  capillary  in- 
vasion of  the  cornea  is  seen  only  in  the  temporal 
quadrant  of  the  right  eye,  where  cornea  has  been 
injured.  There  are  localized  areas  of  opacity  with- 
out elevation  in  the  superficial  layer  of  the  bulbar 
conjunctiva  in  the  nasal  quadrant  of  each  eye;  the 
temporal  quadrants  show  translucency  of  superficial 
layer,  opacity  of  deep  layer,  0.  U. 

The  mouth  shows  no  lesions  of  lips.  Buccal  mu- 


cosa shows  very  little  atrophy  and  capillary  pattern 
is  easily  made  out.  Tongue  is  of  normal  color, 
well  covered  with  filiform  and  fungiform  papillae 
in  usual  distribution.  Filiform  papillae  over  dor- 
sum might  be  considered  hypertrophied  slightly. 
Teeth  are  nearly  all  present  and  in  good  repair. 
Gums  show  some  retraction  toward  base  of  teeth 
with  much  “pitting”  and  obscuration  of  capillary 
pattern;  there  are  no  areas  of  redness  or  bleeding. 

Mucosa  in  general  appears  slightly  pale,  but  not 
out  of  proportion  to  hemoglobin  value.  Skin  shows 
no  yellowish  tint  and  palm  appears  normal  in 
color.  Skin  over  neck  and  dorsum  of  left  hand 
(right  hand  amputated)  appears  slightly  thickened 
and  dark  with  very  slight  scaling  over  left  hand. 
She  washes  her  hand  a great  deal.  There  is  no 
thickening  over  pressure  points. 

Reflexes  are  prompt.  There  is  no  calf  muscle 
tenderness  or  gross  sensory  disturbance. 

In  summary  the  tissue  changes  attributed  to 
chronic  deficiencies  of  various  vitamins  are  shown 
in  this  patient  to  a lesser  degree  for  her  age  than 
are  encountered  in  the  majority  of  “normal”  per- 
sons. 

The  laboratory  findings  show  fairly  good  agree- 
ment with  the  dietary  and  clinical  data.  The 
serum  ascorbic  acid  level,  while  it  indicates  that 
the  subject  is  probably  not  saturated  with  vitamin 
C,  is  well  above  the  level  where  any  manifesta- 
tions of  scurvy  might  be  expected.  The  patient 
had  an  unusually  high  amount  of  yellow  pigment 
in  her  serum,  recorded  as  carotene  by  the  usual 
chemical  determination.  Subsequent  special  treat- 
ment suggested,  but  did  not  prove  that  much  of 
this  pigment  was  lutein  and  zeaxanthin  (biologi- 
cally inactive  carotenoids  found  in  egg  yolk)  rather 
than  carotene.  The  chemical  determination  of  vi- 
tamin A involves  a correction  for  carotene,  and  it 
is  probable  that  the  second  determination  is  more 
accurate.  The  levels  of  hemoglobin,  packed  cell 
volume,  and  the  urinary  excretion  of  thiamin  are 
near  the  lower  limits  of  normal  range  by  the  meth- 
ods used. 

The  feeding  of  six  raw  eggs  daily  to  this  patient 
is  of  special  interest  because  of  the  ability  of  a 
substance  in  raw  egg  white  to  bind  biotin,  which 
is  a relative  newcomer  in  the  vitamin  B complex. 
While  the  significance  of  biotin  in  human  nutrition 
remains  to  be  definitely  established,  experimental 
biotin  deficiency  has  been  produced  in  human  sub- 
jects. Suffice  it  to  say  that  this  patient  shows  none 
of  the  clinical  evidences  of  biotin  deficiency  which 
were  observed  in  this  experiment. 

This  patient  is  most  interesting  from  several 
points  of  view,  and  the  opportunity  to  study  her  as 
a problem  in  nutrition  is  very  much  appreciated. 

DR.  FRANK  H.  LUTON  (Nashville):  Mr. 

Chairman,  Members  of  the  Academy:  I have  en- 
joyed Doctor  Hauk’s  paper  and  feel  that  we  are 
indebted  to  him  for  bringing  to  our  attention  these 
two  extremely  interesting  patients  who  bring  to 
focus  the  problem  of  nutrition  in  a setting  of  un- 
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cooperative  behavior  and  the  problem  of  tube  feed- 
ing itself. 

I had  the  good  fortune  to  see  the  first  patient 
over  a long  period  of  time  before  she  was  admitted 
to  this  hospital  and  observed  her  when  she  was 
struggling  to  overcome  her  psychosis.  In  the  first 
three  years  of  her  illness  she  had  many  peculiar 
somatic  ideas  which  she  recognized  as  abnormal 
and  yet  seemed  helpless  in  her  efforts  to  overcome 
them.  She  went  through  a period  of  improvement 
when  she  was  able  to  stay  out  of  a hospital  and 
worked  for  a time  in  a large  department  store,  but 
succumbed  finally  to  what  seemed  to  her  the  fu- 
tility of  adjustment.  She  developed  this  severe 
psychotic  state  in  which  she  withdrew  from  all 
contacts  with  the  outside  world  and,  as  you  have 
heard,  required  tube  feeding  for  all  these  years. 
She  had  what  was  considered  the  best  psychiatric 
treatment  available  and  without  success. 

I would  like  to  make  some  remarks  about  the 
general  problem  of  tube  feeding  in  psychiatric  pa- 
tients. The  decision  to  begin  tube  feeding  is  one 
that  should  not  be  made  without  at  first  using 
every  means  available  to  get  the  patient  to  eat 
voluntarily  through  persuasion,  the  offering  of 
tempting  food,  spoon  feeding,  and  placing  the  food 
in  the  room  and  then  leaving  the  patient  alone. 

You  have  already  seen  what  it  may  mean  to  get 
a patient  to  incorporate  this  procedure  in  his  de- 
lusional system.  He  may  interpret  it  as  an  attack 
upon  his  person;  he  may  use  it  as  just  one  more 
way  of  withdrawal,  or  may  in  this  way  show  his 
attitude  of  abnormal  submissiveness.  The  catatonic 
patient  tends  to  react  with  a more  or  less  stereo- 
typed pattern  of  behavior,  and  once  this  becomes 
incorporated  into  his  pattern  it  is  difficult  to  in- 
terrupt. In  view  of  these  facts  then  it  is  wise  to 
go  as  long  as  is  possible  without  danger  to  the 
patient’s  nutrition  before  tube  feeding  is  initiated. 


Again  let  me  thank  Doctor  Hauk  for  bringing 
together  these  interesting  problems. 

DR.  H.  B.  BRACKIN  (Nashville):  Doctor  Hauk 
has  brought  to  the  academy  a very  interesting  and 
instructive  paper.  For  twenty  years  I have  been 
treating  mental  patients  and  feeding  them  approxi- 
mately the  same  as  Doctor  Hauk  has  given  these 
two  patients,  and  all  the  time  I thought  I was 
giving  them  an  insufficient  diet,  but  practically 
all  that  could  be.  given  satisfactorily  through  the 
nasal  tube.  I am  delighted  that  Doctor  Hauk  has 
had  a complete  analysis  of  the  feedings  through  the 
tube  and  found  that  physicians  treating  mental 
patients  are  giving  a complete  diet  through  the 
tube,  including  all  of  the  vitamins.  Doctor  Hauk 
is  to  be  congratulated  upon  the  fact  that  he  has 
maintained  these  two  patients  ten  and  twelve  years, 
respectively,  in  such  excellent  physical  condition  as 
has  just  been  shown  by  Doctor  Youmans.  The 
patients  not  only  gained  weight,  but  showed  no 
disease  as  result  of  tube  feeding  over  such  a long 
time.  Tube  feeding  is  a most  common  occurrence 
in  hospitals  for  mental  diseases,  but  usually  it  has 
to  be  continued  only  a few  days  or  a few  weeks, 
and  occasionally  for  one  or  two  years.  In  my  ex- 
perience, I tubed  one  patient  for  one  year  that  had 
been  tubed  for  about  eight  years,  but  I have  never 
seen  any  patient  nor  any  published  record  of  any 
patient  that  had  been  tubed  as  long  as  these  two. 
This  paper  teaches  us  that  we  physicians  dealing 
with  mental  patients  need  not  hesitate  or  worry 
over  having  to  tube  patients  for  a long  period  of 
time,  thinking  that  they  may  develop  some  disease 
as  a result  of  improper  diet.  I want  to  thank 
Doctor  Hauk  for  bringing  this  most  informative 
paper  to  us  and  to  congratulate  him  upon  his  thor- 
oughness and  the  amount  of  work  he  did  to  show 
us  the  completeness  of  the  diet  and  the  excellent 
condition  maintained  by  it. 
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The  following  is  a list  of  Tennessee  doc- 
tors who  have  applied  for  a commission  in 
the  Army  or  Navy.  The  names  are  ar-' 
ranged  in  three  categories  as  follows:  first, 
those  who  have  been  commissioned  and  are 
on  duty;  second,  those  who  have  applied 
for  a commission  and  been  rejected  on  phys- 
ical grounds;  third,  those  who  have  been 
honorably  discharged  from  service.  The 
list  under  each  category  is  arranged  ac- 
cording to  counties. 

The  list  is  not  complete  according  to  the 
date  of  publication.  It  is  accurate  in  so  far 
as  our  information  goes  as  of  the  date  the 
Journal  goes  to  press. 

THE  HONOR  ROLL  OF  THE  MEDICAL  PRO- 
FESSION IN  TENNESSEE  NOW  SERV- 
ING IN  THE  ARMED  FORCES 


County  Name  Address 

Anderson — P.  M.  Dings  Briceville 

Anderson — A.  K.  Morris  Fork  Mountain 

Anderson — Geo.  M.  Kelley  Lake  City 

Bedford— H.  J.  Shull  Shelbyville 

Blount— R.  H.  Haralson  Maryville 

Blount — Joseph  T.  Marshall  Chattanooga 

Blount — Lowell  E.  Vinsant  Maryville 

Bradley — Dwight  N.  Ai’nold  Cleveland 

Bradley — A.  L.  Ball  Cleveland 

Bradley — Wm.  A.  Garrott  Cleveland 

Bradley — Claud  H.  Taylor  Cleveland 

Bradley — Madison  S.  Trewhitt  Cleveland 

Campbell — O.  H.  Coleman*  LaFollette 

Campbell — Jos.  McCoin  LaFollette 

Carroll — Robert  D.  Trevathan  Bruceton 

Carter — H.  B.  Damron  Elizabethton 

Carter — E.  L.  Caudill,  Jr.  Elizabethton 

Carter — J.  B.  Warren  Elizabethton 

Carter — W.  W.  Evans  Elizabethton 

Chester — John  Wm.  Baird Henderson 

Claiborne — E.  A.  McEver  Pruden 

Clay — A.  L.  Buell  Celina 

Cocke — Haynes  B.  Cates Newport 

Cocke — W.  C.  Ruble,  Jr.  Newport 

Cocke — Glenn  C.  Shults  Newport 

Coffee — G.  W.  Shelton  Manchester 

Cumberland — Price  H.  Duff  Crossville 

Davidson — Geo.  A.  Hatcher  Cedar  Grove,  N.  J. 
Davidson — David  F.  Johnson  Madison  College 
Davidson — James  T.  Allen  . Nashville 

Davidson — James  P.  Anderson  Nashville 

Davidson — John  W.  Anderson  Nashville 

Davidson — Jos.  D.  Anderson  Nashville 

Davidson — Ralph  Angelucci Nashville 

Davidson — Ralph  V.  Ashbaugh Nashville 

Davidson — Robert  D.  Beech  Nashville 

Davidson — F.  T.  Billings  Nashville 


^Deceased. 


Davidson- — James  Frazier  Binns  Nashville 

Davidson — R.  W.  Blumberg  Nashville 

Davidson — H.  K.  Brask  Nashville 

Davidson — Robert  N.  Buchanan,  Jr.  Nashville 

Davidson — Ransom  R.  Buchholz  Nashville 

Davidson — F.  W.  Buckner  Nashville 

Davidson — John  C.  Burch  Nashville 

Davidson — Roger  B.  Burrus  Nashville 

Davidson — B.  F.  Byrd,  Jr.  Nashville 

Davidson — Newton  A.  Cannon  Nashville 

Davidson — Henry  M.  Carney  Nashville 

Davidson — Geo.  K.  Carpenter  Nashville 

Davidson — Arthur  H.  Cassady  Nashville 

Davidson — Randolph  Cate Nashville 

Davidson — Lee  Farrar  Cayce  Nashville 

Davidson — James  C.  Chambliss  Nashville 

Davidson — Jesse  H.  Chandler  (Col.)  Nashville 

Davidson — Sam  C.  Cowan,  Jr.  Nashville 

Davidson — R.  R.  Crutcher  Nashville 

Davidson — Marion  I.  Davis  Nashville 

Davidson — Walter  L.  Diveley  Nashville 

Davidson — Thos.  A.  Donnel  Nashville 

Davidson — R.  L.  Dozier,  Jr.  Nashville 

Davidson — J.  J.  Eberhart  Nashville 

Davidson — P.  C.  Elliott  Nashville 

Davidson — Frank  F.  Ellis  Nashville 

Davidson — Joe  W.  Fenn  Nashville 

Davidson — Ray  O.  Fessey  Nashville 

Davidson — C.  M.  Fishbach  Nashville 

Davidson — Benjamin  P.  Folk  Nashville 

Davidson — Garth  E.  Fort  Nashville 

Davidson — S.  F.  Fowler  Nashville 

Davidson — John  W.  Frazier,  Jr.  Nashville 

Davidson — Thos.  F.  Frist  Nashville 

Davidson — R.  K.  Galloway  Nashville 

Davidson — James  C.  Gardner  Nashville 

Davidson — Dan  C.  Gary  Nashville 

Davidson— Hamilton  V.  Gayden  Nashville 

Davidson — L.  R.  Gayden  Nashville 

Davidson — H.  L.  Gilliand  Nashville 

Davidson — J.  E.  Goldsberry  Nashville 

Davidson — David  K.  Gotwald  Nashville 

Davidson — Thos.  Grizzard  Nashville 

Davidson — Laurence  A.  Grossman  Nashville 

Davidson — Carrington  Harrison  Nashville 

Davidson — James  W.  Harrison  Nashville 

Davidson — James  T.  Hayes  Nashville 

Davidson — Harold  B.  Henning  Nashville 

Davidson — Rafael  Hernandez  (Col.)  Nashville 

Davidson — Irving  R.  Hillard  Nashville 

Davidson — Charles  Fowler  Hollabaugh  Nashville 
Davidson — Nathan  P.  Horner  Nashville 

Davidson — Geo.  B.  Hubbard  Nashville 

Davidson — Vernon  Hutton,  Jr.  Nashville 

Davidson — D.  J.  Johns,  Jr.  Nashville 

Davidson — Geo.  S.  Johnson  Nashville 

Davidson — Harry  D.  Jones  Nashville 

Davidson— Sam  Ogle  Jones  Nashville 

Davidson — Allen  Kennedy  Nashville 

Davidson — W.  G.  Kennon,  Jr.  Nashville 

Davidson — G.  E.  Kinzel  Nashville 

Davidson — James  A.  Kirtley,  Jr.  Nashville 
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Davidson — W.  J.  Lee,  Jr. Nashville 

Davidson — Herman  Levinson Nashville 

Davidson — R.  Carl  Light  Nashville 

Davidson — Rudolph  A.  Light Nashville 

Davidson — Jas.  A.  Loveless Nashville 

Davidson — J.  P.  Lowe  Nashville 

Davidson — Sol  Lowenstein Nashville 

Davidson — Jas.  R.  McMillan  Nashville 

Davidson — Robt.  H.  Magruder Nashville 

Davidson — C.  G.  deGutierrez-Mahoney . Nashville 

Davidson — Travis  H.  Martin Nashville 

Davidson — James  H.  Matthews Nashville 

Davidson — Benjamin  R.  Mayes Nashville 

Davidson — Jas.  G.  Mead  Nashville 

Davidson — Chas.  A.  Mella Nashville 

Davidson — Cleo  M.  Miller  Nashville 

Davidson — Hugh  H.  Mills  Nashville 

Davidson — Theodore  Morford  Nashville 

Davidson — Hugh  J.  Morgan Nashville 

Davidson — N.  B.  Morris Nashville 

Davidson — Paul  G.  Morrissey,  Jr. Nashville 

Davidson — S.  R.  Mortland  Nashville 

Davidson — Max  K.  Moulder Nashville 

Davidson — John  R.  Olson Nashville 

Davidson — Fred  W.  T.  Overton Nashville 

Davidson — Wm.  T.  Palm  Nashville 

Davidson — Jos.  H.  Patterson Nashville 

Davidson — Robt.  C.  Patterson,  Jr Nashville 

Davidson— E.  White  Patton Nashville 

Davidson — George  C.  Porter  (Col.) Nashville 

Davidson — John  C.  Ransmeier Nashville 

Davidson — S.  B.  D.  Rhea  Nashville 

Davidson — John  B.  Riggsbee Nashville 

Davidson — E.  L.  Rippy Nashville 

Davidson — E.  M.  Robinson  Nashville 

Davidson — Robt.  E.  Rock Nashville 

Davidson — Louis  Rosenfeld Nashville 

Davidson — Leon  I.  Runyon Nashville 

Davidson — A.  F.  Russell  Nashville 

Davidson — Jos.  H.  Sayers,  Jr. Nashville 

Davidson — Robert  E.  Schell Nashville 

Davidson — Jesse  F.  Scott  Nashville 

Davidson — Jos.  A.  Scott Nashville 

Davidson — Ewing  Seligman Nashville 

Davidson — Maurice  Seligman  Nashville 

Davidson — Melvin  M.  Simmons Nashville 

Davidson — Henry  Carroll  Smith Nashville 

Davidson — Joe  M.  Strayhorn  Nashville 

Davidson — Thos.  B.  Stone Nashville 

Davidson — Wm.  A.  Sullivan Nashville 

Davidson — A.  J.  Sutherland,  Jr. Nashville 

Davidson — A.  B.  Thach,  Jr.  Nashville 

Davidson — W.  O.  Tirrill,  Jr.  Nashville 

Davidson— Chas.  C.  Trabue Nashville 

Davidson — H.  M.  Truebger Nashville 

Davidson — William  H.  Tucker  Nashville 

Davidson — W.  A.  Van  Nortwick  Nashville 

Davidson — Louis  F.  Verdel  Nashville 

Davidson — Paul  L.  Warner  Nashville 

Davidson — Thos.  S.  Weaver  Nashville 

Davidson — B.  M.  Weinstein  Nashville 

Davidson — Arthur  L.  White  Nashville 

Davidson — Joe  T.  Whitfield Nashville 


Davidson — Claiborne  Williams Nashville 

Davidson — W.  C.  Williams Nashville 

Davidson — Herbert  Wilson,  Jr. Nashville 

Davidson — W.  C.  Winton  Nashville 

Davidson — Jos.  C.  Wood Nashville 

Davidson — Thos.  E.  Wyatt Nashville 

Davidson — Chas.  R.  Yancey Nashville 

Davidson — John  B.  Youmans  Nashville 

Davidson — Hugh  Amos Old  Hickory 

Davidson — Alvin  Hawkins  Old  Hickory 

Davidson — A.  S.  Koenig Old  Hickory 

Davidson — E.  B.  Rhea Old  Hickory 

Dickson — W.  M.  Jackson  Dickson 

Dyer — W.  E.  Anderson  Dyersburg 

Dyer — J.  Paul  Baird  Dyersburg 

Dyer — C.  L.  Denton  Dyersburg 

Dyer — 0.  B.  Landrum  Dyersburg 

Fayette — John  L.  Armstrong  Somerville 

Franklin — Geo.  L.  Smith  Decherd 

Franklin — Kenneth  P.  Brown  Huntland 

Gibson — Jas.  0.  Fields  Milan 

Gibson — -Basil  T.  Bennett,  Jr.  Trenton 

Gibson — Geo.  Dodson  Humboldt 

Gibson — Roscoe  Faulkner  Trenton 

Gibson- — Henry  Jas.  Roberts Trenton 

Greene — Rae  B.  Gibson  Greeneville 

Greene — C.  H.  Henard  Mosheim 

Greene — John  G.  Zirkle  Greeneville 

Hamblen — D.  R.  Roach Morristown 

Hamblen — D.  J.  Zimmermann Morristown 

Hamilton— Howard  M.  Ausherman  Chattanooga 
Hamilton — C.  H.  Barnwell  Chattanooga 

Hamilton — Alvin  H.  Benz Chattanooga 

Hamilton — Franklin  B.  Bogart  Chattanooga 

Hamilton — F.  G.  Bratley Chattanooga 

Hamilton — Julian  C.  Brooks,  Jr. Chattanooga 

Hamilton — S.  W.  Brown  Chattanooga 

Hamilton — E.  F.  Buchner  Chattanooga 

Hamilton— Walter  Buckner,  II  Chattanooga 

Hamilton — Douglas  Chamberlain Chattanooga 

Hamilton — John  W.  Claiborne,  Jr.  . Chattanooga 

Hamilton — H.  C.  Darnall  Chattanooga 

Hamilton— J.  R.  Fancher Chattanooga 

Hamilton — Richard  V.  Fletcher  Chattanooga 

Hamilton — J.  L.  Hamilton  Chattanooga 

Hamilton- — F.  F.  Harris  Chattanooga 

Hamilton — Carl  A.  Hartung Chattanooga 

Hamilton — H.  D.  Hickey  Chattanooga 

Hamilton — J.  M.  Higginbotham Chattanooga 

Hamilton — H.  T.  Holden  Chattanooga 

Hamilton — Jos.  W.  Johnson,  Jr.  Chattanooga 

Hamilton — Howard  H.  Karr  Chattanooga 

Hamilton — Jos.  B.  Killebrew  Chattanooga 

Hamilton — J.  J.  Killeffer  Chattanooga 

Hamilton — P.  H.  Livingston  Chattanooga 

Hamilton — T.  A.  Lowery  Chattanooga 

Hamilton — E.  F.  McCall  Chattanooga 

Hamilton — Augustus  McCravey  Chattanooga 

Hamilton — Tim  J.  Manson  Chattanooga 

Hamilton — Richard  H.  Mellen  Chattanooga 

Hamilton — Paul  H.  Milton  Chattanooga 

Hamilton — Fay  B.  Murphey  Chattanooga 

Hamilton — E.  T.  Newell,  Jr. Chattanooga 
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Hamilton — Wm.  E.  North  Chattanooga 

Hamilton — R.  L.  Patterson  Chattanooga 

Hamilton — C.  Thomas  Read  Chattanooga 

Hamilton — W.  D.  L.  Record  Chattanooga 

Hamilton — E.  E.  Reisman,  Jr.  Chattanooga 

Hamilton — Gilbert  M.  Roberts  Chattanooga 

Hamilton — Robt.  C.  Robertson  Chattanooga 

Hamilton — T.  G.  Ross  Chattanooga 

Hamilton — Wm.  J.  Sheridan  Chattanooga 

Hamilton — M.  J.  Smith,  Jr.  Chattanooga 

Hamilton — Wm.  A.  Stem  Chattanooga 

Hamilton — John  A.  Steward  Chattanooga 

Hamilton — W.  Dean  Steward  Chattanooga 

Hamilton — Paul  R.  Swanson  Chattanooga 

Hamilton — Oliver  L.  Von  Canon  Chattanooga 

Hamilton- — J.  W.  Wilson,  Jr.  Chattanooga 

Hamilton — Robert  A.  Wise  Chattanooga 

Hamilton — J.  C.  Wright  Chattanooga 

Hardeman — Geo.  W.  Jackson  Bolivar 

Hardeman — Wiley  D.  Lewis  Bolivar 

Hardeman — M.  J.  Stewart Whiteville 

Hardin — C.  Whitman  Borg  Savannah 

Hardin — S.  L.  Stephenson,  Jr.  Savannah 

Hawkins — Charles  C.  Johnson  Pressmen’s  Home 
Hawkins — Landrum  Tucker  Rogersville 

Hawkins — A.  S.  Yates  Rogersville 

Haywood — Robert  C.  Berson  Brownsville 

Henderson — R.  M.  Conger  Lexington 

Henry — J.  W.  Didcoct  Paris 

Henry — Arthur  C.  Dunlap  Paris 

Henry — J.  C.  McKissick  Paris 

Henry — Geo.  H.  McSwain  Paris 

Jefferson — William  B.  Malcolm  Dandridge 

Jefferson — Frank  L.  Milligan  Jefferson  City 

Knox — A.  J.  Weber Bearden 

Knox — Malcolm  F.  Cobb  Concord 

Knox — B.  B.  Mitchell*  Fountain  City 

Knox — Charles  M.  Armstrong  Knoxville 

Knox — Spencer  Y.  Bell  Knoxville 

Knox — R.  G.  Brashear  Knoxville 

Knox — A.  M.  Carr  Knoxville 

Knox — E.  E.  Carrier Knoxville 

Knox— Jack  Chesney  Knoxville 

Knox — L.  W.  Chesney  Knoxville 

Knox — H.  S.  Christian  Knoxville 

Knox— H.  E.  Christenberry,  Jr.  Knoxville 

Knox — Sam  M.  Cooper  Knoxville 

Knox — Sam  P.  Davidson  Knoxville 

Knox — T.  P.  Day  Knoxville 

Knox — W.  A.  DeSautelle  Knoxville 

Knox — T.  B.  Drinnen*  Knoxville 

Knox— Horton  DuBard  Knoxville 

Knox — Richard  N.  Duffey  Knoxville 

Knox — J.  Gilbert  Eblen  Knoxville 

Knox — Jas.  B.  Ely  Knoxville 

Knox- — Frank  Faulkner  Knoxville 

Knox — Peter  J.  Flippin  Knoxville 

Knox — Glenn  D.  Grubb  Knoxville 

Knox — Geo.  G.  Henson  Knoxville 

Knox — Oliver  W.  Hill,  Jr.  Knoxville 

Knox — C.  R.  Huffman*  Knoxville 


*Deceased. 


Knox — C.  E.  Irwin  Knoxville 

Knox — Willard  J.  Irwin  Knoxville 

Knox — H.  H.  Jenkins  Knoxville 

Knox — J.  O.  Kennedy  Knoxville 

Knox — A.  H.  Lancaster  Knoxville 

Knox — R.  P.  Layman  Knoxville 

Knox — J.  H.  Lesher Knoxville 

Knox — J.  D.  McCullough  Knoxville 

Knox — Wm.  T.  McPeake  Knoxville 

Knox — J.  L.  Montgomery  Knoxville 

Knox — Wm.  S.  Muse  Knoxville 

Knox — E.  P.  Nicely  Knoxville 

Knox — Ralph  Nichols  Knoxville 

Knox — B.  M.  Overholt  Knoxville 

Knox — Jos.  B.  Parker,  Jr.  Knoxville  (Inskip) 

Knox — Robt.  F.  Patterson,  Jr.  Knoxville 

Knox — Herschel  Penn Knoxville 

Knox — Jarrell  Penn  Knoxville 

Knox — H.  L.  Pope Knoxville 

Knox — John  S.  Powers,  Jr.  Knoxville 

Knox — John  A.  Range Knoxville 

Knox — Jos.  L.  Raulston,  Jr.  Knoxville 

Knox — Hugh  C.  Reaves  Knoxville 

Knox — J.  W.  Riggs  Knoxville 

Knox — J.  S.  Ruffin,  Jr.  Knoxville 

Knox — J.  H.  Saffold  Knoxville 

Knox — A.  B.  Shipley  Knoxville 

Knox — P.  D.  Smith Knoxville 

Knox — J.  M.  Stockman  Knoxville 

Knox — Geo.  W.  Tharp  Knoxville 

Knox — Phil  Thomas  Knoxville 

Knox — Fred  West  Knoxville 

Knox — Jacob  M.  Williams  Knoxville 

Knox — Leon  J.  Willien  Knoxville 

Lake — W.  T.  Rainey  Tiptonville 

Lauderdale — J.  H.  Nunn Ripley 

Lauderdale — W.  Val  Sanford*  Ripley 

Lawrence — L.  C.  Harris,  Jr.  Lawrenceburg 

Lincoln — R.  E.  McCown  Fayetteville 

Lincoln — Ben  H.  Marshall  Fayetteville 

Lincoln — M.  C.  Woodfin  Fayetteville 

Lincoln — E.  S.  Leek  Petersburg 

Loudon — F.  E.  Hufstedler  Lenoir  City 

Loudon — Avery  Leeper  Lenoir  City 

McMinn — S.  B.  McClary,  Jr.  Etowah 

McMinn — A.  W.  Reeser  Athens 

McMinn — Lester  H.  Shields  Athens 

McNairy — T.  N.  Humphrey  Selmer 

McNairy — H.  0.  Mason  Adamsville 

Madison — L.  D.  Farragut  Bemis 

Madison — Roderick  C.  Webb  Bemis 

Madison — Everett  Archer  Jackson 

Madison — C.  H.  Brown Jackson 

Madison — -W.  B.  Camp Jackson 

Madison — William  Grant  Crook  Jackson 

Madison — J.  E.  Douglass  Jackson 

Madison — R.  S.  Hellmann  Jackson 

Madison — Frank  A.  Moore Jackson 

Madison — Roy  M.  Neudecker  Jackson 

Madison — Carl  Rogers  Jackson 

Madison — A.  R.  Taylor  Jackson 

Madison — J.  R.  Thompson,  Jr.  Jackson 

Madison — Charles  H.  Webb  Jackson 
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Madison — P.  E.  Wylie  Jackson 

Madison — Stevens  Byars  Mercer 

Marion — Russell  B.  James  South  Pittsburg 

Marshall — A.  L.  Cooper  Chapel  Hill 

Marshall — H.  B.  Disharoon*  Levvisburg 

Maury — W.  N.  Cook Columbia 

Maury— Robin  Lyles Columbia 

Maury— J.  B.  Miller  Columbia 

Maury— E.  K.  Provost  Columbia 

Monroe — D.  F.  Heuer,  Jr.  Sweetwater 

Monroe — R.  M.  Price  Sweetwater 

Montgomery — J.  A.  Culbertson Clarksville 

Montgomery — John  H.  Ledbetter,  Jr.  Clarksville 

Montgomery — Phillip  Lyle Clarksville 

Morgan — R.  A.  Steadman Wartburg 

Obion — Hal  E.  Bennett  Troy 

Obion — Edward  W.  Barksdull  Union  City 

Obion — R.  M.  Darnall  Union  City 

Obion — R.  G.  Latimer,  Jr.  Union  City 

Overton — H.  B.  Nevans  Livingston 

Pickett — Floyd  B.  Hay  Byrdstown 

Polk — Henry  S.  Harris  Benton 

Polk — J.  H.  Lillard  Benton 

Polk — H.  H.  Hyatt  Copperhill 

Putnam — H.  H.  Taylor  Cookeville 

Putnam — R.  L.  Akin  Monterey 

Roane — L.  A.  Ivilleffer  Harriman 

Roane — G.  D.  Schuessler  Oliver  Springs 

Roane — F.  Davis  Owings Rockwood 

Robertson — J.  C.  Lunderman Orlinda 

Robertson — W.  P.  Stone  Springfield 

Rutherford — Harvey  W.  Carter  Murfreesboro 

Rutherford — Thos.  G.  Gordon  Murfreesboro 

Sevier — John  A.  Conroy  Newton,  Mass. 

Sevier — Charles  E.  Pack,  Jr.  Sevierville 

Sevier — R.  M.  Perry  Sevierville 

Shelby — J.  H.  Adler  Memphis 

Shelby — R.  Roger  Anderson  Memphis 

Shelby — Chas.  G.  Andrews  Memphis 

Shelby — J.  M.  Aste  Memphis 

Shelby — Edward  R.  Atkinson  Memphis 

Shelby — Chas.  H.  Avent Memphis 

Shelby — William  Wallace  Aycock  Memphis 

Shelby — J.  C.  Ayres,  Jr.  Memphis 

Shelby — James  M.  Bethea  Memphis 

Shelby— Willard  A.  Barnes  Memphis 

Shelby — J.  D.  Biles,  Jr.  Memphis 

Shelby — Samuel  Blackwell  Memphis 

Shelby — W.  B.  Blaisdell,  Jr.  Memphis 

Shelby — W.  T.  Black,  Jr.  Memphis 

Shelby— R.  E.  Bland  (Col.)  Memphis 

Shelby — Philip  B.  Bleecker  Memphis 

Shelby — Geo.  M.  Bogardus Memphis 

Shelby — H.  0.  Boui’kard  Memphis 

Shelby — C.  G.  Bringle  Memphis 

Shelby — W.  T.  Braun,  Jr.  . Memphis 

Shelby — Joseph  A.  Buchignani  Memphis 

Shelby — J.  G.  Burd  Memphis 

Shelby — L.  L.  Carter  Memphis 

Shelby — A.  J.  Cates  Memphis 

Shelby — R.  E.  Ching  Memphis 

Shelby — J.  Hughes  Chandler  Memphis 
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Shelby — J.  M.  Chandler  Memphis 

Shelby — J.  M.  Chambers,  Jr.  Memphis 

Shelby — R.  B.  Chrisman,  Jr.  Memphis 

Shelby — Isaac  S.  Coe  Memphis 

Shelby — James  H.  Collins Memphis 

Shelby — John  Kerr  Crawford  Memphis 

Shelby — Phillip  T.  Crawford  Memphis 

Shelby — J.  A.  Crisler,  Jr.  Memphis 

Shelby — J.  A.  Danciger  Memphis 

Shelby — Floyd  M.  Davis  . Memphis 

Shelby — Chas.  J.  Deere Memphis 

Shelby — W.  F.  Dobyns  Memphis 

Shelby — John  M.  Dougall  Memphis 

Shelby — E.  S.  Eddins  . Memphis 

Shelby — C.  Barton  Etter  Memphis 

Shelby — J.  D.  Evans Memphis 

Shelby — M.  L.  Evans  Memphis 

Shelby — Taylor  Farrar  Memphis 

Shelby — Turley  Farrar  Memphis 

Shelby — Benj.  Fendler  Memphis 

Shelby — L.  F.  Ferrell  Memphis 

Shelby — B.  F.  Floyd  Memphis 

Shelby — Jos.  B.  Fowler  Memphis 

Shelby — Dale  E.  Fox  Memphis 

Shelby — Jos.  A.  Gardner,  Jr. Memphis 

Shelby — Geo.  E.  Gish Memphis 

Shelby — Fred  A.  Goldberg Memphis 

Shelby — L.  I.  Goldsmith  Memphis 

Shelby — David  W.  Goltman  Memphis 

Shelby — Jack  Goltman  Memphis 

Shelby — Paul  Hill  Goodman  Memphis 

Shelby — H.  B.  Gotten  Memphis 

Shelby — Nicholas  Gotten Memphis 

Shelby — H.  D.  Gray  Memphis 

Shelby — V.  A.  Hall  Memphis 

Shelby — J.  A.  Hanna  Memphis 

Shelby — Carl  M.  Harwell,  Jr.  Memphis 

Shelby — R.  D.  Henderson  Memphis 

Shelby — B.  S.  Henry  Memphis 

Shelby — A.  L.  Herring Memphis 

Shelby — C.  H.  Householder Memphis 

Shelby — John  L.  Houston  Memphis 

Shelby — Felix  A.  Hughes  Memphis 

Shelby — James  G.  Hughes  Memphis 

Shelby — John  D.  Hughes Memphis 

Shelby — Wm.  E.  Hurt  Memphis 

Shelby — Chas.  W.  Ingle  Memphis 

Shelby — Alvin  Ingram  Memphis 

Shelby — Harry  Johnson  Memphis 

Shelby — Albert  M.  Jones  Memphis 

Shelby — O.  N.  Jones  Memphis 

Shelby— W.  B.  Key  Memphis 

Shelby— John  C.  King  Memphis 

Shelby — Nathanial  W.  Kuykendall,  Jr.  Memphis 

Shelby — Chas.  K.  Lewis Memphis 

Shelby — Frank  Linn  Memphis 

Shelby — Chas.  M.  Lobrano  Memphis 

Shelby — D.  G.  Lockwood  Memphis 

Shelby — -J.  P.  Lockwood  Memphis 

Shelby— J.  P.  Long,  Jr.  Memphis 

Shelby — J.  H.  Lotz  Memphis 

Shelby — Wm.  M.  Lovejoy Memphis 

Shelby — Donald  A.  McCannel  Memphis 

Shelby — 0.  S.  McCown,  Jr.  Memphis 
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Shelby — J.  W.  McElroy  Memphis 

Shelby — Eugene  E.  McKenzie  Memphis 

Shelby — W.  F.  Mackey  Memphis 

Shelby — Wm.  Battle  Malone,  II  Memphis 

Shelby — Thomas  P.  Manigan Memphis 

Shelby — P.  M.  Markle  Memphis 

Shelby — Alfred  D.  Mason,  Jr Memphis 

Shelby — Wm.  P.  Maury,  Jr. Memphis 

Shelby — R.  A.  Miller  Memphis 

Shelby — R.  W.  Miller  . Memphis 

Shelby — E.  D.  Mitchell,  Jr.  Memphis 

Shelby — J.  C.  Mobley,  Jr.  Memphis 

Shelby — Moore  Moore,  Jr.  Memphis 

Shelby — Thos.  Lane  Moore,  Jr.  Memphis 

Shelby — William  Sivley  Moore  Memphis 

Shelby — J.  P.  Moss  Memphis 

Shelby — Henry  Moskowitz  Memphis 

Shelby — Francis  Murphey  Memphis 

Shelby — Van  A.  Odle Memphis 

Shelby — Bedford  T.  Otey  Memphis 

Shelby — Alfred  H.  Page Memphis 

Shelby — Wm.  H.  Parker Memphis 

Shelby — Ben  Pentecost  Memphis 

Shelby — J.  R.  Pepin  Memphis 

Shelby — M.  L.  Pepper  Memphis 

Shelby — V.  D.  Pettit  Memphis 

Shelby — Raymond  W.  Polk Memphis 

Shelby — G.  S.  Plog  Memphis 

Shelby — Ira  F.  Porter Memphis 

Shelby — Hugh  R.  Raines Memphis 

Shelby — S.  L.  Raines Memphis 

Shelby — R.  Beverley  Ray Memphis 

Shelby — L.  C.  Ramsay Memphis 

Shelby — Hal  S.  Rhea  Memphis 

Shelby — Chas.  G.  Robinson Memphis 

Shelby — Wm.  A.  Runkle Memphis 

Shelby — Wm.  T.  Satterfield  Memphis 

Shelby — Schayel  Scheinberg Memphis 

Shelby — Lee  Jess  Seargeant,  Jr. Memphis 

Shelby — Lawrence  L.  Sebulsky Memphis 

Shelby — E.  C.  Segerson Memphis 

Shelby — J.  L.  Shaw  Memphis 

Shelby — Hugh  Smith Memphis 

Shelby — P.  A.  Statile  Memphis 

Shelby — S.  D.  Sullenberger Chattanooga 

Shelby — Bryant  S.  Swindoll  Memphis 

Shelby — B.  S.  Talley Memphis 

Shelby — R.  C.  Taylor  Memphis 

Shelby — M.  J.  Tendler  ......  Memphis 

Shelby — W.  M.  Tipton Memphis 

Shelby — A.  B.  Tripp  Memphis 

Shelby — I.  F.  Tullis,  Jr. Memphis 

Shelby — C.  F.  Varner Memphis 

Shelby— Jack  Viscofsky Memphis 

Shelby — R.  A.  Wallace Memphis 

Shelby — T.  L.  Waring  Memphis 

Shelby — 0.  S.  Warr,  Jr. Memphis 

Shelby — W.  W.  Watkins Memphis 

Shelby — J.  E.  Watson,  Jr. Memphis 

Shelby — Julian  K.  Welch,  Jr Memphis 

Shelby — S.  I.  Wener Memphis 

Shelby — Horace  G.  Williams  Memphis 

Shelby — W.  L.  Wilhelm Memphis 


Shelby — Harwell  Wilson  Memphis 

Shelby — John  M.  Wilson  Memphis 

Shelby — J.  E.  Wilson  Memphis 

Shelby — C.  Frank  Yates  Memphis 

Sullivan — J.  W.  Erwin  Blountville 

Sullivan — W.  C.  Carreras  Bristol 

Sullivan — Tom  Kuhnert  Bristol 

Sullivan — John  Marcy  Bristol 

Sullivan — G.  W.  McCall  Bristol 

Sullivan — B.  W.  Mongle  Bristol 

Sullivan — L.  B.  Snapp,  II  Bristol 

Sullivan — Myron  J.  Adams  Kingsport 

Sullivan — F.  L.  Alloway  Kingsport 

Sullivan — R.  W.  Asthalter  Kingsport 

Sullivan — H.  O.  Bolling  Kingsport 

Sullivan — R.  H.  Brown  Kingsport 

Sullivan — H.  S.  Burem  Kingsport 

Sullivan — John  B.  Hamilton  Kingsport 

Sullivan — B.  Roy  Howard  Kingsport 

Sullivan — K.  R.  Kiesau  Kingsport 

Sullivan — M.  D.  Massengill,  Jr.  Kingsport 

Sullivan — J.  F.  Morton  Kingsport 

Sullivan — R.  G.  Nichols  Kingsport 

Sumner — P.  M.  Huggin  Gallatin 

Sumner — Benjamin  A.  Warren  Gallatin 

Tipton — N.  L.  Hyatt Covington 

Tipton — J.  S.  Ruffin,  Jr. Covington 

Tipton — O.  J.  Swisher Covington 

Unicoi — R.  H.  Harvey Erwin 

Unicoi — W.  C.  Humbert Erwin 

Unicoi — H.  L.  Monroe Erwin 

Union — Norman  H.  Rucker Luttrell 

Washington — C.  M.  Creech  Johnson  City 

Washington — H.  B.  Fuqua  Johnson  City 

Washington — C.  S.  Gresham  Johnson  City 

Washington — W.  D.  Hankins  Johnson  City 

Washington — Harry  Myron,  Jr.  Johnson  City 

Washington — W.  L.  Poole  Johnson  City 

Washington — W.  G.  Preas Johnson  City 

Washington — Hugh  F.  Swingle  Johnson  City 

Washington — Charles  P.  Wofford  Johnson  City 

Washington — H.  B.  Cupp  Mountain  Home 

Washington — John  Busey Mountain  Home 

Washington— Ernest  Marcus Mountain  Home 

Weakley — Paul  W.  Wilson  Dresden 

Weakley — Madison  H.  Buckley  Martin 

Williamson — Harry  J.  Guffee  Franklin 

Williamson — W.  F.  Roth,  Jr.  . Franklin 

Wilson — 0.  R.  Hill  Lebanon 

Wilson — James  McFarland,  Jr.  Lebanon 

Wilson — W.  K.  Tilley  Lebanon 

DOCTORS  WHO  APPLIED  FOR  COMMISSIONS, 
BUT  REJECTED  ON  PHYSICAL  GROUNDS 
Anderson — Trent  0.  Huff  Clinton 

Anderson — A.  J.  Butler  Clinton 

Carter — John  L.  Chesnut  Elizabethton 

Carter — E.  T.  Pearson Elizabethton 

Coffee — Wm.  M.  Minnis  Manchester 

Davidson — Carl  E.  Adams  Nashville 

Davidson — E.  E.  Anderson  Donelson 

Davidson — Joe  E.  Sutherland  Madison  College 

Davidson — J.  J.  Ashby Nashville 

Davidson — Edward  H.  Barksdale  Nashville 
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Davidson — Lynch  D.  Bennett  Nashville 

Davidson — John  M.  Boylin  Nashville 

Davidson — James  L.  Fuqua  Nashville 

Davidson — David  W.  Hailey  Nashville 

Davidson — William  Palmer  Hardy  Nashville 

Davidson — Andrew  N.  Hollabaugh  Nashville 

Davidson — Thos.  M.  Jordan  Nashville 

Davidson — Carl  Kirchmaier Nashville 

Davidson — G.  Sydney  McClellan  Nashville 

Davidson — Wm.  F.  Orr Nashville 

Davidson — James  C.  Overall  Nashville 

Davidson — James  N.  Owens Nashville 

Davidson — Don  C.  Peterson  Nashville 

Davidson— Paul  E.  Purks  Nashville 

Davidson — Jas.  S.  Reed  Nashville 

Davidson — Eugene  M.  Regen Nashville 

Davidson — S.  S.  Riven  Nashville 

Davidson — Trimble  Sharber Nashville 

Davidson — T.  Emerson  Simpkins  Nashville 

Davidson — D.  W.  Smith  Nashville 

Davidson — Herman  Spitz  Nashville 

Davidson — Albert  Weinstein  Nashville 

Davidson — 0.  L.  Westbrooks  (Col.)  Nashville 

Davidson — Eston  D.  White  Nashville 

Davidson — W.  W.  Wilkerson,  Jr.  Nashville 

Davidson — V.  J.  Wong  Nashville 

Davidson — J.  H.  Solomon  Old  Hickory 

Franklin — Jeff  C.  Moore  Winchester 

Gibson — Chas.  W.  Davis  Humboldt 

Gibson — Henry  N.  Moore  Milan 

Gibson— F.  A.  Taylor  Trenton 

Greene — John  A.  Brabson  Greeneville 

Hamblen — Y.  A.  Jackson  Morristown 

Hamblen — Maxwell  D.  Raine  Morristown 

Hamilton — Justin  0.  Adams  Chattanooga 

Hamilton— William  D.  Anderson  Chattanooga 

Hamilton — Wesley  A.  Barton Chattanooga 

Hamilton — William  Ross  Buttram  Chattanooga 
Hamilton — Erwin  M.  Funderburk  Chattanooga 

Hamilton — Orville  C.  Gass Chattanooga 

Hamilton — Foster  Hampton,  Jr.  Chattanooga 

Hamilton — John  W.  Hocker Chattanooga 

Hamilton — D.  Isbell  Chattanooga 

Hamilton — D.  B.  Karr  Chattanooga 

Hamilton — Geo.  E.  Lacy Chattanooga 

Hamilton — Hugh  B.  Magill  Chattanooga 

Hamilton — J.  G.  McMillan  Chattanooga 

Hamilton — Fred  E.  Marsh  Chattanooga 

Hamilton — J.  R.  Martin  Chattanooga 

Hamilton — 0.  B.  Murray  Chattanooga 

Hamilton — Clarence  Shaw  Chattanooga 

Hamilton— H.  J.  Starr  Chattanooga 

Hamilton — W.  E.  Van  Order Chattanooga 

Hamilton — J.  J.  Word  Chattanooga 

Hamilton — P.  H.  Dietrich  Ooltewah 

Hardeman — Aubrey  Richards Whiteville 

Hawkins — John  E.  Kite,  Jr. Bulls  Gap 

Henry — Barton  McSwain  Paris 

Knox — Troy  P.  Bagwell Knoxville 

Knox — Charles  W.  Black Knoxville 

Knox — William  E.  Clark Knoxville 

Knox — Earl  Donathan  Knoxville 

Knox — Roy  Fisher  Knoxville 


Knox — Louis  E.  Haun  Knoxville 

Knox — John  R.  Hill  Knoxville 

Knox — Geo.  T.  Howard  Knoxville 

Knox — George  L.  Inge  Knoxville 

Knox — Edwin  E.  Miller  Knoxville 

Knox — John  Moore  Knoxville 

Knox — Owen  D.  Moore  Knoxville 

Knox — Joel  C.  Morris  Knoxville 

Knox — Bruce  R.  Powers  Knoxville 

Knox — Chas.  C.  Smeltzer  Knoxville 

Knox — V.  I.  Smith Knoxville 

Knox — Geo.  M.  Trotter Knoxville 

Knox — Richard  G.  Waterhouse Knoxville 

Knox — V.  M.  Williger Knoxville 

Lawrence — V.  H.  Crowder  Lawrenceburg 

Lawrence — W.  0.  Crowder Lawrenceburg 

Loudon — J.  P.  Cullum  Lenoir  City 

Madison — Glenn  D.  Batten Jackson 

Madison — Leland  M.  Johnston  Jackson 

Madison — John  C.  Pearce  Jackson 

Madison — Alvin  Rosenbloom  Jackson 

Marshall — J.  T.  Gordan  Lewisburg 

Maury — H.  C.  Busby  Columbia 

Maury — Leon  S.  Ward Mt.  Pleasant 

Montgomery — B.  H.  Webster Clarksville 

Morgan — Wm.  E.  Gallion Oakdale 

Robertson — Raymond  H.  Hirsch  Whitehouse 

Robertson — J.  E.  Wilkison  Springfield 

Sevier — R.  A.  McCall  Sevierville 

Sevier — J.  Myron  Mittleman  Sevierville 

Shelby — Jacob  Alperin  Memphis 

Shelby — H.  E.  Atherton  Memphis 

Shelby — George  B.  Bland  Memphis 

Shelby — Harold  B.  Boyd  Memphis 

Shelby — James  T.  Bridges  Memphis 

Shelby — Davis  L.  Brown Memphis 

Shelby — Samuel  Bryan  Memphis 

Shelby — W.  D.  Burkhalter  Memphis 

Shelby — Chas.  H.  Carter Memphis 

Shelby — Peter  J.  Cavallo  Memphis 

Shelby — E.  D.  Connell  Memphis 

Shelby — Jewell  M.  Dorris Memphis 

Shelby — George  C.  Furr  Memphis 

Shelby — H.  Wm.  Greenburgh Memphis 

Shelby — A.  J.  Grobmyer,  Jr. Memphis 

Shelby — Robert  M.  Gross  . . . . Memphis 

Shelby — Chas.  Wm.  Harting Memphis 

Shelby— H.  J.  Jacobson  Memphis 

Shelby — Lyman  Kasselberg Memphis 

Shelby — Robert  A.  Knight Memphis 

Shelby — Phil  M.  Lewis  Memphis 

Shelby — Frank  O.  McGehee  Memphis 

Shelby — C.  H.  McKay  Memphis 

Shelby — Jas.  W.  McKinney  Memphis 

Shelby — Oliver  S.  Matthews Memphis 

Shelby — Leroy  H.  Mayfield  Memphis 

Shelby — C.  Wilson  Moore  Memphis 

Shelby — Swan  B.  Moss  Memphis 

Shelby — Thos.  C.  Moss  Memphis 

Shelby — Roland  H.  Myers Memphis 

Shelby — Charles  M.  Oberschmidt  Memphis 

Shelby — Donald  W.  Oelker  Memphis 

Shelby — Chas.  B.  Olim  Memphis 


June,  1944 


TENNESSEE  DOCTORS  AND  THE  MILITARY  SERVICE 


201 


Shelby — Leo  F.  Pierotti  Memphis 

Shelby — Michael  J.  Roach,  Jr.  Memphis 

Shelby — Jesse  M.  Roy  Memphis 

Shelby — R.  0.  Rychener  Memphis 

Shelby — Arthur  R.  Sample  Memphis 

Shelby — David  E.  Scheinberg  Memphis 

Shelby — Phillip  C.  Schreier  Memphis 

Shelby — Jos.  S.  Stabnick  Memphis 

Shelby — E.  A.  Stanfield,  Jr.  Memphis 

Shelby — 0.  B.  Stegall  Memphis 

Shelby — Edwin  M.  Stevenson  . . . . Memphis 
Shelby — W.  W.  Taylor  Memphis 

Shelby — John  E.  Whiteleather  Carthage 

Smith — L.  R.  Sloan  Carthage 

Sullivan — Wm.  H.  Chappell  Kingsport 

Sullivan — W.  A.  Wiley  Kingsport 

Washington — John  McL.  Adams  Johnson  City 
Washington — J.  R.  Bowman  Johnson  City 

Washington — T.  P.  McKee  Johnson  City 

Washington — John  F.  Moore  Johnson  City 

Washington — G.  V.  Stanton  Limestone 

Washington — H.  W.  Crouch  Mountain  Home 

Weakley — R.  W.  Brandon,  Jr.  Greenfield 

Weakley— M.  D.  Ingram  Dresden 

Williamson — R.  H.  Hutcheson  Franklin 


PHYSICIANS  HONORABLY  DISCHARGED 
FROM  SERVICE 


Chester — Hunter  Steadman  Henderson 

Cocke — Thos.  L.  Harvey Newport 

Fayette — D.  L.  Brint  Bolivar 

Gibson — J.  0.  Barker  Trenton 

Hamblen — M.  J.  Bellaire  Morristown 

Hamblen — R.  A.  Purvis  Morristown 

Hamilton — H.  P.  Hewitt Chattanooga 

Hickman — Wm.  L.  Phillips  Centerville 

Knox — P.  H.  Cardwell  Knoxville 

Knox — Frank  0.  Nichols  Knoxville 

Madison — Henry  H.  Herron  Jackson 

McMinn — H.  C.  Miles  Etowah 

Rutherford — R.  C.  Van  Hook  Auburntown 

Rutherford — J.  K.  Kaufman Murfreesboro 

Shelby — J.  M.  Brockman  Memphis 

Shelby — Harold  Feinstein  Memphis 

Shelby — R.  A.  Hennessey  Memphis 

Shelby — J.  E.  Holmes Memphis 

Shelby — G.  E.  Paullus,  Jr.  Memphis 

Sullivan- — Paul  W.  Cox  Kingsport 

Sullivan — Bruce  W.  Mongle  Bristol 

Wayne — Dexter  L.  Woods  Waynesboro 
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EDITORIAL 


Organized  Labor  and  the  Wagner-Mur- 
ray-Dingell  Bill 

According  to  a story  that  appeared  in 
the  New  York  Times  under  date  of  May 
12,  1944,  the  International  Labor  Confer- 
ence, held  in  New  York  recently,  voted  over- 
whelmingly for  the  adoption  of  a resolution 
recommending  that  member  governments 
provide  for  cradle-to-grave  socialized  medi- 
cine. The  resolution  recommended  that 
“complete  preventive  and  curative  care 
should  be  available  at  any  time  and  place 
to  all  members  of  the  community  covered 
by  the  service,  on  the  same  condition,  with- 
out hindrance,  or  barrier  of  an  administra- 
tive, financial  or  political  nature,  or  other- 
wise unrelated  to  health  matters.  The  care 
afforded  should  comprise  both  general  prac- 
titioner and  specialist  out-and-in  patient 
care,  including  domiciliary  visiting;  dental 
care;  nursing  care  at  home  or  in  hospital 
or  other  medical  institutions ; the  care  given 
by  qualified  midwives  and  other  maternity 
services  at  home  or  in  hospital;  mainte- 
nance in  hospitals,  convalescent  homes,  san- 
atoria or  other  medical  institutions;  and  so 
far  as  possible  with  the  requisite  dental, 
pharmaceutical  and  other  medical  or  sur- 
gical supplies,  including  artificial  limbs, 
and  the  care  furnished  by  such  other  pro- 


fessions as  may  at  any  time  be  legally  rec- 
ognized as  belonging  to  the  allied  profes- 
sions. All  care  and  supplies  should  be 
available  at  any  time  and  without  time 
limit,  when  and  as  long  as  they  are  needed, 
subject  only  to  the  doctor’s  judgment  and 
to  such  reasonable  limitations  as  may  be 
imposed  by  the  technical  organizations  of 
the  service.” 

The  medical  profession  would  not  ques- 
tion the  fact  that  laymen  and  organizations 
of  laymen  have  a right  to  be  and  are  con- 
cerned about  this  question  of  medical  care. 
Certainly  no  one  should  question  the  right 
of  doctors  to  express  an  opinion  on  the 
wisdom  and  propriety  of  plans  offered  for 
operation  in  the  field  of  medical  care.  If 
it  is  conceded  that  doctors  are  as  capable 
and  patriotic  as  other  American  citizens 
certainly  their  opinions  on  this  question  of 
medical  care  should  carry  more  weight  than 
the  opinions  of  people  who  are  without  ex- 
perience in  their  field. 

It  must  be  remembered  that  those  who 
wish  to  establish  communism  in  the  United 
States  were  advised  by  Mr.  Lenin  before 
his  death  that  this  process  should  be  ac- 
complished “by  degrees” — that  communiza- 
tion  should  be  applied  to  some  one  portion 
of  the  activities  of  people  and  then  to  an- 
other, and  so  on,  until  the  whole  of  the 
nation  becomes  communistic. 

It  cannot  be  denied  that  the  communiza- 
tion  of  medical  care  is  the  principal  purpose 
of  some  of  the  proposals  that  have  been 
advanced  in  connection  with  cradle-to-grave 
medical  care. 

The  term  “socialized  medicine”  simply 
does  not  apply  to  some  of  these  proposals. 
The  words  “communized  medicine”  do  not 
apply  to  them. 

The  socialization  of  medicine  was  ac- 
complished, in  large  measure,  by  the  med- 
ical profession  itself  within  the  framework 
of  a free  enterprise  and  without  doing  vio- 
lence to  the  freedom  of  the  individual. 

Communistic  medicine  is  another  thing 
entirely.  Under  it  the  patient  and  the  doc- 
tor both  lose  their  freedom. 

Doctors  are  opposed  to  communistic  med- 
icine. 

Those  who  are  opposed  to  communism 
should  think  pretty  straight  on  the  fact 
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that  if  communism  is  necessary  to  accom- 
plish the  highest  and  best  in  medical  care, 
then  it  must  be  adopted  for  food,  cloth- 
ing, and  shelter.  There  are  four  funda- 
mental necessities  of  life  at  the  present 
time.  They  are  food,  clothing,  shelter,  and 
medical  care.  If  communism  is  applied  to 
medical  care,  then  it  should  be  applied  to 
all  the  business  related  to  the  other  four 
necessities.  The  same  arguments  which 
justify  its  adoption  in  one  will  justify  its 
adoption  in  all.  So,  in  its  final  analysis, 
the  issue  raised  by  several  of  those  pro- 
posals is  communism  in  medicine. 

Those  who  favor  communism  should  sup- 
port communism  in  medicine.  Those  who 
are  opposed  to  communism  cannot  support 
communism  in  medicine  with  the  idea  it 
will  stop  there.  No,  that  will  be  the  first 
major  step  toward  communism  as  a whole. 
Let  no  one  be  deceived. 


A Statement  by  the  American  Bar 
Association 

The  following  statement  issued  by  the 
American  Bar  Association  is  worthy  of 
careful  attention: 

WHAT  OTHERS  THINK,  IV 
The  American  Bar  Association  has  re- 
leased the  report  of  its  special  committee 
to  study  the  portions  of  the  Wagner-Murray 
bill  relating  to  federal  control  and  regula- 
tion of  medical  practice  and  hospitalization. 
This  report  considers  in  detail  the  provi- 
sions and  implications  of  S.  1161,  and  fills 
thirty-five  double-spaced  typewritten  pages. 

The  following  summary  has  been  taken 
from  the  last  two  pages  of  the  report: 
“The  American  Bar  Association  is  lim- 
ited to  an  expression  of  opinion  and  judg- 
ment with  respect  to  those  fields  which 
relate  to  the  administration  of  justice  and 
which  directly  affect  the  safeguards  and 
protection  of  the  rights  and  liberties  of  the 
citizens  of  this  country.  Under  normal  cir- 
cumstances, therefore,  it  is  not  the  function 
of  this  association  to  attempt  to  influence 
substantive  legislation  by  the  Congress  of 
the  United  States.  But  when  under  the 
pretext  of  the  general  welfare  legislation 
is  proposed  in  Congress  which  either  in- 
advertently or  with  deliberate  subtlety  con- 


stitutes a direct  attack  on  the  rights  and 
liberties  of  the  citizens  of  this  country,  it 
becomes  the  duty  of  this  association  ac- 
tively to  voice  its  objections,  a summary  of 
which  is  as  follows: 

“1.  Local  self-government  must  be  pre- 
served in  our  federal  system.  State  gov- 
ernments directly  responsible  to  the  will  of 
the  people  are  best  adapted  to  exercise 
such  supervisory  conti’ol  as  may  be  insti- 
tuted over  the  health  and  medical  care  of 
our  citizens. 

“2.  S.  1161  seeks  to  invest  in  the  Surgeon 
General,  who  is  not  an  elected  servant  of 
the  people  and  who  is  not  amenable  to 
their  will,  the  power  arbitrarily  to  make 
rules  and  regulations  having  the  force  and 
effect  of  law  which  directly  affect  every 
home. 

“3.  The  measure  furnishes  the  instru- 
mentality by  which  physicians  for  their 
practice,  hospitals  for  their  continued  exist- 
ence, and  citizens  for  their  health  and  that 
of  their  families  can  be  made  to  serve  the 
purposes  of  a federal  agency. 

“4.  The  bill  fails  to  safeguard  the  rights 
of  patients,  citizens,  hospitals,  or  doctors 
with  respect  to  disputes  arising  or  rights 
denied  through  the  arbitrary  or  capricious 
action  of  one  man. 

“5.  The  bill  fails  to  provide  for  any  ap- 
peal to  any  court  from  the  action  of  the 
Surgeon  General. 

“6.  The  vicious  system  whereby  adminis- 
trative officials  judge  without  court  review 
the  actions  of  their  subordinates  in  carry- 
ing out  orders  issued  to  them  is  extended 
in  this  bill  to  a point  foreign  to  our  system 
of  government  and  incompatible  with  the 
adequate  protection  of  the  liberties  of  the 
people.” 

The  Constitution  of  the  United  States  is 
designed  to  protect  the  citizens  of  this  re- 
public in  the  exercise  of  the  rights  of  free- 
men. The  provisions  of  that  instrument 
can  be  rendered  impotent,  when  our  citi- 
zens, for  the  sake  of  an  apparent  immediate 
benefit,  surrender  to  their  government  such 
direct  control  over  their  lives  that  govern- 
ment, by  imposing  a constant  fear  upon 
them  of  having  those  benefits  withheld  or 
withdrawn,  can  compel  from  them  obedi- 
ence and  subservience  to  its  dictates. 
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A Bill  to  Place  All  the  Medical  Ac- 
tivities in  the  Federal  Government 
in  One  Single  Department 
The  United  States  Public  Health  Service 
was  established  a long  time  ago  to  function 
in  the  field  of  preventive  medicine  and 
public  health.  In  recent  years  public  health 
and  medical  care  functions  of  various  sorts 
have  been  established  in  various  bureaus 
and  departments  of  the  federal  government. 
A notable  example  is  the  Children’s  Bureau 
in  the  Department  of  Labor,  the  adminis- 
tration of  the  program  for  obstetric  care 
of  wives  of  soldiers  of  certain  classes,  etc. 

Recently  a bill  was  introduced  by  Con- 
gressman A.  L.  Miller  of  Nebraska,  which 
provides  that  all  these  health  activities  be 
placed  in  one  department  of  the  federal 
government.  This  bill  deserves  the  sup- 
port of  the  medical  profession  and  the  en- 
tire membership  of  Congress. 

That  all  these  medical  activities  should 
be  in  one  department  of  the  federal  gov- 
ernment is  too  obvious  to  need  elaborate 
argument.  Doubtless  there  will  be  violent 
opposition  to  the  bill,  however,  because 
there  are  too  many  people  with  lucrative 
jobs  in  these  several  different  departments 
and  bureaus  for  this  bill  to  pass  without 
opposition. 


DEATHS 


Dr.  Wm.  Henry  Sullivan 

Dr.  Wm.  Henry  Sullivan,  Cleveland; 
Chattanooga  Medical  College,  1899 ; died 
January  15,  1944,  from  coronary  throm- 
bosis. 


NEWS  NOTES  AND  COMMENTS 


A Greatly  Enlarged  Program  of  the 
National  Foundation  for  Infan- 
tile Paralysis 

A greatly  enlarged  program  of  prepara- 
tions to  combat  epidemics  of  infantile  paral- 
ysis that  may  occur  this  year  has  been 
launched  by  the  National  Foundation  for 
Infantile  Paralysis  in  cooperation  with 


state  and  local  health  authorities  in  vari- 
ous parts  of  the  nation,  it  was  disclosed 
by  Basil  O’Connor,  president  of  the  Na- 
tional Foundation. 

Mr.  O’Connor’s  statement  was  issued 
from  the  Hotel  Waldorf-Astoria  as  the 
semiannual  meeting  of  medical  advisers  of 
the  National  Foundation  got  under  way 
there  for  a two-day  session.  The  Na- 
tional Foundation’s  thirty-eight  medical  ad- 
visers, men  eminent  in  such  fields  as  virol- 
ogy, orthopedics,  pediatrics,  epidemiology, 
physiology,  neurology,  and  public  health, 
not  only  consider  applications  for  new 
grants  and  appropriations  for  advancing 
the  foundation’s  scientific  research  pro- 
gram, but  also  advise  the  National  Foun- 
dation in  its  preparations  to  meet  epi- 
demics and  to  care  for  the  patients  who 
are  stricken. 

“No  one  can  predict  what  will  happen 
in  1944,  but  we  must  be  prepared  for  any 
eventuality,  both  as  a national  health  meas- 
ure and  as  a wartime  necessity,”  said  Mr. 
O’Connor. 

“The  precautionary  steps  taken  last  year 
by  the  National  Foundation  and  health  au- 
thorities were  of  great  benefit  when  this 
nation  suffered  its  third  worst  epidemic  of 
poliomyelitis,  with  12,404  cases  reported. 
One  of  the  outgrowths  of  the  1943  outbreak 
was  the  expansion  of  the  National  Founda- 
tion’s program  for  1944,  especially  for 
training  personnel  in  the  Kenny  method  of 
treatment. 

“Infantile  paralysis  is  unpredictable.  No 
one  can  forecast  the  future  with  any  de- 
gree of  accuracy.  But  there  is  one  thing 
we  do  know — there  most  likely  will  be  epi- 
demic outbreaks  of  the  disease  somewhere 
in  the  United  States  in  1944.” 

These  preparations  include  placing  of 
respirators  at  strategic  locations  through- 
out the  nation,  ascertaining  hospital  facili- 
ties for  acute  and  convalescent  care;  de- 
termining how  many  doctors,  nurses,  and 
technicians  are  available ; surveying  such 
transportation  facilities  as  ambulances  and 
other  vehicles  and  the  personnel  available 
to  man  them ; ascertaining  diagnostic  and 
laboratory  facilities;  and  also  the  prepara- 
tion of  material  and  equipment,  including 
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wool  for  use  in  the  modern  hot-pack  treat- 
ment. 

As  a result  of  the  National  Foundation’s 
program  for  training  personnel  in  the 
Kenny  method  of  treatment,  there  are  now 
many  hundreds  of  doctors,  nurses,  and 
physical  therapy  technicians  prepared  to 
administer  that  treatment,  and  thousands 
of  others  are  familiar  with  it,  Mr.  O’Connor 
pointed  out. 

He  said  that  conferences  already  have 
been  held  between  foundation  officials  and 
health  authorities  in  various  parts  of  the 
country  and  that  such  meetings  will  be  con- 
tinued. Polio  usually  starts  its  upward 
swing  in  June  and  reaches  its  peak  in  Sep- 
tember. 


The  Course  in  Surgical  Diagnosis 
The  postgraduate  course  in  surgical  diag- 
nosis has  just  closed  with  another  circuit  in 
South  Middle  Tennessee  which  included  the 
following  centers  with  average  percentage 
of  attendance: 


No. 

Aver.  % of 

Center 

Enrolled 

Attendance 

Winchester 

7 

80 

Shelbyville 

10 

90 

Murfreesboro 

14 

87 

Meharry 

24 

83 

McMinnville 

8 

85 

Total 

63 

Aver.  85 

Immediately  following  the  close  of  the 
above  circuit  Doctor  Branch  took  up  his 
residence  in  Cumberland  State  Park  at 
Crossville,  Tennessee,  and  opened  with  a 
circuit  in  the  North  Cumberland  Mountains 
for  the  summer  in  the  centers  of  Crossville, 
Cookeville,  Carthage,  and  Harriman.  Car- 
thage included  the  previous  center  of  Leb- 
anon, where,  because  of  the  war  situation 
and  reduction  in  doctor  population  in  Wil- 
son County,  the  doctors  of  Lebanon  readily 
agreed  to  come  to  Carthage.  It  is  con- 
templated that  the  center  will  be  reestab- 
lished again  at  Lebanon  following  the  war. 
Attendance  in  the  centers  for  the  course 
now  in  progress  for  the  North  Cumberland 
area  is  as  follows: 

Center  No.  Enrolled 

Crossville  14 

Cookeville  18 


Carthage 

14 

Harriman 

15 

Total 

61 

The  usual  popular  approval  and  acclaim 
has  been  registered  by  physicians  in  both 
these  areas  over  the  course  being  given 
by  Doctor  Branch.  Many  express  regret 
at  the  tenth  lecture  in  spite  of  wartimes 
and  pressure  of  practice  that  the  course  is 
closing,  and  some  frankly  state  they  wish 
the  course  could  go  on  endlessly.  In  some 
instances  County  Medical  Societies  have 
taken  advantage  of  these  courses  and  have 
their  business  meetings  in  connection  with 
the  sessions  of  this  course  while  it  is  func- 
tioning in  their  county.  Those  in  charge  of 
this  program  have  gladly  cooperated  and 
encouraged  such  sessions,  since  it  is  a part 
of  the  program  contributing  to  the  best 
interests  of  organized  medicine.  Many  an- 
nual dues  for  County  and  State  Medical 
Societies  and  American  Medical  Association 
have  been  collected  during  these  meetings. 

Physicians  will  be  interested  to  know  that 
the  Postgraduate  Committee  is  again  in 
correspondence  with  the  Commonwealth 
Fund  and  has  already  filed  an  application 
for  a two-year  instruction  program  in  gyn- 
ecology, stressing  the  medical  phase  of  of- 
fice practice  in  this  important  field.  The 
foundation  has  advised  that  the  matter  of 
the  Tennessee  application  will  be  placed 
before  their  board  of  directors  at  their  June 
meeting.  Before  the  end  of  June,  they 
will  notify  the  committee  of  their  decision. 
Thus  far  the  application  has  received  favor- 
able comments  by  staff  of  the  foundation. 
A great  many  physicians  throughout  the 
state  have  expressed  an  earnest  desire  that 
the  next  postgraduate  study  be  in  the  field 
of  gynecology. 

L.  W.  Kibler, 

Field  Director. 


Dr.  W.  T.  Wootton,  Hot  Springs  National 
Park,  Arkansas,  was  elected  president-elect 
at  the  Richmond  meeting  in  November, 
1942,  and  was  installed  president  at  the 
meeting  in  Cincinnati  last  November.  Doc- 
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tor  Wootton  died  at  St.  Luke’s  Hospital  in 
St.  Louis  of  an  embolism  on  Tuesday  eve- 
ning, May  2.  The  funeral  was  held  from 
the  First  Presbyterian  Church  in  Hot 
Springs  on  Friday  afternoon  following. 
Internment  was  in  the  family  plot  in  the 
Hot  Springs  cemetery. 

It  will  be  recalled  that  the  meeting  in 
Cincinnati  last  November  was  a Kentucky 
meeting,  the  Campbell-Kenton  County  Med- 
ical Society  of  Kentucky  being  the  host. 
The  local  committees  for  carrying  forward 
that  successful  meeting  were  made  up  of 
members  of  the  Campbell-Kenton  Society, 
Dr.  James  A.  Ryan  of  Covington  being  the 
general  chairman.  At  the  meeting  in  Cin- 
cinnati the  association  elected  Dr.  Ryan  as 
vice-president.  The  constitution  and  by- 
laws provide  that  upon  the  death  of  the 
president  the  vice-president  succeeds  to 
that  oifice.  Doctor  Ryan  is  now  president 
of  the  association,  his  term  expiring  with 
the  St.  Louis  meeting  in  November.  He 
will  preside  at  the  St.  Louis  meeting. 

SOUTHERN  MEDICAL  ASSN. 

C.  P.  Loranz,  Secretary-Manager. 
Birmingham,  Alabama,  May  15,  1944. 


Dr.  J.  Mansfield  Bailey  announces  the 
opening  of  his  new  clinic,  formerly  the 
Bunch  Clinic,  at  2629  Gallatin  Road,  Nash- 
ville. 


NEWS  FROM  AND  ABOUT 
TENNESSEE  DOCTORS  IN 
THE  MILITARY  SERVICE 


Captain  W.  W.  Watkins  has  been  trans- 
ferred from  the  A.  A.  F.  Regional  Station 
Hospital,  Greensboro,  North  Carolina,  to 
Station  Hospital,  Chanute  Field,  Illinois. 

Captain  Wiley  D.  Lewis  of  Station  Hos- 
pital, Fort  McClellan,  Alabama,  is  now  lo- 
cated at  the  154th  General  Hospital,  Camp 
Wheeler,  Georgia. 

Major  James  A.  Loveless  has  been  trans- 
ferred to  the  Office  of  the  Surgeon,  Fourth 
Service  Command,  Grant  Building,  Atlanta, 
Georgia,  as  venereal  disease  control  officer 
of  that  command. 

Lieutenant  Colonel  Arthur  J.  Sutherland 


and  Captain  Douglas  Chamberlain  have 
forwarded  their  overseas  addresses  to  this 
office. 

Dr.  Frank  A.  Moore  of  Jackson,  Tennes- 
see, serving  with  the  Fifteenth  Army  Air 
Force,  has  been  promoted  from  the  rank  of 
major  to  the  rank  of  lieutenant  colonel.  His 
wife,  Mrs.  Grace  W.  Moore,  resides  at  535 
Lambuth  Boulevard,  Jackson,  Tennessee. 


MEDICAL  SOCIETIES 


Davidson  County: 

May  16 — The  meeting  was  held  in  the 
auditorium  of  the  Red  Cross  Building  at 
the  Thayer  General  Hospital.  The  scien- 
tific program  was  presented  by  the  chiefs 
of  staff  of  the  various  departments.  Sub- 
ject: “The  Uses  and  Evaluation  of  Penicil- 
lin with  Demonstrations  of  Cases.” 

The  society  adjourned  for  the  summer. 
The  next  meeting  will  be  held  in  September. 

Knox  County: 

The  Knox  County  Medical  Society  met 
at  the  home  of  Dr.  Herbert  Acuff,  632 
Cherokee  Boulevard,  Knoxville,  Tennes- 
see, June  6,  1944.  This  meeting  was  given 
in  honor  of  Dr.  Kyle  C.  Copenhaver,  presi- 
ident  of  Tennessee  State  Medical  Associa- 
tion, and  Dr.  William  C.  Chaney,  president- 
elect of  Tennessee  State  Medical  Associa- 
tion. 

There  were  sixty-eight  members  present 
and  thirty-nine  visitors. 

Following  a delicious  meal,  with  an  abun- 
dance of  fish,  the  meeting  was  called  to 
order  by  President  Dr.  R.  B.  Wood. 

Dr.  Kyle  C.  Copenhaver  gave  an  appre- 
ciation talk. 

Following  this  Dr.  William  C.  Chaney 
addressed  the  society  on  “More  Rational 
Treatment  in  Exophthalmic  Goiter.”  This 
talk  was  illustrated  with  lantern  slides. 

The  guest  speaker  was  Dr.  R.  L.  Sanders, 
professor  of  sui’gery  at  University  of  Ten- 
nessee, who  gave  a very  interesting  talk, 
illustrated  with  lantern  slides,  on  “Sur- 
gical Lesions  of  the  Colon.” 

Ralph  H.  Monger,  M.D., 

Secretary. 
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Washington,  Carter,  and  Unicoi  Counties: 
The  Washington-Carter-Unicoi  Counties 
Medical  Society  met  at  the  home  of  Dr. 
J.  R.  Moody  in  Erwin,  Tennessee,  May  4. 
Dinner  was  served  on  the  lawn  by  the 
Women’s  Club  of  Erwin. 

Dr.  J.  C.  Pennington  of  Nashville  talked 
on  the  evils  of  the  Murray-Wagner-Dingell 
Bill.  Dr.  Douglas  Seward,  Nashville,  dis- 
cussed the  subject. 

(Signed)  H.  W.  Crouch,  M.D., 

Secretary. 


OTHER  MEDICAL  SOCIETIES 


The  ninety-ninth  semiannual  meeting  of 
the  Middle  Tennessee  Medical  Association 
was  held  in  Lewisburg,  Tennessee,  May  18. 
The  officers  elected  were  Dr.  M.  L.  Connell, 
Wartrace,  president;  Dr.  Beverly  Douglas, 
Nashville,  vice-president;  and  Dr.  C.  S. 
Thomas,  Nashville,  secretary-treasurer. 

The  centennial  meeting  will  be  held  in 
Nashville  in  November. 


The  fiftieth  annual  meeting  of  the  Upper 
Cumberland  Society  will  be  held  at  Cooke- 
ville, Tennessee,  June  27  and  28,  1944. 

Dr.  L.  M.  Freeman,  Granville,  is  secre- 
tary of  the  society. 


The  American  Congress  of  Physical  Ther- 
apy will  hold  its  twenty-third  annual  sci- 
entific and  clinical  session  September  6,  7, 
8,  and  9,  1944,  inclusive,  at  the  Hotel  Stat- 
ler,  Cleveland,  Ohio. 

For  further  information,  address  the 
American  Congress  of  Physical  Therapy, 
30  North  Michigan  Avenue,  Chicago  2,  Il- 
linois. 


ABSTRACTS  OF  CURRENT  LITERATURE 


ANESTHESIA 

By  Hugh  Barr,  M.D. 
Medical  Arts  Building,  Nashville 


Progress  in  Anesthesia.  Zentgraf,  Nicholson,  and  Ever- 
sole.  Lahey  Clinic  Bulletin,  April,  1944. 

There  have  been  no  important  innovations  in  in- 
halation anesthesia  in  recent  years — only  improved 


methods  of  administration.  Diethyl  ether  is  piost 
widely  used  preferably  in  a modern  gas  machine, 
although  the  open  method  is  chosen  for  its  safety 
and  simplicity. 

Cyclopropane  is  rapid  in  action  and  pleasant. 
For  patients  in  shock  it  is  ideal,  but  it  is  not  a 
wise  choice  in  cardiac  patients.  Ethylene,  when 
properly  used,  disturbs  the  normal  physiology  very 
little  and  also  permits  a high  percentage  of  oxygen. 
Nitrous  oxide  with  adequate  oxygen  may  be  used 
with  safety,  but  inadequate  oxygen  trouble  may 
ensue.  It  is  difficult  to  administer  to  a strong 
vigorous  patient  without  preoperative  medication. 

Divinyl  ether  by  the  open-drop  method  is  ex- 
cellent for  induction  or  for  short  operations  under 
thirty  minutes.  Renal  or  hepatic  damage  prohibits 
its  use.  The  risks  of  chloroform  outweigh  its  ad- 
vantages. Intravenous  sodium  pentothal  is  accept- 
able in  adults,  children,  and  the  aged  when  given 
utmost  precautions.  Deep  anesthesia  is  not  con- 
sidered safe.  It  should  be  administered  in  a two- 
and  one-half  per  cent  solution.  It  produces  depres- 
sion of  respiration  which  demands  adequate  supply 
of  oxygen.  It  is  now  finding  a wide  range  of  use- 
fulness. Contraindications  are  renal  and  hepatic 
damage. 

Avertin  in  amylene  hydrate  administered  rectal- 
ly  is  a very  satisfactory  basal  anesthetic  for  the 
nervous  and  apprehensive  patient.  Spinal  anes- 
thesia is  a safe  procedure  in  the  hands  of  an  anes- 
thetist who  understands  its  characteristics  and  is 
equipped  to  combat  its  untoward  disturbances  espe- 
cially vascular  and  respiratory  insufficiencies. 

Continuous  caudal  anesthesia  made  possible  by 
adopting  the  malleable  needle  used  for  fractional 
spinal  anesthesia  or  by  the  insertion  of  a ureteral 
catheter  into  the  sacral  hiatus  seems  to  answer  a 
real  need  for  improved  obstetrical  anesthesia.  Re- 
frigeration anesthesia  obtained  by  packing  an 
extremity  in  ice  or  by  the  use  of  a special  re- 
frigerating machine  following  the  application  of  a 
tourniquet  can  be  used  for  amputations  in  poor 
risk  patients. 


INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 

Medical  Arts  Building,  Knoxville 


Fatigue.  Francis  J.  Hamilton,  Lieutenant,  U.  S.  N.  R. 

United  States  Naval  Bulletin,  February,  1944. 

Fatigue  is  a commonly  encountered  symptom  in 
both  military  and  civilian  life.  It  reveals  itself  by 
subjective  and  objective  methods,  and  these  vary 
with  the  individual  heredity,  constitution,  and  per- 
sonality responses  to  stress.  A complete  study  of 
the  total  personality  in  each  case  is  necessary. 

In  the  Navy  acute  fatigue  and  its  treatment  is  of 
the  chief  concern.  It  is  characterized  by  many 
physical  factors  and  secondary  emotional  problems. 
The  onset  usually  begins  abruptly,  though  there  is 
a story  of  long  continued  physical  and  emotional 
stress.  The  emotional  problems  will  be  in  keeping 
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with  the  previous  personality  l'eactive  tendencies. 
They  may  be  exhaustion,  depressive,  or  anxiety 
states. 

Chronic  fatigue  in  the  absence  of  physical  disease 
is  always  emotional  and  always  due  to  personality 
difficulties. 


Post  Menopausal  Bleeding  as  a Hazard  of  Diethylstil- 
bestrol  Therapy.  Emil  Novak,  M.D.  Journal  of 
American  Medical  Association,  May  13,  1944. 

There  are  certain  disadvantages  to  the  employ- 
ment of  stilbestrol  as  well  as  advantages. 

Among  the  former  is  the  production  of  post 
menopausal  bleeding,  which,  due  to  its  unexpected 
arrival,  causes  such  alarm  to  both  physician  and 
patient  that  unnecessary  curettage  is  often  per- 
formed. 

Certain  precautions  will  reduce  these  procedures 
to  a minimum.  They  are:  (1)  limit  their  use  to 
symptoms  known  to  be  due  to  the  menopause  and 
which  are  giving  the  patient  definite  trouble;  (2) 
avoid  prophylactic  treatment;  (3)  keep  dosage  to  a 
low  minimum,  one  tenth  to  five-tenths  milligrams 
usually  being  sufficient;  and  (4)  do  not  prescribe 
a fixed  amount  over  long  periods,  but  limit  dosage 
to  as  short  periods  as  necessary  for  relief. 


OBSTETRI 

c s 

By  Milton  Smith  Lewis,  M.D. 

Bennie-Dillon  Building, 

Nashville 

Contraindications  and  Cautions  in  the  Use  of  Contin- 
uous Caudal  Analgesia.  Robert  A.  Hingson,  M.D., 
Surgeon,  U.S.P.H.S.  American  Journal  of  Obstetrics 
and  Gynecology,  Vol.  47,  No.  5. 

In  1941  the  author,  in  collaboration  with  Ed- 
wards and  Southworth,  cognizant  of  the  advantages 
of  Lemmon’s  new  refinement  of  continuous  spinal 
anesthesia,  introduced  continuous  caudal  analgesia 
for  both  surgery  and  obstetrics.  Almost  imme- 
diately both  medical  and  nonmedical  writers  of  the 
lay  press  seized  upon  the  scientific  reports  to  the 
profession  of  this  work  with  such  an  acclaim  and 
“blast  of  trumpets”  that  both  the  lay  public  and 
the  bystanding  physician  have  become  the  victims 
of  distortions,  misrepresentations,  and  literary 
salesmanship.  The  result  has  been  a dangerous 
demand  on  the  part  of  the  obstetric  patient  for  a 
method  of  pain  relief  that  is  still  in  the  develop- 
mental stage  and  a reactionary  defense  on  the  part 
of  the  physician  who  has  been  forced  to  deflate  the 
enthusiast  with  the  sharp  edge  of  conservative 
caution. 

The  fact  remains  that  more  than  one  hundred 
lay  articles  have  appeared  in  the  press  from  the 
pens  of  authors  who  have  never  once  seen  contin- 
uous caudal  analgesia  nor  are  they  familiar  with 
obstetrics.  As  a result,  thousands  of  women  are 
led  to  believe  that  continuous  caudal  analgesia  can 
he  purchased  across  the  counter  in  the  maternity 


section  of  all  hospitals  as  a panacea  and  a happy 
detour  from  the  usual  experiences  of  childbirth. 

Hingson  believes  that  continuous  caudal  anal- 
gesia, when  properly  administered,  will  completely 
relieve  the  pains  of  labor  and  delivery. 

Nevertheless,  the  limitations  of  the  technique 
should  be  evaluated;  it  is  not  a procedure  to  be 
used  in  the  home  and  in  the  poorly-staffed  hospital. 
This  eliminates  more  than  seventy  per  cent  of 
American  births  from  consideration.  In  addition, 
we  estimate  that  forty  per  cent  of  parturients  de- 
livered in  well-staffed  maternity  units  present  con- 
traindications prohibiting  its  successful  use  in  the 
early  experience  of  any  clinic.  Thus,  if  every 
hospital  in  the  United  States  utilized  this  form  of 
obstetric  management  in  every  suitable  case,  only 
twelve  per  cent  of  the  women  could  benefit  from 
this  form  of  pain  relief.  The  truth  remains  that 
not  more  than  one  hospital  in  ten  is  utilizing  this 
technique  at  all.  In  all  probability  this  means  that 
less  than  one  per  cent  of  American  mothers  will 
have  this  method  for  the  next  five  years.  This  is  a 
far-distant  objective  from  the  “almost  universal 
use  of  the  method”  promised  to  American  women 
by  the  uncensored  lay  publicity. 

Hingson  believes  the  contraindications  to  the 
method  are : 

1.  Patients  with  easy,  almost  precipitate  labors 
and  patients  who  come  into  the  hospital  in  the 
terminal  part  of  the  second  stage  of  labor  less 
than  forty  minutes  before  delivery. 

2.  Patients  who  are  apprehensive,  nervous,  and 
desirous  of  being  asleep  when  the  baby  is  born 
and  those  who  profess  a fear  of  caudal  analgesia 
because  of  the  needle  injection  or  because  it  is  to 
them  an  “experimental”  procedure  do  not,  as  a rule, 
make  good  patients  under  this  technique  and  should 
be  excluded.  They  represent  about  ten  per  cent  of 
hospital  obstetric  patients. 

3.  Gross  deformities  or  disease  of  the  spine  or 
central  nervous  system,  including  syphilis  of  the 
central  nervous  system,  tumors  which  narrow  the 
spinal  canal,  abnormal  extension  of  the  sacral 
hiatus,  abnormally  low  extension  of  the  dural  sac, 
history  of  epilepsy,  hysteria,  and  emotionally  un- 
stable personalities  preclude  the  use  of  this  method. 

4.  Extremely  obese  individuals  with  large  fat 
pads  over  the  sacral  hiatus  preventing  accurate 
palpation  of  the  hiatus  and  adequate  insertion  of 
the  caudal  needle  should  not  receive  caudal  anal- 
gesia. Approximately  three  per  cent  of  patients 
can  be  listed  in  this  group. 

5.  Local  infection  (bacterial  or  fungus)  at  the 
site  of  the  injection  and  patients  with  real,  re- 
moved, and  potential  pilonidal  cysts  contribute  to 
another  two  per  cent  of  the  contraindications. 

6.  Profound  anemia  and  dehydration,  unless  sup- 
plemented by  oxygen  inhalations  and  intravenous 
fluids. 

7.  The  obstetric  complications  can  be  grouped 
under  one  section:  (a)  placenta  previa  unless  used 
for  immediate  Caesarean  section;  (b)  abruption 
and  incomplete  or  beginning  premature  separation 
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of  the  placenta;  (c)  patients  with  definite  dispro- 
portions of  pelvic  and  fetal  diameters  unless  used 
for  a trial  of  labor  preliminary  to  a Caesarean 
section;  (d)  nulliparous  patients  with  a floating 
and  unengaged  fetal  head  and  patients  with  pen- 
dulous and  weak  abdominal  walls  in  the  presence 
of  an  unengaged  fetal  head;  (e)  in  the  birth  of 
monstrous  and  predetermined  dead  babies.  Ap- 
proximately five  per  cent  of  hospital  deliveries  fall 
into  this  group. 

8.  History  of  sensitivity  to  the  analgesic  agent 
is  an  extremely  rare,  but,  indeed,  definite  contrain- 
dication. 

Hingson  advises  that  these  contraindications  be 
observed  rigidly  by  those  beginning  the  use  of 
caudal  and  continuous  caudal  analgesia. 

The  incidence  of  the  successful  use  of  this 
method  can  be  increased  if  the  hospitals  and  clinics 
anticipating  its  application  would  adopt  a form 
of  organization  and  teamwork  between  the  obstetric 
and  anesthetic  staffs  with  an  adequately  trained 
nursing  supplement. 

First,  the  physicians  using  the  technique  should 
have  a period  of  special  training  involving  a study 
and  correlation  of  anatomy,  physiology,  phar- 
macology, and  the  altered  obstetrics  produced  with 
this  method. 

Second,  the  patient  should  be  surrounded  with 
safeguards  of  readily  available  oxygen,  vaso- 
pressors, and  sterile  lumbar  puncture  needles  for 
withdrawing  the  occasional  inadvertent  massive 
spinal  injection  that  might  result  from  carelessness 
for  indicated  cases. 

Third,  diligent  attention  should  be  given  the 
supplementary  diagnostic  aids  of  the  Bishop  X-ray 
technique  for  minute  study  of  the  sacrum  to  rule 
out  insurmountable  anomalies.  The  results  of  the 
tocographic  tracings  now  being  performed  in  sev- 
eral hospitals  should  be  watched  for  a study  of 
uterine  motility  under  caudal  analgesia. 

It  should  be  emphasized  that  continuous  caudal 
analgesia  should  not  be  continued  indiscriminately. 
More  than  eighty  per  cent  of  the  last  one  thousand 
cases  managed  in  the  Philadelphia  Lying-In  Hos- 
pital were  given  this  form  of  pain  relief  for  less 
than  five  hours  per  patient.  It  was  designed  to 
relieve  the  pains,  not  the  early  discomfoi'ts  of  labor. 
The  incidence  of  failures  and  refractory  pain  rises 
sharply  after  eight  hours  of  caudal  analgesia. 

The  reported  complications  thus  far  encountered 
in  30,000  cases  include  twelve  maternal  deaths. 
Seven  of  these  probably  could  have  been  avoided  if 
the  above  criteria  had  been  carried  out.  Three 
were  definitely  anesthetic  deaths  that  related  to  a 
misuse  of  the  principles  and  substituted  principles. 
The  small  incidence  of  infection,  the  associated 
minor  complications  of  drug  reactions,  post  anal- 
gesic aches  and  pains,  and  the  incidence  of  failures 
approaching  ten  to  twenty  per  cent  in  even  expert 
hands  have  been  previously  reported,  but  should 
serve  to  emphasize  that  the  method  is  not  infallible 
and  should  be  considered  still  in  the  developmental 
stage. 


The  originators  of  the  method  are  still  studying 
the  many  new  problems  associated  with  the  tech- 
nique and  solicit  the  consultation  of  specialists  in 
obstetrics  and  anesthesia  in  protecting  the  patient 
from  the  enthusiasts,  the  untrained  and  the  prop- 
agandists. With  the  obstetric  collaboration  of  Doc- 
tors Vaux,  Lull,  and  the  staff  of  the  Philadelphia 
Lying-In  Hospital,  the  labors  and  deliveries  of 
more  than  3,000  patients  have  been  managed  with 
this  technique.  This  method  opens  up  a new  hori- 
zon to  the  medical  profession. 


Some  Observations  in  the  Use  of  Continuous  Caudal 

Analgesia.  Clifford  B.  Lull,  Philadelphia.  American 

Journal  of  Obstetrics  and  Gynecology,  Vol.  47,  No.  3, 

312-321,  March,  1944. 

The  author,  after  observing  continuous  caudal 
analgesia  over  a period  of  a year  and  a half  in 
927  selected  cases,  believes  that  their  experience 
has  been  such  that  they  can  give  a comprehensive 
evaluation  of  this  method  of  analgesia. 

The  most  frequent  criticism  of  this  procedure  is 
its  questionable  safety.  Lull  is  convinced  that  if 
the  patient  is  surrounded  by  proper  safeguards 
and  is  competently  supervised  from  the  standpoint 
of  both  anesthesia  and  obstetrics  in  a well-staffed 
maternity,  then  it  is  safe  for  both  mother  and  baby. 

In  addition  to  the  relief  of  pain,  there  are  sev- 
eral equally  important  beneficial  factors  associated 
with  continuous  caudal  analgesia  which  must  be 
considered  when  evaluating  this  method.  They  are: 
the  excellent  condition  of  the  baby  at  the  time  of 
birth,  the  delighted  mental  attitude  of  the  mother, 
the  minimal  blood  loss,  the  easy  termination  of 
the  third  stage  of  labor,  and  the  return  of  the 
patient  to  her  room  in  good  physical  condition, 
showing  no  signs  of  exhaustion  or  fatigue. 

Lull  believes  the  most  important  points  to  re- 
member are  the  don’ts,  which  are  enumerated  as 
follows: 

1.  Don’t  think  that  caudal  analgesia  is  applicable 
for  every  woman  in  labor. 

2.  Don’t  give  it  to  a patient  where  there  is  any 
question  about  her  mental  make-up  or  where  there 
is  any  suggestion  or  suspicion  of  the  presence  of 
any  of  the  contraindications  which  have  been  laid 
down. 

3.  Don’t  start  the  injection  too  soon. 

4.  Don’t  forget  to  carefully  check  the  position, 
station  of  the  presenting  part,  amount  of  cervical 
dilatation,  fetal  heart  tone,  pulse,  and  blood  pres- 
sure before  the  caudal  is  given. 

5.  Don’t  start  the  injection  until  you  have  the 
patient  surrounded  by  all  of  the  essentials  neces- 
sary to  meet  the  emergency  in  case  the  dura  is  en- 
tered or  a blood  vessel  is  penetrated. 

6.  Don’t  give  the  full  injection  until  ten  minutes 
has  elapsed  following  initial  dose  of  eight  cubic  cen- 
timeters, making  sure  that  the  patient  moves  her 
feet  satisfactorily. 

7.  Don’t  talk  about  other  patient’s  condition  in 
the  presence  of  the  woman  in  labor. 
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8.  Don’t  forget  to  check  the  blood  pressure  and 
fetal  heart  tone  at  frequent  intervals. 

9.  Don’t  persist  in  forcing  the  needle  unless  you 
are  absolutely  certain  about  the  anatomic  land- 
marks. 

10.  Don’t  persist  in  inserting  the  needle  a second 
time  if  spinal  fluid  is  aspirated. 

11.  Don’t  attempt  to  use  this  method  without  the 
proper  equipment. 

Although  the  author  does  not  expect  the  profes- 
sion at  large  to  accept  or  adopt  this  procedure  in 
the  near  future,  he  is  convinced  that  carried  out 
under  the  proper  surroundings,  it  is  one  of  the 
greatest  advances  known  in  obstetric  practice. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Report  of  Committee  of  National  Health  and  Medical 

Research  Council.  American  Journal  of  Ophthal- 
mology, May,  1944. 

Under  the  aegis  of  the  National  Health  and 
Medical  Research  Council,  a circular  letter  was 
sent  by  Doctors  Swan,  Tostevin,  Moore,  Mayo,  and 
Black  to  all  medical  practitioners  in  Australia  to 
obtain  data  about  children  born  of  mothers  who 
had  suffered  from  exanthemata  during  pregnancy. 
When  possible,  permission  was  requested  to  in- 
terview the  mother  and  to  examine  the  baby.  In 
the  metropolitan  area,  when  a pregnant  woman 
developed  rubella  or  morbilli,  it  was  asked  that 
the  investigators  be  notified  so  that  an  interview 
and  examination  could  be  carried  out  and  the  child 
subsequently  born  examined.  If  the  patient  lived 
in  the  country,  it  was  requested  that  data  be  sup- 
plied after  the  birth  of  the  baby. 

Results  of  the  Investigation. — The  mothers  were 
divided  into  the  following  groups:  (a)  those  who 
suffered  from  rubella  during  pregnancy,  forty-nine 
cases;  (b)  those  who  had  no  knowledge  of  any 
exanthemata  during  pregnancy,  four  cases;  (c) 
those  who  contracted  morbilli  during  pregnancy, 
nine  cases;  and  (d)  those  who  suffered  from  mumps 
during  pregnancy,  two  cases. 

Summary. — Of  sixty-one  infants  examined  in  the 
course  of  this  investigation,  thirty-six  were  found 
to  have  congenital  defects. 

Of  the  forty-nine  mothers  who  had  rubella  dur- 
ing pregnancy,  thirty-one  of  the  infants  subse- 
quently born  exhibited  congenital  defects.  The  ab- 
normalities included  cataract,  deaf-mutism,  heart 
disease,  microcephaly,  and  mental  retardation.  Eye 
defects  were  noted  in  fourteen  cases;  thirteen  in- 
fants had  cataracts,  of  which  ten  were  bilateral 
and  three  were  unilateral;  one  had  buphthalmos. 
Seven  had  deaf-mutism;  seventeen  had  cardiac  ab- 
normalities ; all  had  some  degree  of  microcephaly. 
With  two  exceptions  all  of  the  thirty-one  mothers 
with  congenitally  defective  children  had  contracted 
rubella  within  the  first  three  months  of  pregnancy. 


The  investigators  concluded  that  the  disease  of  the 
mother  was  rubella  and  not  a type  of  streptococcic 
throat,  thought  by  Gregg  to  be  a possible  factor. 
They  were  unable,  however,  to  explain  why  these 
new  complications  of  what  was  supposedly  rubella 
asserted  themselves  unless  the  virus  had  altered. 
The  epidemic  of  German  measles  in  1940  in  Aus- 
tralia was  particularly  severe,  and  it  may  be  that 
this  severity  was  caused  by  the  war  and  conditions 
where  large  numbers  of  susceptible  recruits  were 
herded  together  in  military  camps.  The  disease 
spread  rapidly  and  the  causative  agent  may  have 
reached  a higher  stage  of  virulence.  Other  investi- 
gators have  shown  that  avian  and  other  mammalian 
embryos  show,  in  contrast  to  adult  tissues,  a par- 
ticular susceptibility  to  infectious  agents.  The 
authors  feel  that  it  is  logical  to  assume  that  the 
human  embryo  possesses  the  same  susceptibility  to 
infection  that  avian  and  other  mammalian  embryos 
do,  and  that  the  etiologic  factor  of  German  measles, 
after  penetrating  the  choroinic  barrier,  is  capable 
of  producing  severe  lesions  in  the  embryo,  whereas 
the  same  infection  in  the  adult  tissues  of  the  mother 
leads  to  only  minor  effects. 

From  this  investigation  it  is  claimed  that  when 
a woman  contracts  rubella  within  the  first  two 
months  of  pregnancy,  the  chances  of  her  giving 
birth  to  a congenitally  defective  child  are  about 
100  per  cent,  and  if  she  contracts  rubella  in  the 
third  month  the  chances  are  about  fifty  per  cent. 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


A Medical  Society  Library  in  a Public  Library.  Mildred 

R.  Crowe.  Bulletin  of  the  Medical  Library  Associa- 
tion, Vol.  32,  April,  19 44. 

The  problem  of  providing  medical  library  facil- 
ities is  often  a difficult  matter  for  small  or  medium- 
sized medical  societies  to  solve.  This  is  especially 
true  when  the  society  is  located  in  a community 
where  there  is  no  medical  school.  A logical  solution 
would  seem  to  be  a department  library  in,  or  con- 
nected with,  the  public  library,  yet  there  are  com- 
paratively few  such  libraries.  A study  of  the  1942 
edition  of  the  American  Medical  Directory  reveals 
approximately  a dozen  among  the  324  libraries 
listed.  This  small  percentage  presents  quite  a 
provocative  situation  when  we  consider  that,  if  the 
smaller  medical  societies  would  seek  cooperation 
from  their  public  libraries,  there  would  be  a decided 
increase  in  the  number  of  medical  collections  as 
well  as  in  the  amount  of  professional  literature 
readily  available  for  the  local  physicians.  As  the 
society  grows  so  will  its  funds  until  eventually  it 
might  be  able  to  maintain  its  own  building;  the 
medical  collection  would  then  become,  while  a 
branch  of  the  public  library,  a complete  and  sep- 
arate unit  in  itself.  In  the  meantime  members 
of  the  society  would  have  access  to  medical  litera- 
ture and  the  advantages  of  library  facilities. 
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Such  a library  was  established  in  1940  in  the 
Chattanooga  Public  Library  by  the  Hamilton 
County  Medical  Society  and  the  Board  of  Directors 
of  the  library.  For  several  years  prior  to  this 
time,  the  Medical  Society  Committee  had  been  striv- 
ing to  obtain  a library.  Due  to  the  fact  that  the 
society  is  a relatively  small  one  composed  of  160 
members,  it  was  realized  that  it  would  be  ex- 
tremely difficult  to  obtain  and  support  the  type  of 
library  desired.  The  interested  members  were 
foresigh  ted  enough  to  see  that  such  a project  could 
be  obtained  only  through  the  cooperation  of  the 
public  library.  The  request  was  granted  and  a 
section  of  the  third  floor  of  the  library  was  desig- 
nated as  the  medical  section. 

The  committee  had  been  busy  for  some  time 
gathering  the  nucleus  of  a fair-sized  medical  col- 
lection. The  society  members  had  been  urged  to 
bring  their  files  of  journals  and  books,  and  these 
had  been  stored  in  the  basement  of  the  Medical 
Arts  Building. 

After  the  initial  collection  had  been  assembled, 
an  informal  contract  was  established  in  which  the 
Medical  Society  agreed  to  be  responsible  for  the 
purchase  of  books,  journals,  subscriptions,  and  the 
binding  and  supplies  incidental  to  these.  The  Pub- 
lic Library  agreed  to  provide  the  librarian  and 
to  maintain  the  service  of  the  department. 

In  establishing  a medical  library  connected  with 
a public  library,  several  important  points  should 
be  worked  out  in  the  beginning. 

1.  It  is  essential  that  there  be  a definitely  estab- 
lished relationship  between  the  medical  society  and 
the  library  as  to  the  responsibilities  of  each.  This 
might  be  in  the  form  of  a contract. 

2.  If  possible,  the  medical  library  budget  should 
be  placed  on  a definite  annual  basis.  To  do  this  it 
is  best  to  have  the  appropriations  consist  of  a 
specified  amount  from  the  medical  society  dues 
rather  than  from  individual  contributions  solicited 
from  the  members. 

3.  A cordial  relationship  and  understanding  be- 
tween the  head  of  the  medical  society’s  library  com- 
mittee and  the  librarian-in-chief  of  the  public  li- 
brary is  essential. 

Our  experience  has  led  us  to  believe  that  a medi- 
cal section  in  a public  library  is  an  interesting  and 
worth-while  project.  Let  us  enumerate  the  ad- 
vantages and  disadvantages. 

Advantages 

1.  The  book  budget  may  be  used  exclusively  for 
professional  medical  material,  as  the  public  library 
may  already  have  in  its  own  book  stock  many  in- 
dispensable reference  aids  to  medicine  and  related 
subjects. 

2.  Persons  engaged  in  professions  closely  related 
to  medicine  feel  much  more  free  to  come  to  such 
a library.  Quite  often  when  they  see  the  benefit 
that  they  obtain  from  using  this  collection,  they 
are  eager  and  willing  to  donate  special  gifts  in 
their  own  particular  subject. 

3.  Those  training  for  a medical  vocation  are 


given  a helping  hand  by  obtaining  some  informa- 
tion on  the  subject  that  will  later  form  their  life’s 
work. 

4.  The  public  library  accepts  the  responsibility 
for  providing  a trained  .librarian  even  though  her 
salary  may  be  paid  by  the  medical  society. 

5.  The  library  setup  may  be  used  as  a confer- 
ence room  or  a meeting  place  by  society  members. 

6.  The  members  of  the  Medical  Society,  by  spon- 
soring a medical  library,  provide  the  resources 
for  a better  study  of  public  health,  and  thereby 
contribute  a great  public  service  to  the  community. 

Disadvantages 

1.  The  general  public  has  greater  access  to  pure- 
ly professional  literature  in  a medico-public  li- 
brary than  it  would  have  in  a society  library? 
Members  of  the  laity  who  come  to  read  up  on  imag- 
inary ills  could  be  a serious  problem  in  a tax- 
supported  institution  where  admittance  could  n9t 
be  denied  them.  This  difficulty,  however,  is  largely 
overcome  by  the  fact  that  medical  texts  are  usually 
written  in  technical  terms  that  are  far  above  the 
mentality  and  experience  of  the  average  curious 
reader.  Such  clientele  can  be  tactfully  directed 
by  the  library  personnel  to  the  medical  books  for 
laymen  that  are  to  be  found  in  the  regular  collec- 
tion of  every  public  library. 

2.  The  librarian  serves  the  Medical  Society,  but 
is  under  the  direction  of  the  head  librarian  of  the 
public  library. 

3.  A special  collection  is  sometimes  regarded  as 
a questionable  luxury  in  a public  institution  where 
quantity  of  service  is  looked  upon  as  the  most 
important  element. 

4.  The  hours  of  opening  have  to  conform  to  the 
public  library’s  schedule.  These  are  often  not  the 
hours  that  the  doctors  would  prefer. 

As  the  reader  has  already  surmised,  we  feel  that 
the  advantages  decidedly  outweigh  the  disadvan- 
tages. The  Chattanooga  medical  profession  is  be- 
ginning to  depend  on  its  medical  library,  and  with 
this  dependence  is  coming  the  realization  that  the 
library  is  the  greatest  asset  which  the  society  pos- 
sesses. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  Jr.,  M.D. 
307  Doctors  Building,  Knoxville 


Penicillin  Therapy  of  Gonorrhea  in  Men.  Charles  Fer- 
guson, M.D.,  and  Maurice  Buchholz,  M.D.  Journal 
of  American  Medical  Association,  May  6,  1944. 

This  is  a continuation  and  combination  of  two 
previous  reports  published  by  Doctors  Mahoney, 
Van  Slyke,  and  Arnold. 

The  patients  included  in  this  report  are  all 
young,  healthy  men  of  the  merchant  marine  and 
enlisted  personnel  of  the  coast  guard.  All  had 
failed  previously  to  obtain  a cure  following  some 
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form  of  sulfonamide  therapy.  The  diagnosis  was 
based  on  positive  smear  and  positive  culture. 

Penicillin  may  be  administered  by  repeated  in- 
travenous injections,  by  continuous  intravenous 
drip,  or  by  the  intramuscular  route.  When  admin- 
istered by  the  intramuscular  injection,  it  is  usually 
given  in  a concentration  of  5,000  units  per  cubic 
centimeter  freshly  made. 

The  first  trial  was  by  the  intravenous  route.  Five 
patients  each  received  a total  of  125,000  units.  This 
amount  was  divided  into  five  injections  of  25,000 
units  dissolved  in  ten  cubic  centimeters  of  freshly 
distilled  water  given  every  four  hours.  The  result 
was  three  cures  and  two  failures.  They  found  that 
the  penicillin  was  too  rapidly  excreted  and  too  toxic 
when  given  by  vein. 

Seventy-five  cases  were  given  a total  of  160,000 
units,  each  using  the  intramuscular  route  over  a 
period  of  forty-five  hours.  The  dosage  consisted 
of  10,000  units  every  three  hours  of  sixteen  injec- 
tions, and  the  result  was  seventy-four  patients 


cured  and  one  failed.  No  reactions  of  any  kind 
occurred.  They  found  that  the  result  in  these  cases 
was  good,  but  the  period  of  treatment  too  long  and 
too  many  injections  were  required. 

In  another  group  of  twenty-three  patients  all 
were  cured.  In  these  a dosage  of  20,000  units  every 
three  hours  for  six  doses  was  employed.  This 
seems  to  be  the  most  satisfactory  method  of  treat- 
ment. They  believe  the  three-hour  interval  dose  is 
the  one  of  choice;  the  total  number  of  doses  re- 
quired is  from  five  to  six  at  least.  There  was  no 
toxicity  in  this  series,  and  they  found  no  difference 
in  regard  to  response  between  untreated  patients 
and  those  sulfonamide  resistant.  In  387  patients 
treated  377  were  cured  with  ten  failures. 

Patients  unsuccessfully  treated  were  cured  as 
follows:  four  were  treated  with  a combination  of 
chemotherapy  plus  fever  therapy;  the  fever  was 
maintained  at  106  for  six  hours.  Five  patients  re- 
sponded after  two  courses  of  penicillin  with  a total 
of  175,000  units. 


ANTHONY’S  MILK 

• Grade  *‘A”  Pasteurized  •Homogenized  •Soft  Curd  • Vitamin  “D” 

With  400  U.S.P.  Vitamin  D Units  (Activated  Ergosterol)  Added  Per  Quart  Under  A.R.P.I.  Process 
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SYMPOSIUM  ON  THE  VENEREAL  DISEASE  PROBLEM* 


Demonstration  of  Gonococcus  Cultures 

Herman  Spitz,  M.D.,f  Nashville 

Mr.  President  and  Members  of  the  Ten- 
nessee State  Medical  Association : Ten 

minutes  isn’t  very  much  time  in  which  to 
discuss  the  laboratory  diagnosis  of  gonor- 
rhea, so  I am  going  to  confine  my  remarks 
exclusively  to  the  cultural  methods. 

Several  years  ago  McLeod,  Carpenter, 
and  others  developed  methods  for  the  cul- 
tural diagnosis  of  gonorrhea  because  the 
examination  of  smears,  especially  in  the 
female  and  in  chronic  cases,  was  so  un- 
satisfactory. 

The  method  depends  upon  the  use  of  a 
selective  culture  media,  which  is  now  being 
prepared  by  the  Difco  Laboratories,  pro- 
teose agar  No.  3 mixed  with  equal  parts 
of  bactohemoglobin.  The  resultant  culture 
media  when  completed  looks  like  this.  (A 
prepared  plate  (two-inch  Petri  dish)  was 
passed  through  the  audience.)  It  has  the 
appearance  of  being  filled  with  chocolate. 
The  prepared  plates  are  allowed  to  dry  and 
are  put  in  the  incubator  overnight.  The 
growth  of  the  gonococcus  on  this  medium 
depends  upon  the  fact  that  the  oxygen 
must  be  decreased  in  the  container.  This 
has  been  accomplished  by  a number  of 
different  methods,  mainly  the  inclusion  of 
carbon  dioxide  into  the  container  by  eight 
to  ten  per  cent  carbon  dioxide,  or  it  has 
been  accomplished  by  putting  a handful  of 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  11,  12,  13,  1944. 

fBacteriologist,  Nashville  City  Health  Depart- 
ment. 


moistened  oats  into  a container  and  as  the 
oats  germinate  they  absorb  the  oxygen. 
This  is  not  a very  good  method  because  of 
marked  overgrowth  of  mold. 

Another  method  is  the  use  of  a lighted 
candle  in  a container.  As  the  candle  burns 
it  consumes  the  oxygen  and  thus  produces  a 
favorable  atmosphere. 

We  have  adopted  a very  simple  method, 
just  using  a plain  glass  candy  jar,  wide- 
mouthed, with  smooth  edges  that  we  coat 
with  a thick  coating  of  vaseline.  We  have 
a small  candle  in  the  jar.  The  plates  are 
placed  on  a platform.  The  reason  we  use 
the  platform  is  that  the  carbon  dioxide  is 
heavy,  and  if  the  plates  are  down  at  the 
bottom  they  will  be  discolored  and  we  can- 
not get  very  good  results.  We  load  the 
jar,  light  the  candle,  and  put  the  lid  on, 
and  if  this  is  tight  the  candle  will  go  out 
in  about  thirty  seconds.  Then  this  loaded 
jar  is  placed  in  an  incubator  and  kept  at 
thirty-five  to  thirty-six  degrees  for  forty- 
eight  hours. 

I am  going  to  pass  around  a number  of 
plates.  We  are  using  these  two-inch  plates 
as  a matter  of  economy,  of  space,  and  cul- 
ture media.  You  can  take  the  lids  off  for 
examination.  You  will  notice  the  black 
colonies  have  been  discolored  by  the  use 
of  a special  dye  which  produces  the  oxidase 
reaction.  This  plate  shows  a pure  culture 
of  gonococcus. 

You  will  notice  some  of  these  plates  are 
completely  negative. 

The  material  to  be  cultured  must  be 
properly  secured ; it  must  be  stripped  from 
the  urethra  in  the  male ; in  the  female 
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proper  precaution  must  be  taken,  of  course, 
in  cleansing  the  urethra  and  the  cervical 
canal.  The  urethra  should  be  stripped,  the 
cervical  canal  should  be  compressed  and 
secretion  obtained,  if  possible,  from  the 
gland  ducts.  The  material  is  secured  on 
sterile  swabs,  just  plain  applicators,  and 
immediately  dropped  into  a test  tube  con- 
taining one  to  two  cubic  centimeters  of 
sterile  broth.  The  preparations  are  im- 
mediately sent  to  the  laboratory,  and  as 
soon  as  it  is  convenient,  and  in  less  than 
an  hour  we  streak  the  inoculated  swabs 
on  one-half  of  these  small  plates,  then 
with  a platinum  loop  we  streak  from  that 
on  the  other  half.  You  will  notice  on  these 
plates  as  you  examine  them  that  one-half 
of  the  plate  is  heavily  seeded,  the  other 
half  is  very  thinly  seeded. 

In  the  hands  of  an  experienced  worker 
(and  we  think  we  have  gained  that  experi- 
ence now  in  the  past  four  years)  the  col- 
onies can  be  pretty  well  recognized  even 
before  applying  the  oxidizing  reagent,  but 
the  oxidizing  reagent  immediately  causes 
the  gonococcus  colony  to  turn  a light  pink, 
then  a dark  pink,  a maroon,  and  finally 
black,  as  you  see  them  in  these  plates,  and 
that  occurs  within  two  or  three  minutes, 
as  a rule.  We  generally  watch  the  plates 
for  fifteen  minutes  at  least  before  we  ex- 
clude them. 

We  have  not  time  to  go  into  a very 
elaborate  discussion  and  give  you  a lot  of 
figures,  but  I simply  want  to  report  the 
results  during  the  past  year  and  to  show 
you  how  valuable  and  what  a tremendous 
improvement  this  method  of  diagnosis  is 
over  the  old  smear  and  guess  method. 

During  the  past  year — that  is,  from  March 
31,  1943,  to  April  1 of  this  year — we  ran 
3,880  cultures  on  1,859  patients.  Out  of 
this  number  we  had  683  positive  cultures. 
The  significant  figure  and  the  thing  that 
will  prove  of  interest  to  you,  I am  sure,  is 
the  fact  that  we  ran  duplicate  cultures  and 
smears  on  1,338  patients.  Out  of  this  num- 
ber we  secured  298  positive  cultures,  but 
only  117  positive  smears,  so  the  cultural 
method  is  almost  two  and  a half  times  as 
accurate  in  diagnosis.  All  of  these  figures 
that  I am  giving  you  deal  with  females. 
There  are  no  male  cases  included  in  this 
discussion. 


Our  work  at  the  city  laboratory  has  been 
confined  almost  exclusively  to  pickups,  pros- 
titutes, jail  cases,  bond  cases,  contacts,  pre- 
maritals  and  food  handlers,  and  out  of  this 
group  of  1,338  there  were  117  in  which  we 
made  the  diagnosis  by  smear,  but  298  in 
which  the  diagnosis  was  made  by  culture. 

The  establishment  of  this  procedure  re- 
quires an  extra  incubator;  it  does  not  have 
to  be  a large  one,  but  the  temperature 
should  be  kept  at  not  over  thirty-six  de- 
grees. They  will  not  grow  so  profusely 
or  so  well  at  thirty-seven  or  thirty-eight. 
The  culture  should  be  made  as  soon  as 
possible  after  securing  the  specimen.  We 
have  run  parallel  series  of  fifty  and  one 
hundred  after  eight  hours,  twelve  hours, 
twenty-four  hours,  and  the  progressive 
length  of  time  gives  us  a decreasing  num- 
ber of  positive  cultures,  so  the  secret  of 
getting  a good  culture  is  to  get  it  planted 
and  in  the  incubator  as  early  as  possible. 
The  one  hour  in  the  broth  is  just  as  effec- 
tive and  probably  a little  bit  more  so  than 
making  direct  smears.  We  have  tried  that 
and  we  get  a little  better  result  by  plac- 
ing the  infected  swabs  in  the  broth  for  a 
short  length  of  time. 


Management  of  Gonorrhea  in 
General  Practice 

J.  Logan  Morgan,  M.D.,  F.A.C.S.,*  Memphis 

Since  most  all  of  the  patients  who  de- 
velop gonorrhea  are  seen  and  treated  by  the 
general  practitioner,  I thought  this  brief 
paper  should  be  devoted  to  the  problems 
which  confront  the  doctors  who  see  and 
care  for  the  majority  of  these  cases.  The 
complication  of  this  disease  and  the  proper 
treatment  for  each  complication  could  fill 
a textbook,  so  with  the  short  time  allotted 
I will  only  attempt  to  touch  on  the  things 
which  I think  are  the  most  important,  and 
will  be  of  the  most  benefit  to  the  physician. 

The  management  of  gonorrhea  has  al- 
ways been  difficult.  There  are  several  mil- 
lion new  cases  each  year  in  spite  of  the 
fact  that  every  case  receives  some  kind  of 
treatment  whether  it  be  by  the  urologist, 
general  practitioner,  the  corner  druggist, 
or  the  herb  doctor.  Prophylaxis  should  be 
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used  by  the  lay  people  as  well  as  by  our 
armed  forces. 

Gonorrhea  is  still  a problem  medically, 
socially,  and  economically.  During  a war 
period  this  disease  is  brought  more  into 
the  open  and  receives  more  attention  than 
it  does  in  peacetime,  all  of  which  is  un- 
derstandable. Our  first  duty  in  combatting 
any  infectious  disease  is  to  use  all  precau- 
tionary measure  in  preventing  its  exten- 
sion. Along  this  line  the  public  health  de- 
partment has  been  active  for  the  past  sev- 
eral years,  and  I might  say  is  making  some 
headway.  Much  time  and  effort  have 
been  used  in  an  educational  program  to 
enlighten  us  on  the  source  and  dangers  of 
the  infection,  the  importance  of  early  diag- 
nosis and  proper  treatment.  Finding  the 
contacts  and  seeing  to  it  that  they  are  also 
treated  is  very  essential.  There  are  now 
plenty  of  free  clinics  for  the  treatment  of 
all  patients  who  are  not  able  to  pay  a pri- 
vate physician,  so  there  is  really  no  excuse 
for  anyone  not  receiving  adequate  treat- 
ment. Much  knowledge  has  been  acquired 
in  recent  years  in  the  treatment  of  gon- 
orrhea. We  know  now  that  our  educational 
program  must  include  all  walks  of  life,  as 
gonorrhea  has  no  respect  of  person.  The 
father  and  mother  in  every  home  should 
properly  inform  their  children  of  the  se- 
riousness of  this  infection  and  how  it  is 
acquired. 

In  the  fall  of  1940,  when  selective  service 
program  started,  every  man  that  was  placed 
in  class  1-A  was  ordered  up  for  a physi- 
cal examination,  and  it  was  the  duty  of  the 
examining  physician  to  see  that  a specimen 
of  blood  was  obtained  for  a Kahn  test,  also 
he  was  to  determine  whether  the  draftee 
had  gonorrhea  as  well  as  some  other  major 
disqualifying  condition.  Of  the  first  mil- 
lion men  examined  forty-five  thousand  had 
syphilis  and  fifteen  thousand  had  gonor- 
rhea. If  we  had  a blood  serology  test  for 
gonorrhea  as  we  have  for  syphilis,  you 
would  have  an  entirely  different  picture  in 
reference  to  the  number  of  cases  of  gon- 
orrhea found.  It  is  much  more  simple  to 
weed  out  the  ones  from  our  army  who 
have  syphilis  than  it  is  to  find  and  eliminate 
the  ones  with  gonorrhea.  So  many  of  the 
men  have  chronic  prostatitis,  seminal  ve- 
siculitis, etc.,  and  yet  have  no  urethral  dis- 


charge. Most  of  such  cases  are  pronounced 
cured,  and  these  are  some  of  the  carriers 
and  spreaders  of  the  infection. 

Unfortunately  the  sulfonamides  will  only 
cure  about  seventy  per  cent  of  the  acute 
cases  of  gonorrhea  and  a very  small  per 
cent  of  the  chronics.  However,  if  we  can 
see  our  patients  early  and  cure  seven  out 
of  ten  in  just  a few  days’  time,  there  will 
only  be  a limited  group  who  will  have  com- 
plications and  have  to  be  treated  over  a 
long  period  of  time.  Possibly  sulfathiazole 
is  the  drug  most  extensively  used  in  the 
treatment  of  gonorrhea.  Its  dosage  and 
the  number  of  days  it  should  be  given  is 
more  or  less  fixed  by  the  men  who  have 
had  vast  experience  under  the  present-day 
treatment.  It  is  a known  fact  that  the  aver- 
age case  of  gonorrhea  is  going  to  get  well 
in  six  or  eight  days  if  he  is  given  fifteen 
grains  of  sulfathiazole  four  times  a day 
until  he  has  taken  twenty  or  thirty  grams. 
If  at  the  expiration  of  this  time  your  pa- 
tient still  has  a discharge  from  the  urethra 
with  bugs  in  it,  you  can  quit  the  sulfona- 
mides, as  any  further  administration  of  the 
drug  is  of  no  value.  For  such  cases  you 
will  have  to  use  injections  of  mild  silver 
salts,  and  give  your  patient  ten  minims 
of  East  Indies  preparation  of  sandalwood 
oil  after  meals. 

Until  a patient  shows  that  he  will  not 
respond  to  the  sulfonamides  there  should 
not  be  anything  injected  into  the  urethra 
or  any  kind  of  instrumentation  or  massage 
of  the  prostate  gland.  At  the  onset  of  your 
treatment  you  should  sit  down  with  your 
patient  and  inform  him  of  the  seriousness 
of  the  infection,  and  tell  him  to  pay  no 
attention  to  the  man  who  says  it  is  no  worse 
than  a bad  cold.  He  should  be  told  to 
leave  off  all  alcoholic  drinks,  and  not  to 
attend  any  social  functions  or  call  on  any 
girls.  He  should  get  as  much  sleep  and 
rest  as  possible,  advised  to  drink  a great 
deal  of  water.  Even  if  the  discharge  should 
stop  after  two  or  three  days  on  sulfonamide 
treatment  the  patient  must  continue  on  the 
tablets  for  at  least  a total  of  five  days. 

In  treating  gonorrhea  which  fails  to  re- 
spond to  the  sulfonamides,  we  should  keep 
in  mind  that  you  can  overtreat  these  cases 
in  your  desire  for  a quick  cure.  So  often 
we  see  a patient  whose  condition  has  been 
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aggravated  by  too  frequent  massage  of  the 
prostate  or  where  the  gland  has  been  trau- 
matized from  too  brisk  a rub.  The  prostate 
should  be  massaged  gently  and  not  more 
often  than  every  three  or  four  days.  It 
is  necessary  in  some  of  these  sulfonamide- 
resisting  cases  where  there  are  urethral 
gland  infection,  stricture  or  granular  tissue 
in  the  urethra  to  pass  graduated  sounds  in 
through  the  lumen  of  urethra.  In  such 
cases  sounds  should  not  be  used  more  often 
than  four  to  seven  days.  Care  should  be 
exercised  in  such  treatment,  for  a great  deal 
of  damage  can  be  done  with  the  use  of 
these  instruments. 

Most  gonorrheal  prostatic  abscesses  will 
drain  into  posterior  urethra  by  spontane- 
ous rupture.  Such  patients  should  be  kept 
in  bed  and  given  hot  sitz  baths  or  colonic 
irrigation  with  warm  water.  A small  per 
cent  of  these  cases  will  have  an  acute  re- 
tention, and  will  have  to  be  catheterized. 
The  catheter  should  be  strapped  in  for  con- 
tinuous drainage  for  two  days  and  then  re- 
move it.  If  he  can  void  after  this,  there  is 
no  need  of  placing  catheter  back  in  blad- 
der. The  point  is  that  you  will  do  less  dam- 
age in  leaving  the  catheter  in  than  you  will 
by  catheterizing  your  patient  every  time 
his  bladder  fills  up.  Most  all  gonorrheal 
epididymitis  cases  should  be  put  to  bed  and 
a Bellevue  bridge  of  adhesive  plaster  placed 
beneath  the  scrotum  for  support.  An  ice 
cap  placed  on  the  swollen  epididymis  and 
testicle  will  give  the  patient  a great  deal 
of  relief  from  the  pain.  All  painful  com- 
plication of  gonorrhea  where  opiates  are 
necessary  will  usually  get  greater  results 
from  B.  & O.  rectal  suppositories,  especial- 
ly is  this  true  in  acute  cystitis  where  there 
is  a terminal  d.vsuria  and  possibly  hema- 
turia. Hot  sitz  baths  are  always  advan- 
tageous in  the  treatment  of  complications 
in  men  and  women.  In  the  treatment  of 
gonorrhea  in  women  your  percentage  of 
cures  with  sulfonamides  in  acute  gonorrhea 
should  be  about  the  same  as  in  men.  For 
the  resistant  cases  you  will  have  about  the 
same  problems  to  face  as  you  do  in  the 
male.  She  will  have  to  use  douches  as  a 
cleansing  agent  and  the  physician  will  prob- 
ably apply  nitrate  of  silver  or  some  other 
drug  to  the  cervix,  if  she  has  a cervicitis 


and  doesn’t  have  an  acute  pyosalpinx.  In 
acute  pelvic  inflammatory  diseases  the  pa- 
tient should  be  kept  in  bed  with  ice  cap 
or  hot-water  bottle  (whichever  one  gives 
the  patient  the  most  relief)  on  the  lower 
part  of  the  abdomen.  Diathermy  in  the 
subacute  and  chronic  conditions  is  of  value. 
In  the  past  few  years  we  have  not  been 
operating  on  as  many  of  these  cases  as 
we  once  did  which,  I am  convinced,  has  been 
to  the  advantage  of  the  patient. 

For  the  average  practitioner  a clinical 
cure  is  all  that  he  can  hope  for  or  expect 
to  get.  A clinical  cure  is  where  all  evi- 
dence of  the  infection  has  disappeared  and 
there  is  no  discharge,  no  visible  or  symp- 
tomatic evidence  of  the  disease. 

It  is  not  an  easy  matter  for  the  urologist 
with  his  training  and  the  latest  equipment 
to  find  the  gonococcus  in  isolated  cases,  so 
naturally  a lot  of  chronic  gonorrhea  in  the 
average  practitioner’s  hand  will  go  unrec- 
ognized and  will  be  a carrier  of  the  disease. 
It  is  important  therefore  that  we  all  keep 
in  mind  that  the  cessation  of  the  discharge 
does  not  necessarily  mean  a cure.  Quite 
frequently  a woman  or  a man  will  come  to 
our  office  for  an  examination  to  determine 
whether  or  not  they  have  gonorrhea.  Often 
the  thing  that  prompted  them  to  come  was 
that  the  man  or  the  woman  in  the  case  that 
they  had  been  with  claimed  they  gave  them 
gonorrhea.  Sometime  after  exhaustive  ex- 
amination we  are  able  to  demonstrate  the 
gonococcus  and  so  inform  the  person.  The 
individual  is  not  satisfied  so  will  possibly 
then  go  to  a good  surgeon  or  a good  in- 
ternist who  is  not  acquainted  with  the  facts 
and  make  a routine  examination  and  fail 
to  find  the  organism.  He  or  she  is  told 
that  they  have  no  infection,  so  they  do 
not  get  treatment.  If  any  person  who  has 
had  gonorrhea  comes  to  us  under  the  above 
conditions,  we  should  not  decide  the  ab- 
sence of  gonorrhea  with  one  examination, 
but  have  them  return  for  at  least  another 
checkup. 

I understand  that  our  public  health  de- 
partment for  venereal  control  now  has  or 
will  have  available  sufficient  penicillin  for 
the  treatment  of  those  cases  of  gonorrhea 
which  have  been  resistant  to  the  sulfona- 
mides. 
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When  penicillin  is  available  for  civilian 
use,  we  will  have  a drug  which,  according 
to  the  statistics  of  a number  of  army  and 
navy  hospitals,  will  be  a specific.  The  re- 
ports from  those  hospitals  are  that  they 
cure  practically  a hundred  per  cent.  Peni- 
cillin was  only  used  on  the  cases  who  had 
been  treated  with  sulfathiazole  for  several 
days  and  still  had  an  active  discharge  with 
gonococcus  in  the  smear.  These  men  were 
given  twenty  thousand  units  intramuscular- 
ly every  three  hours  for  five  doses.  After 
the  second  or  third  dose  is  given,  all  the 
discharge  had  ceased.  After  the  fifth  in- 
jection is  given,  you  are  unable  to  find  the 
gonococci  in  urine  or  prostatic  secretion, 
and  cultures  are  also  negative.  The  Mem- 
phis Urological  Society  held  its  last  meet- 
ing at  the  U.  S.  Kennedy  General  Hospital 
and  had  the  pleasure  of  hearing  one  of  the 
medical  officers  reveal  their  experience  with 
penicillin  in  the  treatment  of  resistant  cases 
of  gonorrhea.  After  learning  of  the  sim- 
plicity of  its  administration,  the  speedy 
action  of  the  drug  against  the  organism, 
you  just  wonder  if  it  is  too  good  to  be 
true.  It  is  a simple  thing  to  add  a little 
distilled  water  to  the  powder  which  is  in- 
stantly dissolved  and  ready  for  use.  There 
is  no  reaction  when  it  is  given,  and  it  does 
not  make  the  muscle  sore.  It  can  be  given 
intravenously  if  you  so  desire,  but  of  no 
value  if  given  by  mouth. 

In  conclusion  I advise  starting  your  pa- 
tient on  sulfathiazole  at  once  and  tell  him 
to  drink  plenty  of  water. 

Watch  for  unfavorable  reaction  from  the 
drug  and  see  that  he  takes  at  least  twenty 
grams  (which  is  five  days’  treatment)  even 
if  the  discharge  stops  in  two  days. 

Do  not  use  any  injections  in  the  urethra 
during  the  first  eight  days  of  the  disease. 

If  and  when  available  give  penicillin  to 
all  sulfonamide  resistant  cases. 

The  Present  Status  of  the  Rapid 
Treatment  of  Syphilis 

R.  H.  Kampmeier,  M.D.,*  Nashville 

In  recent  years  there  has  been  much  in- 
terest and  discussion  concerning  the  treat- 

*From the  Department  of  Medicine,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Ten- 
nessee. 


ment  of  acute  syphilis  by  methods  which 
shorten  the  time  needed  for  “cure.”  Though 
all  students  utilizing  these  schemes  of  treat- 
ment emphasize  their  experimental  nature, 
it  is  unquestionably  true  that  we  are  on 
the  threshold  of  some  treatment  plan  which, 
in  early  syphilis,  will  be  successful  in  a 
time  period  much  shorter  than  the  sixty-to- 
seventy-week  treatment  now  in  vogue.  The 
fact  that  no  one  accepted  plan  of  intensive 
treatment  has  as  yet  crystallized  out  of 
the  several  methods  under  study,  empha- 
sizes the  experimental  nature  of  the  whole 
subject. 

Since  so  many  questions  are  raised  in  the 
physician’s  mind  relative  to  “short  treat- 
ment,” a brief  review  of  the  status  of  such 
treatment  with  respect  to  the  results  of 
therapy  and  its  hazards  is  worth  while. 

Development  of  Intensive  Treatment 
Methods 

A brief  review  of  the  background  of  such 
methods  is  indicated  to  high  light  its  re- 
cent development.  About  ten  years  ago 
Hyman  and  his  collaborators  found  that 
the  toxic  reactions  to  chemicals  and  drugs 
injected  intravenously  was  related  to  the 
velocity  of  injection.  They,  therefore,  con- 
ceived the  idea  of  treating  acute  syphilis 
by  giving  approximately  ten  times  the  sin- 
gle dose  of  neoarsphenamine  by  an  intra- 
venous drip  in  a period  of  five  days.  A 
report  on  twenty-five  patients  so  treated 
appeared  in  19351  and  demonstrated  the 
feasibility  of  the  method.  Because  of  cer- 
tain treatment  reactions  with  neoarsphena- 
mine, these  investigators  turned  to  the  re- 
cently introduced  arsenoxide  (mapharsen) 
which  was  shown  to  be  less  toxic.  In  1940 
Hyman2  reported  the  preliminary  results 
with  this  drug. 

Since  the  intravenous  drip  required  hos- 
pitalization and  a trained  personnel,  Thom- 
as and  Wexler3  at  Bellevue  Hospital  began 
in  1937  to  use  two  or  three  injections  of 
arsenoxide  weekly.  In  1939  they  changed 
to  a ten-day  scheme  of  two  daily  injections. 
Later  they  introduced  fever  sessions  into 
this  ten-day  period. 

In  1942  Simpson,  Kendell,  and  Rose4  re- 
ported the  use  of  a fever  session  and  sev- 
eral injections  of  arsenoxide  all  in  one  day. 

Because  serious  treatment  reactions  oc- 
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curred  in  intensive  methods,  Eagle  and 
Hogan5  planned  a study  of  thrice  weekly 
injections  for  six-to-ten-week  periods,  which 
subsequently  was  shown  to  be  safe. 

Intensive  Treatment  Methods  and 
Results 

As  was  indicated  above,  several  short 
treatment  methods  have  been  advanced  and 
are  under  study.  Unsatisfactory  results  in- 
clude one  or  more  of  the  following:  (1) 
serologic  fastness,  (2)  mucocutaneous  (in- 
fectious) relapse,  (3)  seror elapse. 

1.  The  “five-day  treatment”  as  developed 
by  Hyman,  Chargin,  and  Leifer  consists 
of  the  injection  of  240  milligrams  of  ar- 
senoxide  in  2,400  cubic  centimeters  of  five 
per  cent  dextrose  solution  daily  for  five 
days.  (Each  daily  dose  is  given  by  intra- 
venous drip  over  a twelve-hour  period.) 
Shaffer’s  modification  (“rapid  drip”)  con- 
sists of  giving  up  to  180  milligrams  of 
arsenoxide  in  1,000  cubic  centimeters  of 
dextrose  solution  by  gravity  in  sixty  to 
seventy-five  minutes  daily  for  five  days. 

Results  of  the  five-day  treatment  reported 
in  the  American  literature  are  as  follows: 
Leifer,  Chargin,  and  Hyman6  in  1941  re- 
ported satisfactory  results  in  eighty-one  per 
cent  of  their  cases.  In  seronegative  pri- 
mary cases  the  satisfactory  results  occurred 
in  ninety-five  per  cent.  Rattner7  in  1943 
reported  on  two  hundred  “five-day  treat- 
ment” cases  followed  for  five  months  or 
longer.  Of  these  eighty-six  per  cent  had 
satisfactory  results,  11.5  per  cent  were  fail- 
ures, and  2.5  per  cent  were  pending.  (Ob- 
viously five  months’  observation  is  an  in- 
sufficient period  for  the  ultimate  evaluation 
of  results.)  Because  of  the  failures  Rattner 
added  bismuth  to  the  five-day  course  and 
improved  his  results  in  seventy-six  cases  to 
ninety-three  per  cent  satisfactory  results. 
Shaffers  with  the  “rapid  drip”  method 
treated  430  patients.  No  failures  occurred 
in  his  seronegative  primary  syphilis  group. 
His  expected  failure  rate  in  the  seroposi- 
tive primary  syphilis  group  is  thirteen  per 
cent  and  twenty-seven  per  cent  for  the 
secondary  syphilis  group. 

2.  Thomas  and  Wexler9  Multiple  Injec- 
tion Method. — At  first  these  authors  used 
.06  grams  arsenoxide  in  ten  cubic  centi- 


meters of  water,  giving  two  injections  daily 
by  syringe  morning  and  evening  for  ten 
days. 

Their  study  indicated  that  in  151  pa- 
tients receiving  a total  dosage  of  .9  to  1.2 
grams  the  results  were  probably  favorable 
in  eighty-four  per  cent  and  in  122  patients 
treated  with  .66  to  .84  grams  results  were 
probably  favorable  in  seventy-five  per  cent. 
Bundeson,  Bauer,  and  Kendell10  in  the 
treatment  of  200  patients  by  essentially 
this  plan  found  an  incidence  of  five  per 
cent  of  infectious  relapse  or  progression. 
The  question  of  eventual  serorelapse  or 
serologic  fastness  cannot  be  evalued  as  yet. 
Schoch  and  Alexander,11  using  a somewhat 
different  ten-day  multiple  syringe  injec- 
tion scheme,  treated  208  patients,  of  which 
103  were  observed  for  six  to  eighteen 
months.  Results  in  the  latter  group  were 
satisfactory  in  seventy-seven  per  cent,  fail- 
ure in  twelve  per  cent,  and  in  eleven  per 
cent  results  were  pending. 

3.  Thomas  and  Wexler‘J  Multiple  Injec- 
tion and  Fever  Plan. — Because  of  several 
instances  of  hemorrhagic  encephalitis  in 
their  treatment  scheme  as  outlined  above, 
these  investigators  decided  to  use  less  ar- 
senic and  enhance  its  effect  by  fever.  This 
plan  consists  of  one  daily  injection  of  arse- 
noxide (mapharsen)  (dose  .05  to  .07  grams 
on  a weight  basis)  for  ten  days.  Bismuth 
salicylate  in  oil,  intramuscularly,  is  given 
four  times  in  this  period.  Two  injections 
of  typhoid  vaccine  are  given  intravenously 
on  the  second,  fourth,  sixth,  and  eighth 
days. 

In  general,  the  results  indicate  that  the 
plan  is  safe  and  will  give  satisfactory  re- 
sults in  about  eighty-five  per  cent  of  cases. 

4.  “One-Day  Treatment.”  — Originally 
Simpson4  and  his  associates  treated  twenty- 
three  patients  in  the  seropositive  primary 
stage  of  syphilis.  In  one  day  the  patient 
received  a ten-hour  session  of  fever  at  a 
temperature  of  106  degrees  Fahrenheit,  a 
dose  of  bismuth  subsalicylate  in  oil  (.25 
gram)  and  a total  of  from  120  to  240  milli- 
grams of  arsenoxide  given  by  syringe  in  .06 
gram  doses  every  three  hours. 

The  originators  of  this  scheme  treated 
twenty-three  patients  in  the  stage  of  sero- 
negative primary  syphilis  and  in  the  six- 
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month  follow-up  period,  concluded  at  the 
time  of  their  report,  the  results  had  been 
satisfactory.  Bundeson,  Bauer,  and  Ken- 
dell1"  used  this  method  with  slight  modifica- 
tion in  774  patients.  Failures  occurred  in 
ten  per  cent,  and  from  the  rising  serologic 
titer  in  some  of  the  remaining  cases  it  ap- 
pears that  the  failure  rate  will  ultimately 
be  higher. 

5.  Eagle  Eight-to-T en-W eek  Plan.  — Be- 
cause of  the  need  for  hospitalization  and 
trained  personnel  in  the  use  of  the  above 
methods  and  because  of  fatalities  due  to 
hemorrhagic  encephalitis,  Eagle'1  proposed 
a scheme  applicable  to  and  safe  for  the  am- 
bulant patient.  The  plan  consists  of  thrice 
weekly  injections  of  arsenoxide,  dosage 
computed  on  a weight  basis  with  or  with- 
out a weekly  injection  of  bismuth  subsalicy- 
late in  oil.  The  recommended  dosage  table 
follows : 

Dosage  of 

Weight  Arsenoxide  (mg.) 


90  lbs. 

40 

90-120  lbs. 

50 

120-155  lbs. 

60 

155-185  lbs. 

70 

185  lbs. 

80 

Unfortunately,  the  results  of  this  treat- 
ment plan  are  not  available,  but  are  to  be 
published  soon.  A group  of  collaborating 
clinics  (of  which  Vanderbilt  University 
Hospital  was  one)  used  this  scheme,  and  the 
results  were  pooled  for  study  by  Eagle. 
Several  thousand  patients  have  been  treated 
by  this  plan.  I may  say  that  such  a treat- 
ment scheme  is  practically  without  hazard. 

6.  Army  Plan. — For  about  two  years  the 
Army  has  used  a twenty-six-week  treat- 
ment schedule.  It  consists  of  two  ten-week 
periods  of  biweekly  injections  of  arsenoxide 
(.6  gram  per  dose)  and  an  intervening  six- 
week  period  of  weekly  injections  of  bismuth 
subsalicylate  (.2  gram  per  dose).  During 
the  first  five  weeks  of  the  first  arsenic  course 
and  the  last  five  weeks  of  the  second  arsenic 
course,  bismuth  is  given  once  weekly.  Thus 
the  Army  plan  provides  for  a total  of  forty 
injections  of  arsenoxide  and  sixteen  injec- 
tions of  bismuth  in  oil  in  twenty-six  weeks. 
No  results  of  such  treatment  have  been  pub- 
lished. 


Serology  in  Intensive  Therapy 
If  the  serologic  tests  in  early  cases  are 
to  revert  to  normal,  in  those  originally  posi- 
tive, they  do  so  in  approximately  the  usual 
time  as  encountered  in  the  standard  sixty 
or  more  weeks  continuous  treatment  plan. 
Therefore,  it  is  obvious  that  in  the  one- 
day,  five-day,  and  ten-day  multiple  injection 
methods  (with  or  without  fever)  the  sero- 
positive cases  are  still  such  at  completion 
of  treatment.  Thus  there  is  only  one  way 
in  which  to  anticipate  therapeutic  success 
and  that  is  by  the  frequent  use  of  quantita- 
tive serologic  tests.  A downward  trend  in 
titer  indicates  probable  success,  whereas  a 
titer  maintained  at  a fairly  high  level  or  a 
rising  titer  presage  failure.  The  latter  es- 
pecially makes  infectious  relapse  highly 
probable.  Serologic  fastness  (maintenance 
of  positive  tests)  has  occurred  in  from  ten 
to  fifteen  per  cent  in  some  of  the  groups  of 
patients  treated  by  intensive  methods. 

Hazards  of  Intensive  Treatment 
The  untoward  reactions  with  intensive 
therapy  have  been  those  encountered  in  rou- 
tine treatment  and  with  one  exception  have 
been  infrequent  and  of  little  consequence 
with  the  use  of  arsenoxide.  The  exception 
has  been  hemorrhagic  encephalitis.  This 
complication  has  been  the  cause  of  deaths 
attributable  to  short  treatment.  Stokes,1  - 
in  his  conservatism,  emphasizes  this  hazard 
of  about  one  death  per  220  patients  treated 
as  compared  to  one  per  20,000  in  the  old 
scheme  of  treatment.  Thomas  estimates 
the  mortality  rate  at  about  .3  per  cent  in  a 
treatment  plan  completed  in  from  five  to 
ten  days. 

Summary 

Intensive  plans  for  antisyphilitic  treat- 
ment are  still  in  the  experimental  stage.* 

In  spite  of  the  increased  risk,  I believe 
that  five-to-ten-day  treatment  is  justifiable, 
certainly  in  wartime,  in  the  isolation  hospi- 
tals and  wards  set  aside  for  the  spreaders 
of  infection.  Such  patients  are  thus  taken 

*What  the  future  of  penicillin  may  be  in  the 
short  treatment  of  syphilis  cannot  be  foretold.  Ma- 
honey13 published  a preliminary  report  on  four 
patients  having  chancre  and  treated  with  this  sub- 
stance. Bloomfield,  Rantz,  and  Kirby14  mention  the 
treatment  of  seven  patients  having  early  syphilis. 
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“out  of  circulation”  and  are  forced  to  com- 
plete their  treatment,  thus  greatly  reducing 
the  likelihood  of  infectious  relapse.  These 
methods  are  of  inestimable  value  in  public 
health. 

I do  not  believe  that  the  average  practi- 
tioner should  undertake  the  very  intensive 
treatment  methods.  If  he  must  experiment , 

I feel  he  should  use  the  ten-week  plan  of 
Eagle,  provided  he  will  follow  the  serologic 
reactions  quantitatively,  will  use  the  weight 
basis  dosage,  and  insist  on  a change  to  the 
standard  long-time  therapy  if  the  patient 
is  irregular  in  treatment.  To  the  conserva- 
tive physician  who  may  wish  to  reduce  the 
routine  sixty-seventy  week  treatment  in 
time,  the  Army  twentv-six-week  plan  has 
much  to  offer.  Spinal  fluid  examination 
some  months  after  completion  of  treatment 
by  any  method  is  essential. 

It  must  be  emphasized  that  all  of  these 
treatment  methods  apply  to  early  syphilis 
only — that  is,  syphilis  in  its  acute  stage  or 
at  latest  only  of  several  months’  duration. 
The  pathology  of  well-established  syphilis 
makes  it  seem  dubious  that  very  short  treat- 
ment methods  can  be  successful.  Certainly 
no  experience  has  been  acquired  regarding 
its  use  in  late  syphilis. 

The  results  of  rapid  treatment  methods 
are  probably  no  better  than  with  standard, 
continuous,  prolonged  therapy.  On  the  basis 
of  serorelapse,  infectious  relapse,  and  sero- 
logic fastness  representing  failures,  the 
trend  of  the  results  of  intensive  treatment 
in  early  syphilis  is  as  follows: 

In  seronegative  primary  syphilis,  cure  in 
practically  100  per  cent.  In  seropositive 
early  syphilis,  satisfactory  results  in  sev- 
enty-five to  eighty-five  per  cent.  These  fig- 
ures are  approximately  the  same  as  those 
established  by  standard  methods. 
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Management  of  Some  Common  Phases  of 
Late  Syphilis  in  Practice 
R.  H.  Kampmeier,  M.D.,  Nashville 

Mr.  President,  to  be  called  upon  to  dis- 
cuss, extemporaneously,  the  management  of 
some  of  the  phases  of  late  syphilis,  poses  a 
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problem  as  to  which  manifestations  to  select 
for  discussion.  Usually  the  syphilitic  in- 
fection becomes  quiescent  in  the  months 
after  the  invasion  of  the  body  without  any 
clinical  manifestations  either  subjective  or 
objective.  Only  a positive  blood  test  indi- 
cates the  presence  of  disease.  This  is  the 
stage  of  latency,  which  may  be  maintained 
for  the  remainder  of  the  patient’s  life. 
(After  the  passage  of  several  years,  it  is 
described  as  late  latency.) 

In  possibly  some  fifty  per  cent  of  un- 
treated patients  this  latent  state  is  inter- 
rupted by  the  development  of  late  clinical 
evidence  of  syphilitic  disease.  Late  syph- 
ilitic disease  usually  appears  in  from  five 
to  twenty-five  or  more  years  after  the  in- 
fection was  acquired.  The  late  manifesta- 
tions of  syphilis  may  be  classified  in  three 
categories — namely,  (1)  late  benign  syph- 
ilis, (2)  cardiovascular  syphilis,  and  (3) 
neurosyphilis. 

Late  Benign  Syphilis. — The  pathologic 
process  involved  in  this  form  of  syphilitic 
disease  is  usually  that  of  gummatous  in- 
filtration commonly  leading  to  tissue  de- 
struction followed  by  extensive  scarring. 
The  gumma  is  a curious  tissue  reaction,  one 
in  which  there  is  an  explosive  reaction  to 
a small  number  of  the  Treponema  pallidum. 
It,  therefore,  is  believed  to  represent  a focal 
“allergic”  type  of  reaction  in  which  the 
tissues  are  “sensitized,”  if  you  please,  to 
the  infecting  organism  or  its  products. 
Gummatous  involvement  has  been  described 
in  every  tissue  and  organ  of  the  body  with- 
out exception.  Gummatous  disease  of  the 
skin  is  probably  encountered  most  frequent- 
ly. However,  tertiary  syphilis  of  bone  is 
practically  as  common.  Next  in  order  of 
incidence  is  gummatous  disease  of  the  mu- 
cous membranes  of  the  nose,  throat,  and 
larynx.  Less  often  the  physician  will  see 
gummata  of  the  liver  and  stomach.  Rarely, 
one  may  encounter  the  examples  of  tertiary 
syphilis  in  the  glandular  structures  of  the 
body,  the  skeletal  muscle,  heart  muscle, 
lungs,  esophagus,  and  lymph  nodes.  Aside 
from  optic  atrophy  as  it  occurs  in  neuro- 
syphilis, the  cornea,  choroid,  retina,  and 
iris  of  the  eye  may  be  the  seat  of  tertiary 
syphilis.  These  are  not  extremely  unusual. 

Therapy  in  late  benign  syphilis  presents 


a difficult  problem.  One  must  visualize 
multiple  foci  of  syphilitic  inflammation  in 
the  body,  many  of  which  unquestionably  are 
well  walled  off.  Surely  no  one  would  be 
so  sanguine  as  to  expect  cure  in  this  stage 
of  the  disease.  The  objective  of  treatment 
is  to  obtain  healing  of  the  presenting  le- 
sion, and  to  assist  the  host  in  the  resolution, 
walling  off  any  fibrosis  of  the  multiple  ac- 
tive foci  which  may  be  present  or  which 
may  arise  during  the  course  of  therapy. 
Obviously,  this  is  a “long-range”  project 
by  use  of  the  metals  employed  in  antisyphi- 
litic treatment  because  of  their  poor  pene- 
tration into  tissues.  (Our  knowledge  of  the 
pathology  and  course  of  late  syphilis  would 
seem  to  indicate  that  the  intensive  treat- 
ment methods  now  in  vogue  will  be  inef- 
fective.) Briefly,  the  treatment  of  late 
benign  syphilis  implies  continuous  therapy 
for  approximately  two  years,  consisting  of 
alternating  courses  (each  of  about  eight 
doses)  of  weekly  injections  of  an  arsenical 
preparation  (in  full  dosage)  and  bismuth 
subsalicylate  in  oil.  Potassium  iodide  by 
mouth  in  the  early  months  of  treatment  is 
desirable.  The  first  course  should  consist 
of  four  to  six  injections  of  bismuth.  This  is 
done  to  prevent  an  untoward  degree  of  in- 
tensification, at  foci,  of  syphilitic  inflam- 
mation which  is  likely  to  occur  after  the 
initial  use  of  arsenic — the  Herxheimer  re- 
action. We  have  seen  such  reactions,  which 
may  be  serious,  in  unsuspected  neurosyph- 
ilis, aortitis,  and  gummatous  infiltrations 
of  the  larynx. 

Cardiovascular  Syphilis.  — For  practical 
purposes  the  term  syphilitic  heart  disease 
means  aortic  disease  with  at  times  second- 
ary effects  related  to  the  heart  muscle. 
Probably  syphilitic  aortitis  begins  with  an 
early  diffuse  invasion  of  the  media  and  ad- 
ventitia of  the  aorta.  With  the  passage  of 
ten  to  twenty  years  there  may  have  been 
such  endarteritis  of  the  intrinsic  blood  ves- 
sels with  necrosis  and  replacement  by  scar 
tissue  that  the  aorta  may  have  lost  its  elas- 
ticity and  may  have  become  dilated.  Un- 
complicated aortitis  is  difficult  of  diagnosis 
unless  the  coronary  ostia  are  narrowed. 
Then  heart  pain  may  arouse  the  suspicion 
of  syphilitic  aortitis  and  may  lead  to  fur- 
ther study  by  fluoroscopy  of  the  aorta. 
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The  commonly  recognized  complication  of 
syphilitic  aortitis,  however,  is  that  of  aortic 
regurgitation.  Usually  it  develops  as  the 
result  of  dilatation  and  attendant  changes 
at  the  root  of  the  aorta,  leading  to  incom- 
petencv  of  the  aortic  valves.  With  subse- 
quent dilatation  and  hypertrophy  of  the  left 
ventricle,  cardiac  failure  is  certain  to  follow 
within  a variable  period  of  time  and  death 
is  inevitable  as  a result.  The  duration  of 
life  depends  to  a great  extent  upon  the  de- 
gree of  aortic  incompetency  and  the  type 
of  life  the  patient  leads.  A livelihood  in- 
volving little  physical  exertion  offers  a bet- 
ter outlook  than  one  of  heavy  labor.  In 
general,  the  management  of  the  cardiac 
failure  is  similar  to  that  used  in  failure  due 
to  other  forms  of  heart  disease. 

Less  common  than  aortic  insufficiency  is 
the  localized  aortitis  which  permits  develop- 
ment of  an  aneurysm.  This  lesion  usually 
develops  as  a sac  which  ultimately  leads  to 
death  either  by  rupture  or  by  pressure 
upon  some  vital  structure  within  the  thorax. 

Obviously,  aortic  incompetency  and  aneu- 
rysm are  irreversible  processes.  The  time 
for  effective  antisyphilitic  treatment  is  past. 
Usually  specific  treatment  is  used  merely 
in  the  hope  of  slowing  the  further  dilating 
process.  The  effect  of  therapy  at  best  is 
dubious.  Since  this  is  true,  treatment  must 
be  conservative,  and  at  least  do  no  harm. 
For  other  than  the  syphilologist,  the  only 
safe  treatment  advisable  is  the  use  of  bis- 
muth in  oil  weekly  in  courses  of  ten  to 
twelve  weeks  with  intervening  rest  periods 
of  six  to  twelve  weeks.  The  use  of  arsenic 
in  aortic  disease  is  attended  by  dangers 
which  may  shorten  the  patient’s  life  over 
that  expected  in  the  course  of  the  disease. 

The  time  practically  is  used  up.  Further- 
more, the  management  of  neurosyphilis  is 
so  complex,  and  the  need  for  individualiza- 
tion of  treatment  so  great,  that  discussion 
of  this  subject  in  a few  minutes  is  impos- 
sible. 

It  is  most  unfortunate  that  Doctor  Hall 
could  not  be  with  us  to  present  his  paper. 
I am  sure  that  it  would  have  been  much 
more  instructive  than  my  unprepared  dis- 
cussion. 


Practical  Aspects  of  the  Management  of 
Lymphogranuloma  Venereum 
C.  H.  Mann,  M.D.,*  New  York  City 

Mr.  President  and  Members  of  the  Ten- 
nessee State  Medical  Association : The  sub- 
ject for  discussion  this  morning,  “Lympho- 
granuloma Venereum,”  has  received  quite 
considerable  abuse  during  the  past  few 
years.  It  has  been  characterized  on  many 
occasions  as  one  of  the  minor  venereal  dis- 
eases associated  in  that  respect  with  chan- 
croid and  granuloma  inguinale.  Lympho- 
granuloma venereum  is  not  a new  disease. 
One  can  go  back  into  the  literature  as  far 
as  1786,  at  which  time  John  Hunter  de- 
scribed the  nonvenereal  buboes  that  were 
unaffected  by  mercury.  Undoubtedly  as 
we  look  back  and  realize  the  various  types 
of  venereal  diseases  that  were  known  at 
that  time — namely,  syphilis  with  its  various 
manifestations,  we  realize  that  other  clin- 
ical entities  were  present.  Certain  events 
occurring  down  through  the  years  have 
contributed  to  a considerable  amount  of  in- 
formation concerning  this  disease.  Per- 
haps one  of  the  most  classical  descriptions 
occurred  in  1915,  at  which  time  Durand, 
Nicolas,  and  Favre  made  their  classical  de- 
scription of  the  clinical  and  histological 
phases  of  the  disease.  This  led  to  a con- 
siderable amount  of  improvement  in  the 
information  concerning  this  so-called  minor 
venereal  disease. 

However,  it  was  not  until  1925,  when 
Wilhelm  Frei  of  Germany  introduced  his 
intradermal  test,  which  later  became  known 
as  the  Frei  test,  that  greater  interest  be- 
came manifest  in  the  more  accurate  diag- 
nosis of  this  disease  as  differentiated  from 
the  other  venereal  diseases — namely,  gon- 
orrhea, syphilis,  granuloma  inguinale, 
chancroid,  and  fusospirochetosis. 

In  our  work,  particularly  associated  with 
the  laboratory  aspects  of  this  disease,  we 
have  for  the  past  few  years  attempted  to 
produce  an  antigen  that  could  aid  in  the 
diagnosis  of  lymphogranuloma  venereum. 
You  will  notice  that  I emphasize  the  word 
“aid”  because  it  is  well  known  that,  after 
all,  skin  tests  or  serological  tests  are  noth- 
ing more  than  aids  in  the  diagnosis  associ- 
ated with  the  history  and  the  clinical  mani- 

* Medical  Director,  E.  R.  Squibb  & Sons. 
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festations  of  any  disease  so  as  to  give  the 
physician  more  information  to  aid  him  in 
arriving  at  an  accurate  diagnosis. 

Our  work  was  particularly  associated 
with  the  etiological  agent,  which  down 
through  the  years  has  been  a frequent  sub- 
ject for  discussion.  In  that  respect  new 
fields  have  been  undoubtedly  opened  up  for 
investigation  in  relation  to  similarities  and 
differences  existent  among  certain  agents 
that  are  quite  similar  in  some  respects  to 
the  agent  of  lymphogranuloma  venereum. 
These  are,  namely,  the  agents  of  psittacosis, 
acute  meningopneumonitis,  trachoma,  in- 
clusion blennorrhea  or  conjunctivitis,  and 
human  atypical  pneumonia.  These  show 
quite  similar  morphological  characteristics 
and  they  show  similar  tinctorial  character- 
istics. However,  the  predilection  of  the 
various  agents  for  different  types  of  tissue 
differs  to  considerable  extent  and  there- 
fore is  an  aid  in  the  clinical  differential 
diagnosis  of  these  various  diseases. 

We  have  been  able  to  indicate  other  simi- 
larities and  differences,  inasmuch  as  we 
have  noted  that  cross-reactions  occur  by 
using  the  antigen  of  lymphogranuloma  in 
the  case  of  these  various  other  diseases. 
Further  confusing  elements  associated  with 
lymphogranuloma  venereum  are  the  syn- 
onyms that  have  appeared  in  the  litera- 
ture— namely,  Nicolas-Favre  disease,  a 
sixth  venereal  disease,  a fourth  venereal 
disease,  climatic  bubo,  tropical  bubo,  esthio- 
mene,  poradenitis,  and  many  other  such 
terms.  This  has  led  to  a considerable 
amount  of  confusion  as  to  just  what  the 
clinical  entity  was  or  if  there  were  very 
many  different  clinical  entities  which  were 
associated  with  or  unassociated  with  the 
disease  lymphogranuloma  venereum. 

I should  like  to  use  the  remaining  portion 
of  this  time  in  passing  through  a series  of 
slides  in  sequence  to  give  you  some  of  the 
more  recent  information  on  the  comparison 
of  the  etiological  factors  associated  with 
lymphogranuloma  venereum,  also  the  other 
diseases  that  were  mentioned,  and  to  pass 
rapidly  through  the  clinical  manifestations 
associated  with  the  disease,  and  in  conclu- 
sion to  emphasize  the  different  types  of 
tests  that  are  now  available,  with  a brief 


review  also  of  the  therapy  which  is  now 
being  carried  on  for  the  treatment  of  this 
disease. 

(Slide)  This  first  slide  relates  to  simi- 
larities and  differences,  as  you  will  notice, 
among  certain  of  the  agents  of  these  various 
diseases.  I would  just  like  briefly  to  go  over 
the  names  of  these  diseases  again : lympho- 
granuloma venereum,  trachoma,  inclusion 
blennorrhea  or  conjunctivitis,  psittacosis, 
human  atypical  pneumonia,  acute  meningo- 
pneumonitis, and,  experimentally,  mouse 
pneumonitis. 

You  will  notice  that  morphologically  the 
elementary  bodies  are  present  in  each  one 
of  these  various  diseases,  so-called  inclusion 
bodies  that  have  been  considered  as  etio- 
logical agents  for  such  a period  of  time ; 
that  all  of  these  agents  pass  through  a 
cycle  of  development  with  the  exception  of 
the  agent  of  human  atypical  pneumonia, 
and  that  in  this  particular  case  we  are  un- 
doubtedly encountering  an  agent  which  is 
smaller  than  the  agents  of  the  other  dis- 
eases, varying  in  diameters  between  125 
to  250  millimicrons,  and  also  in  the  case  of 
the  agent  of  human  atypical  pneumonia  we 
are  probably  encountering  an  agent  which 
appears  in  various  types  similar  in  that  re- 
spect to  the  types  of  pneumococcic  pneu- 
monia. 

As  far  as  the  tinctorial  characteristics 
are  concerned,  they  are  all  gram-negative, 
they  all  accept  the  Giemsa  stain,  and  they 
all,  with  the  exception  of  trachoma  and  in- 
clusion blennorrhea  or  conjunctivitis,  accept 
Machiavello’s  stain. 

Positive  glycogen  reaction  does  not  occur 
in  lymphogranuloma  venereum  or  in  psitta- 
cosis and  is  still  undetermined  for  acute 
meningopneumonitis  and  human  atypical 
pneumonia. 

As  far  as  the  predilection  of  the  agent 
for  various  types  of  tissue : in  lymphogran- 
uloma venereum  the  genital  and  the  granu- 
lomatous or  inguinal  areas,  the  eyes  and 
the  meninges;  trachoma,  the  eyes;  inclu- 
sion blennorrhea  or  conjunctivitis,  the  eyes; 
and  it  was  later  found  that  also  the  genital 
tissues  would  be  attacked  by  the  organism, 
showing  the  fallacy  which  can  occur  in  as- 
sociation with  a term  such  as  inclusion  con- 
junctivitis before  the  disease  syndrome  has 
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been  completely  studied.  In  psittacosis,  the 
lungs;  in  human  atypical  pneumonia,  the 
lungs  and  meninges. 

The  clinical  syndrome  for  acute  meningo- 
pneumonitis  has  not  been  completely  estab- 
lished as  yet. 

Quite  similar  observations  have  been 
noted  in  the  experimental  animal,  both  the 
rodent  and  the  bird. 

There  is  one  problem,  however,  in  asso- 
ciation particularly  with  lymphogranuloma 
venereum  that  we  are  fully  cognizant  of 
and  that  is  the  occurrence  of  the  carrier 
state — that  is,  harboring  the  organism  as- 
sociated with  the  disease  without  showing 
manifestations  of  the  disease.  We  are  all 
familiar  with  the  difficulty  we  have  had  in 
the  attempts  for  controlling  the  typhoid 
carrier.  This  presents  even  a greater  prob- 
lem than  typhoid  fever  in  association  with 
the  transmission  of  the  disease  by  the  ty- 
phoid carrier,  inasmuch  as  we  are  encoun- 
tering a venereal  disease.  We  are  faced 
with  two  problems : first,  how  are  we  going 
to  recognize  the  carrier;  and,  secondly, 
after  we  do  recognize  it,  what  are  we  going 
to  do  about  attempting  to  get  rid  of  this 
source  of  infection? 

Carrier  states  occur  with  the  other  dis- 
eases named  with  the  exception  of  the  hu- 
man atypical  pneumonia,  which,  of  course, 
are  of  not  too  great  concern  because  of  the 
rarity  with  which  such  diseases  occur.  Hu- 
man atypical  pneumonia  would  naturally  be 
expected  to  be  a noncarrier  type  of  the  dis- 
ease. Further  evidence  of  similarities  and 
difficulties  occurs  with  the  cross-reactions. 
You  will  notice  cross-reactions  occur  with 
the  various  other  diseases  mentioned.  In 
the  intradermal  tests,  skin  or  Frei  tests, 
cross-reactions  occur  with  the  antigen  of 
lymphogranuloma  venereum  used  in  a hu- 
man atypical  pneumonia  case.  It  was  on 
that  basis  that  Dr.  Hans  Popper  of  the 
Cook  County  Hospital  and  Hektoen  Insti- 
tute in  Chicago  thought  perhaps  the  skin 
tests  would  be  an  aid  in  the  differential 
diagnosis  between  human  atypical  pneu- 
monia and  pneumococcic  pneumonia,  but 
there  again  it  did  not  always  occur,  indicat- 
ing that  we  were  undoubtedly  encountering 
various  types  of  the  human  atypical  pneu- 
monia. 


This  might  be  considered  as  discrimina- 
tory to  the  type  of  tests  that  are  being  used, 
but  in  reality  these  tests  are  merely  aids  in 
the  diagnosis.  Here  we  have  various  clini- 
cal manifestations  of  the  different  diseases 
and  here  we  have  a group  of  diseases  that 
are  relatively  rare,  with  the  exception  of 
the  human  atypical  pneumonia,  so  this  non- 
specificity does  not  have  for  that  reason 
too  much  import. 

Further  evidence  of  similarities  and  dif- 
ferences shows  that  the  same  group  of 
agents  that  were  mentioned  before  can  be 
studied  as  far  as  their  susceptibility  to  the 
sulfonamides  is  concerned.  In  lymphogran- 
uloma venereum  we  have,  in  both  humans 
and  the  experimental  animal,  susceptibility 
to  the  sulfonamides.  We  also  have  the  re- 
sponse in  trachoma  and  inclusion  conjunc- 
tivitis ; we  do  not,  as  you  know,  have  the 
response  in  the  human  atypical  pneumonia 
or  in  the  acute  meningopneumonitis ; we  do 
in  mouse  pneumonitis  and  do  not  in  psitta- 
cosis. 

It  seems  quite  justifiable  on  the  basis  of 
this  information  that  at  least  the  suggestion 
be  made  of  removing  this  group  of  organ- 
isms from  the  large  category  of  the  so- 
called  viruses  and  placing  them  in  a sep- 
arate category  similar  to  the  action  that 
was  taken  on  the  rickettsial  group  of  or- 
ganisms not  so  many  years  ago — namely, 
those  of  typhus  fever  and  Rocky  Mountain 
spotted  fever. 

Very  briefly,  going  into  the  various  clin- 
ical manifestations.  From  one  to  three 
weeks  after  exposure  the  individual  might 
show  evidence  of  the  genital  or  the  initial 
lesion.  This  is  a very  evanescent  type  of 
lesion,  disappearing  usually  in  from  two  to 
six  days.  It  usually  goes  unnoticed  by  the 
patient,  and  for  that  reason  is  not  called 
to  the  attention  of  the  practicing  physician. 

This  is  a painless  type  of  lesion,  and  as 
far  as  the  patient  is  concerned  is  not 
brought  directly  to  the  attention  of  the  phy- 
sician, and  it  is  not  until  the  inguinal  or  the 
bubo  stage  of  the  disease  occurs  that  these 
various  stages  are  recognized. 

The  second  stage  of  the  disease,  the  so- 
called  inguinal  variety,  appears  approxi- 
mately fifteen  to  thirty  days  after  exposure. 
The  individual  begins  feeling  and  sensing  a 
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bubo  or  inguinal  adenitis  either  bilaterally 
or  unilaterally.  This  bubo  stage  of  the  dis- 
ease can  either  occur  in  the  suppurative  or 
nonsuppurative  stage.  When  suppuration 
does  occur,  with  the  occurrence  of  multiple 
sinuses  and  possibly  fistula,  the  disease 
then  begins  to  take  on  its  chronic  manifes- 
tations and  does  not  in  this  particular  stage 
respond  to  any  considerable  degree  to  any 
type  of  therapy. 

For  varying  periods  of  time  after  the 
occurrence  of  the  suppurative  stage  of  the 
disease,  the  pelvic  tissues  can  become  in- 
volved, more  frequently  because  of  the  indi- 
vidual lymphatic  type  of  drainage  in  the 
female,  involving  the  pelvic  tissues  and 
bringing  about  inflammation  of  those  tis- 
sues from  that  time  on  until  ultimate  in- 
volvement of  the  rectum,  bringing  about 
various  forms  of  rectal  stricture,  which  is 
considered  more  or  less  the  terminal  result 
of  the  disease. 

Various  types  of  complications  can  occur, 
such  as  the  extension  of  the  disease  into 
the  colon,  bringing  about  ulcerative  colitis, 
and  as  the  last  type  or  variety  of  the  dis- 
ease, the  extragenital  type  with  the  involve- 
ment of  the  mucous  membranes  of  the 
mouth,  of  the  tongue,  and  of  the  eyes.  Cases 
of  meningitis  associated  with  lymphogran- 
uloma venereum  have  been  reported  in  the 
literature. 

This  slide  illustrates  an  initial  lesion 
showing  the  small  lenticular-shaped  or  her- 
petiform  type  of  lesion  appearing  on  the 
penis. 

This  slide  indicates  a unilateral  type  of 
bubo  in  a colored  female.  There  is  a path- 
ognomic sign  that  should  be  looked  for, 
and  that  is  the  so-called  “sign  of  the 
groove”  whereby  you  have  the  enlargement 
of  the  lymph  nodes  below  and  above  with 
the  edema  occurring  in  a line  parallel  with 
the  groin  fold.  The  gross  picture  of  the 
lymph  node  itself  shows  multiple  foci  of 
infection  and  alternating  areas  of  harden- 
ing and  softening  may  occur  to  the  extent 
of  bringing  about  multiple  sinuses  at  vari- 
ous intervals  of  time,  and  later  on  the  oc- 
currence of  the  fistulae,  which,  in  many  in- 
stances, drain  to  areas  in  the  pelvis  near 
the  rectum,  causing  rectal  stricture. 

The  eye  condition  associated  with  lym- 


phogranuloma venereum  is  known  as 
Parinaud’s  conjunctivitis.  This  involves 
initially  the  conjunctiva.  As  it  becomes 
more  severe  it  includes  the  cornea  and  ulti- 
mately necessitates,  if  no  response  to  ther- 
apy is  observed,  the  enucleation  of  the  eye. 

This  disease  is  very  highly  infectious,  and 
for  that  reason  physicians  should  take  con- 
siderable care  in  the  examination  of  pa- 
tients to  avoid  coming  in  contact  with  the 
pus,  particularly  from  the  suppurating 
areas  of  the  inguinal  region  when  this  stage 
of  the  disease  occurs. 

This  slide  shows  a bilateral  type  of  in- 
guinal adenitis  which  has  progressed  be- 
yond the  point  of  the  regression  or  non- 
suppuration. We  have  the  sign  of  the 
groove  quite  definitely  in  evidence  in  both 
instances,  and  this  type  of  case  ultimately 
does  go  on  to  suppuration,  with  scar  tissue 
replacing  the  normal  tissue  and  contraction 
of  that  tissue  which  does  not  respond  to 
any  considerable  extent  to  the  types  of  ther- 
apy which  we  now  have  available. 

This  slide  shows  a mild  elephantiasis, 
which  is  another  condition  associated  with 
lymphogranuloma  venereum.  The  elephan- 
tiasis of  lymphogranuloma  must  certainly 
be  differentiated  from  the  elephantiasis  as- 
sociated with  granuloma  inguinale  and  the 
elephantiasis  associated  with  the  condition 
caused  by  the  Filaria  bancrofti. 

This  stage  of  the  disease  can  progress  to 
a very  severe  form  with  elephantiasis  of 
the  penis,  and  this  is  shown  particularly 
to  call  attention  to  the  possibility  of  the 
malignant  factor  associated  with  the  later 
manifestations  of  this  stage  of  the  disease. 

The  same  thing  can  occur  in  the  female 
with  elephantiasis  of  the  labia,  as  you  can 
notice  here,  undoubtedly  of  a long-standing 
nature. 

Esthiomene,  from  the  Greek  word  mean- 
ing eating  or  eroding,  following  a severe 
ulcerative  process  and  the  growth  of  this 
granulation  type  of  tissue  that  occurs  in 
the  female  and  is  brought  therefore  to  the 
attention  of  the  gynecologist,  necessitating 
in  this  particular  stage  of  the  disease  sur- 
gical intervention. 

As  far  as  the  X-ray  picture  of  the  vari- 
ous types  of  rectal  stricture  is  concerned, 
this  is  quite  evidently  a tubular  type  of  rectal 
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stricture  brought  about  by  a fistula  bring- 
ing the  organisms  or  the  elementary  bodies 
of  lymphogranuloma  in  contact  with  the 
rectum,  causing  a narrowing.  Cases  of  this 
type  that  have  only  progressed  to  this  stage 
do  respond  fairly  well  to  mechanical  dilata- 
tion. Some  are  of  the  belief  that  sulfa- 
guanidine  aids  considerably  in  this  particu- 
lar stage  of  the  disease.  It  undoubtedly, 
however,  contributes  primarily  to  the  con- 
trol of  the  secondary  invaders. 

This  can  progress  to  the  stage  of  prac- 
tically an  occlusion  of  the  rectum  with  a 
further  ballooning  of  the  lower  intestinal 
tract,  necessitating  surgical  intervention 
with  colostomy  and  resection,  with  resec- 
tion considered  to  be  the  method  of  choice 
over  colostomy  because  of  the  possibility  of 
further  activity  at  a later  time. 

As  an  example  of  the  extragenital  type 
multiple  lesions  have  occurred  on  the 
tongue  of  this  male  individual  following  an 
act  of  cunnilingus. 

This  slide  shows  what  can  happen  with 
involvement  of  the  eye  following  an  act  of 
sexual  perversion  with  so-called  Parinaud’s 
conjunctivitis. 

As  to  the  development  of  the  antigen  for 
use  in  the  skin  tests  and  the  complement 
fixation  test,  the  active  agent  of  the  disease 
is  suspended  in  solution  and  injected  into 
the  yolk  sac  of  the  developing  chick  em- 
bryo through  a small  opening  made  in  the 
eggshell,  the  needle  is  injected  directly  into 
the  yolk  sac,  the  injection  of  the  active 
agent  is  made,  the  needle  withdrawn,  a 
piece  of  sterile  tape  placed  over  the  small 
opening  in  the  egg,  and  the  egg  returned 
to  the  incubator  and  kept  there  for  a period 
of  six  to  seven  days,  following  which  pe- 
riod by  means  of  the  candling  method  this 
would  be  the  normal  appearance  of  the  egg 
that  had  not  been  injected,  showing  the 
vitelline  vessels  and  the  live  embryo,  and 
this  is  the  appearance  of  the  egg  follow- 
ing the  injection  with  the  active  agent  of 
the  disease,  in  which  you  will  notice  that 
the  destruction  has  occurred  to  the  vitelline 
vessels  and  death  has  been  brought  to  the 
embryo.  It  is  at  that  point  that  the  highest 
concentration  of  the  agent  has  been  reached 
and  determines  the  harvesting  process  of 
removing  the  yolk  sac  membranes  to  which 


are  attached  the  active  agent  of  the  disease. 
These  are  placed  in  sterile  beakers,  sub- 
jected to  differential  centrifugation  to  re- 
move or  free  the  active  agent  of  the  disease 
from  the  friable  elements  of  the  yolk  sac 
membranes,  and  these  are  standardized  and 
prepared  for  use  in  both  the  skin  test  and 
complement  fixation  test. 

In  the  skin  test  one-tenth  cubic  centi- 
meter of  the  active  agent  or  the  specific 
antigen  is  injected  intradermally  into  the 
flexor  surface  of  the  forearm  and  the  read- 
ing is  made  at  forty-eight  or  seventy-two 
hours  after  injection.  To  be  positive,  it  is 
considered  that  a papule,  the  diameters  of 
which  are  six  by  six  millimeters,  is  indica- 
tive of  a positive  response  as  long  as  the 
control  which  is  made  with  the  normal  yolk 
sac  material  in  the  same  process,  as  the 
specific  antigen  does  not  measure  over  five 
by  five  millimeters  in  both  diameters.  These 
are  rather  close  measurements  and  depend 
upon  the  individual  technician  for  accu- 
rately interpreting  the  results  that  are  ob- 
tained and  in  making  certain  that  the  agent 
is  injected  intradermally  instead  of  inject- 
ing a certain  amount  subcutaneously,  which 
is  fairly  easy  to  do. 

The  interpretation  of  the  complement 
fixation  test  and  the  technic,  just  briefly  to 
call  your  attention  to  the  fact  that  the  spe- 
cific antigen,  as  far  as  the  process  is  con- 
cerned, is  the  same  as  the  Wassermann  test 
or  complement  fixation  test  for  syphilis. 
Here  you  have  a specific  antigen,  the  active 
agent  of  the  disease,  against  the  use  of  the 
nonspecific  antigen  or  beef  heart  muscle, 
which  is  used  in  the  complement  fixation 
test  for  syphilis.  These  are  various  inter- 
pretations of  the  results.  When  they  are 
specific,  there  are  various  degrees  of  com- 
plement fixation,  with  your  controls  indi- 
cating complete  hemolysis. 

As  far  as  the  epidemiology  of  lympho- 
granuloma venereum  is  concerned,  up  to 
1850  the  disease  was  only  reported  from 
the  British  Isles  and  parts  of  France.  Up 
to  1920  it  had  been  reported  in  various 
parts  of  Europe  and  from  the  coastal  towns 
of  South  America  and  Mexico.  From  1920 
on,  up  to  the  present,  the  disease  has  been 
reported  from  practically  the  largest  popu- 
lated European  areas,  from  the  central  por- 
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tions  of  South  America,  and  from  many  of 
the  states  in  the  United  States. 

The  greatest  problem  facing  the  public 
health  worker  and  particularly  the  admin- 
istrator is  to  see  that  this  disease,  along 
with  chancroid  and  granuloma  inguinale, 
is  included  on  the  list  of  venereal  diseases 
or  reportable  diseases  to  the  State  Health 
Department. 

As  time  goes  on,  more  and  more  states 
are  including  these  diseases.  Recently  the 
state  of  Massachusetts  took  official  action 
in  that  direction ; the  state  of  Ohio  has  done 
so  effective  as  of  January,  1944,  and  several 
of  the  southern  states,  Washington,  D.  C., 
New  York  City,  St.  Louis,  Missouri,  all  of 
which  have  been  brought  about  by  the  in- 
terest of  various  individuals  in  attempting 
to  find  out  just  what  the  actual  incidence 
of  the  disease  is.  We  will  not  find  that  out, 
however,  until  we  do  have  over-ail  authori- 
zation for  reporting. 

As  far  as  the  high  infectiousness  of  the 
disease  for  humans  is  concerned — first,  four 
men  exposed  by  a single  female  all  devel- 
oped lymphogranuloma  and  only  two  con- 
tracted syphilis  thereby.  Not  highly  sta- 
tistically significant,  but  at  least  indicative 
of  the  high  infectiousness  and  emphasizing 
the  importance  of  the  disease  because  of 
the  carrier  stage  associated  with  it.  Sec- 
ond, the  possibility  of  the  transmission  of 
the  infection  by  use  of  common  enema  tips 
or  sleeping  in  the  same  bed  with  the  in- 
fected person.  Cases  that  have  occurred  in 
children  have  undoubtedly  been  brought 
about  by  that  type  of  exposure,  also  cases 
of  infection  of  physicians  and  nurses  fol- 
lowing examination  or  care  of  patients,  and 
cases  of  infection  following  the  accidental 
injection  of  the  agent-contaminated  mate- 
rial or  the  improperly  sterilized  Frei  anti- 
gen. This  has  diminished  of  late,  as  far  as 
hazards  are  concerned,  because  the  pus 
from  the  human  bubo  is  not  being  used  as 
universally  for  the  antigen  as  before.  Then 
infection  in  laboratory  workers,  indicating 
further  the  high  infectiousness  of  the  dis- 
ease, in  which  transmission  of  the  disease 
by  means  of  the  upper  respiratory  tract  oc- 
curs, bringing  about  cervical  adenitis,  ele- 
vated temperatures,  and  all  of  which  re- 
sponds well  to  sulfonamide  therapy. 


Very  briefly,  in  conclusion,  to  mention  the 
therapy  associated  with  lymphogranuloma 
venereum,  various  types  of  sulfonamides 
have  been  used  in  the  last  few  years.  Pre- 
vious to  that,  fuadin,  tartar  emetic,  vari- 
ous forms  of  ultraviolet  radiation  and  X-ray 
were  used  with  varying  degrees  of  results. 
At  the  present  time,  the  most  effective  form 
of  therapy  is  considered  to  be  the  sulfona- 
mides, with  the  greatest  amount  of  opinion 
in  favor  of  sulfathiazole  because  of  its  lower 
toxicity. 

At  the  New  York  Hospital  it  has  been 
used  for  some  time;  1.5  grams  three  times 
a day  for  two  weeks  (sulfathiazole),  fol- 
lowed by  one  gram  three  times  a day  for 
three  weeks  for  a period  of  a five-week 
treatment  schedule.  This  does  not  bring 
about  good  results  in  all  cases,  and  it  is 
for  that  reason  that  at  the  present  time 
we  are  interested  particularly  in  the  use  of 
a concentrated  specific  antigen,  particularly 
in  the  early  stages  of  the  disease.  We  are 
of  the  strong  belief  that  there  is,  a toxic 
factor  associated  with  this  disease,  as  mani- 
fest by  the  constitutional  types  of  symp- 
toms, and  that  if  we  can  establish  active 
immunity  in  the  earlier  stages  as  a supple- 
mental form  of  therapy  associated  with  the 
sulfonamides,  better  results  can  be  ob- 
tained. 

As  far  as  the  possibility  of  the  use  of 
penicillin  is  concerned,  we  have  tried  it  out 
only  in  vitro  and  have  found  that  the  agent 
is  not  susceptible  to  penicillin.  We  had 
originally  placed  Treponema  pallidum  on 
the  nonsusceptible  side  of  the  organisms, 
nonsusceptible  against  the  penicillin,  and, 
as  you  know  and  as  indicated  by  preceding 
papers,  we  are  not  justified  in  keeping  the 
agent  of  syphilis  on  the  nonsusceptible  side 
at  the  present  time. 

DISCUSSION 

DR.  R.  L.  ZOBEL  (U.  S.  P.  H.  S.,  Tennessee 
State  Department  of  Health)  : Because  of  the 
limited  time  allotted  for  discussion,  and  five  papers 
having  been  presented,  I am  going  to  confine  my 
discussion  only  to  the  papers  of  Doctors  Mann  and 
Morgan.  Experience  has  finally  shown  that  the 
sulfonamides  are  not  the  panacea  for  the  treat- 
ment of  gonorrhea.  In  sulfa  failures  we  must, 
therefore,  rely  on  other  forms  of  treatment — 
namely,  penicillin  and  fever  therapy,  which  are  not 
in  general  use  at  present,  and  local  treatment.  As 
Doctor  Morgan  has  pointed  out,  patient  education 
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is  essential  for  the  successful  treatment  of  all 
patients.  Any  type  of  alcoholic  beverages  or  sexual 
excitement  will  destine  a patient  to  be  a treatment 
failure.  In  the  male,  local  therapy  is  of  great 
value.  However,  high-pressure  irrigations  are  con- 
traindicated and  result  in  numerous  complications. 
The  use  of  sounds  and  strong  antiseptics  are  the 
chief  cause  of  strictures  and  are  contraindicated 
in  the  treatment  of  gonorrhea.  Sounds  traumatize 
the  urethral  mucosa  and  thus  may  produce  a stric- 
ture. In  the  treatment  failures  in  women,  destruc- 
tion of  Skene’s  glands  and  the  endocervical  glands 
will,  in  some  cases,  eradicate  the  focus  of  infec- 
tion. Local  therapy  is  of  little  value  other  than 
hygienic,  since  chemicals  cannot  reach  the  inacces- 
sible microscopic  glands  where  the  gonococci  colo- 
nize. 

Penicillin  has  proved  to  be  very  efficient  in  the 
treatment  of  the  male  gonorrheic.  In  the  medical 
centers  operated  by  the  Tennessee  Department  of 
Public  Health,  penicillin  treatment  is  available  for 
chemo-resistant  gonorrhea.  In  our  female  patients 
we  have  had  seven  treatment  failures  in  approxi- 
mately seventy-five  cases.  I should  like  to  announce 
that  physicians  who  wish  to  send  their  chemo- 
resistant  cases  to  these  institutions  are  welcome 
to  do  so.  Male  patients  will  be  accepted  in  the 
Nashville  Medical  Center.  Both  with  penicillin 
and  sulfonamide  treatment,  it  is  imperative  to  fol- 
low the  patient  with  smears  and  if  possible  with 
cultures.  Experience  has  shown  that  many  pa- 
tients, although  clinically  cured,  are  subsequently 
found  to  have  positive  smears  or  cultures  or  re- 
currence of  symptoms.  We,  as  physicians,  must 
guard  the  public  health  and  not  pronounce  cures 
without  adequate  laboratory  and  clinical  follow- 
up and  patient  control. 

Doctor  Mann’s  paper  was  well  presented  and 
contains  a wealth  of  interesting  matter.  I wish 
to  confine  my  remarks  to  some  of  the  laboratory 
aspects  of  lymphogranuloma  venereum.  In  a study 
in  which  I collaborated,  it  was  found  that  the  lab- 
oratory procedures  for  the  diagnosis  of  lympho- 
granuloma venereum  are  very  useful  adjuncts  in 
the  diagnosis  of  this  disease.  However,  these,  like 
all  laboratory  procedures,  must  be  used  as  con- 
firmatory evidence. 

The  results  of  the  diagnostic  skin  tests  (Ito 
Reenstiena,  Frie,  and  Lygranum)  for  chancroid 
and  lymphogranuloma  venereum  should  be  inter- 
preted with  caution.  A positive  reaction  does  not 
establish  a diagnosis  nor  a negative  reaction  ex- 
clude it.  A striking  cross  reactivity  has  been  noted 
with  the  Ducrey  bacilli  antigen  in  cases  of  lympho- 
granuloma venereum  and  therefore  confusion  could 
occur.  Biologic  false  positive  serologic  tests  for 
syphilis  occur  with  surprising  frequency  in  cases 
of  lymphogranuloma  venereum.  It  is  emphasized 
that  antisyphilitic  therapy  should  not  be  initiated 
in  patients  with  dark-field  negative  lesions  and  a 
low  titered  serologic  test  for  syphilis,  even  if  the 
results  are  confirmed  by  positive  tests.  Following 
the  reagin  titer  in  repeated  quantitative  tests  is  of 
value  in  such  cases.  In  our  series  of  thirty-one 


cases  of  lymphogranuloma  venereum,  ten  cases 
out  of  thirty-one  gave  a positive  serologic  test  for 
syphilis.  All  reverted  to  negative  within  fifteen 
weeks  in  the  absence  of  antisyphilitic  treatment, 
all  had  a titer  of  low  order  (one  to  two  units)  and 
discrepant  results  in  three  tests  used.  The  spec- 
ificity of  lygranum  complement  fixation  test  has 
been  questioned  because  of  the  large  number  of 
positive  reactions  found  in  sera  of  patients  giving 
no  history  or  clinical  evidence  of  the  disease,  espe- 
cially among  cases  of  early  syphilis.  The  result  of 
lygranum  complement  fixation  tests  cannot  be  taken 
at  face  value.  Sera  giving  a positive  reaction  with 
both  antigen  suspension  and  nonvirus  control  an- 
tigen cannot  be  dismissed  as  nonspecific  reactions, 
for  in  ten  of  twenty-one  cases  the  control  reactivity 
disappeared  under  antisyphilitic  therapy  (or  on 
absorption  with  flocculation  antigen),  while  the  re- 
activity with  virus  suspension  persisted  in  almost 
the  original  titer  and  may  therefore  reflect  a lym- 
phogranuloma venereum  infection,  either  past  or 
latent.  Disregarding  the  reactivity  of  the  control 
antigen  fifteen  of  thirty-six  patients  giving  a posi- 
tive complement  fixation  with  lygranum  antigen 
were  rendered  negative  by  antisyphilitic  therapy. 
In  cases  of  syphilis  the  initial  results  of  lygranum 
complement  fixation  procedure  may  give  a biologic 
false  positive  test,  and  the  test  should  be  repeated 
throughout  the  course  of  antisyphilitic  therapy. 

DR.  C.  B.  TUCKER  (Tennessee  Department  of 
Public  Health)  : Mr.  President  and  Members  of  the 
Association : Doctor  Kampmeier  has  given  us  an 
excellent  discussion  of  the  present  rapid  treatment 
methods  for  early  syphilis.  I might  state  with  re- 
gard to  the  so-called  five-day  treatment  that  some 
of  the  workers  have  recently  reduced  the  daily  dose 
of  arsenic  given  and  extended  the  course  to  eight 
days  instead  of  five.  This  has  been  due  to  a rela- 
tively high  number  of  fatal  reactions  from  this 
method  of  treatment. 

The  report  on  the  possible  effectiveness  of  peni- 
cillin in  early  syphilis  by  Mahoney  is  the  latest  de- 
velopment in  the  treatment  of  this  disease.  Colonel 
T.  B.  Turner  appropriately  expressed  himself  when 
he  said  that  “the  import  of  this  observation  is  stu- 
pendous.” Also  the  reports  of  the  use  of  peni- 
cillin in  the  treatment  of  sulfonamide-resistant 
gonorrhea  are  astounding. 

As  stated  by  Doctor  Kampmeier,  we  should  re- 
member that  the  use  of  penicillin,  particularly  in 
the  treatment  of  syphilis,  is  still  in  the  experi- 
mental stage  and  a long  period  of  observation  of 
many  cases  will  be  necessary  before  a proper  eval- 
uation can  be  done. 

Although  penicillin  has  been  used  only  a short 
time  in  the  medical  centers  operated  by  the  Ten- 
nessee Department  of  Public  Health,  as  Doctor 
Zobel  has  told  us,  we  have  had  several  failures  in 
the  treatment  of  sulfonamide  resistant  gonorrhea 
in  females.  The  dosage  used  is  that  recommended 
by  the  United  States  Public  Health  Service— i.  e., 
150,000  Oxford  units  given  in  eight  divided  doses 
at  three-hour  intervals.  The  number  of  failures 
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with  the  drug  may  be  reduced  to  some  extent  when 
a more  suitable  dosage  for  this  disease  is  found. 

Unfortunately,  because  of  the  rapid  excretion 
of  penicillin,  frequent  doses  are  indicated.  This 
makes  it  impracticable  for  most  cases  to  be  treated 
outside  of  hospitals.  It  is  hoped  that  a salt  of  the 
drug  which  will  not  be  excreted  rapidly  will  be 
found  in  order  that  penicillin  may  be  administered 
effectively  in  the  office  and  in  the  clinic. 

Very  few  cases  of  lymphogranuloma  venereum 
are  reported  in  Tennessee.  It  is  possible  that  this 
disease  is  occurring  much  more  often  than  anyone 
realizes.  Although  it  is  not  as  great  a problem  as 
gonorrhea  and  syphilis,  more  attention  should  be 
given  to  it. 

Much  remains  to  be  done  in  developing  methods 
of  laboratory  examination  for  gonorrhea.  No  sat- 
isfactory method  has  been  devised  for  sending 
specimens  by  mail  to  the  laboratory  for  culture. 
Until  a satisfactory  method  is  devised,  routine  cul- 
tures for  gonorrhea  in  State  Department  of  Public 
Health  Laboratories  cannot  be  justified. 

We  have  only  begun  to  scratch  the  surface  in 
the  control  of  venereal  diseases.  You  can  readily 
recognize  this  fact  after  listening  to  the  speakers 
this  morning.  The  newer  forms  of  treatment 
promise  a change  to  some  extent  in  the  administra- 
tion of  venereal  disease  control  programs. 

Although  the  three  medical  centers  which  are 
being  operated  by  the  Tennessee  Department  of 
Public  Health  were  opened  with  the  idea  that  they 
would  continue  operation  only  during  the  emer- 
gency, it  is  hoped  that  it  will  be  possible  to  continue 
these  centers  after  the  war.  There  is  need  for 
more  attention  to  be  given  to  asymptomatic  neuro- 
syphilis and  early  neurosyphilis  cases.  More  fa- 
cilities should  be  made  available  for  treatment  of 
these  conditions.  Such  facilities  would  pay  for 
themselves  by  reducing  considerably  the  number 
of  patients  admitted  to  state  insane  hospitals. 

Venereal  disease  educational  programs  have  been 
in  progress  off  and  on  for  several  years.  Undoubt- 
edly these  campaigns  have  done  a great  amount  of 
good.  However,  one  might  question  whether  or  not 
the  strata  of  the  population  most  needing  this  in- 
formation has  been  reached.  Although  no  imme- 
diate results  could  be  expected,  perhaps  the  best 
results  will  not  be  obtained  until  venereal  disease 
education  is  integrated  into  the  high  school  cur- 
riculum. 

With  more  effective  treatment  methods,  more  ef- 
fort should  be  directed  toward  case-finding,  partic- 
ularly in  respect  to  gonorrhea.  The  physician  is 
able  to  play  a large  part  in  the  case-finding  pro- 
gram by  obtaining  histories  of  contacts  from  the 
patient  and  influencing  the  patient  to  have  his  con- 
tacts examined  and  treated  if  necessary.  Also  the 
physician  may  play  a part  in  giving  the  names 
of  these  contacts  to  health  departments  for  fol- 
lowup. 

The  speakers  are  to  be  commended  for  the  ex- 
cellent papers  they  have  given.  It  has  been  a 
pleasure  to  enter  into  this  discussion. 


DR.  A.  J.  VON  WERSSOWETZ  (Chattanooga) : 
In  Chattanooga  we  are  fortunate  that  our  Public 
Health  Department  has  the  central  venereal  disease 
clinic  located  in  the  Erlanger  Hospital.  Therefore, 
we  have  been  tempted  for  some  time  to  try  the  five- 
day  treatment  for  syphilis.  We  have  done  several 
of  them,  but  we  know  the  mortality  rate  is  very 
high,  and,  of  course,  we  may  be  inviting  trouble. 
As  Doctor  Kampmeier  said  in  his  paper,  if  you  are 
going  to  treat  syphilis  with  a very  short  schedule, 
you  have  to  choose  your  cases  carefully.  It  is  very 
difficult  to  treat  anybody  who  might  have,  let  us 
say,  precocious  involvement  of  some  organ  that  you 
cannot  find.  Therefore,  you  would  not  want  to 
treat  with  such  a schedule  a patient  who  has  late 
latent  syphilis.  If  you  are  going  to  treat  anyone, 
it  would  be  obvious  that  you  want  to  treat  them 
when  the  case  is  only  a few  months  old,  as  far  as 
the  syphilitic  infection  is  concerned. 

I brought  over  some  reports  on  the  treatments 
we  have  done  in  Chattanooga  in  the  hospital.  We 
give  the  patients  the  usual  physical  checkover  with 
all  the  laboratory  tests  before  we  start  them  on 
treatment. 

We  treated  a total  of  sixteen  patients  with  five- 
day  treatment.  The  diagnoses  on  admission  were: 
eight  cases  of  primary  syphilis,  of  which  one  was 
seronegative  and  seven  were  seropositive  primaries 
and  eight  cases  of  secondary  syphilis.  As  you  see, 
we  did  not  treat  anything  but  primary  and  sec- 
ondary syphilis — that  is,  syphilis  in  its  very  early 
stages.  We  had  ten  males  and  six  females.  The 
races  were  divided  equally,  eight  white  and  eight 
colored. 

We  followed  those  up  for  several  months.  As 
Doctor  Kampmeier  has  said,  you  cannot  evaluate 
any  system  at  all  unless  you  follow  it  for  a long 
time;  you  cannot  say  that  your  system  was  good 
because  a patient  remained  seronegative  for  six 
months  or  did  not  develop  cardiovascular  syphilis. 

So  far  as  we  know,  the  last  report  that  we  have 
on  the  serologic  or  clinical  status  of  those  sixteen 
patients  shows  that  four  reverted  to  the  seronega- 
tive state.  Of  course,  you  remember  that  one  of 
them  was  a seronegative  primary;  therefore,  we 
had  only  three  that  became  seronegative  in  a short 
time.  In  the  other  cases  the  only  criterion  we  had 
to  go  by  was  the  decrease  in  titer.  Of  those  we 
had  ten.  We  had  only  one  clinical  relapse.  That 
was  a frank  mucocutaneous  relapse  of  a patient 
who  had  five-day  treatment  for  primary  syphilis. 
Strangely  enough,  we  could  not  get  a dark-field 
positive  examination  from  that  boy,  but  when  he 
came  back  with  the  recurrence  we  demonstrated 
Treponema  pallidum  very  easily.  We  had  only  one 
case  of  serologic  progression.  What  we  call  sero- 
logic progression  varies  in  the  opinion  of  different 
people.  Some  say  that  six  months  of  consistent 
stabilizing  of  titer  or  positively  after  intensive 
treatment  should  be  recognized  as  or  called  pro- 
gression. We  had  one  we  followed  for  a year  and 
finally  had  to  give  him  treatment  again,  so  we 
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called  that  a treatment  failure.  There  was  one 
patient  (I  am  talking  about  reactions  now)  that  we 
had  to  discontinue  the  five-day  treatment  on  because 
on  the  second  day  she  developed  an  erythematomac- 
ular  rash.  A great  many  of  those  patients  showed  a 
slight  degree  of  Herxheimer  reaction.  We  had 
two,  however,  that  had  quite  a severe  Herxheimer. 

We  used  the  twelve-week  treatment  method  in 
ambulatory  cases.  I took  at  random  thirty-seven 
cases  to  report  on.  Diagnoses  on  admission : sev- 
en primaries  (two  seronegative  and  five  seroposi- 
tive); secondaries,  thirty.  Race,  eleven  white; 
twenty-six  colored. 

Type  of  treatment.  As  you  know,  bismuth  has 
been  “rediscovered”  (it  started  with  Eagle  and 
afterwards  others)  in  the  rapid  treatment  of  syph- 
ilis. In  the  intensive  treatment  with  arsenoxide 
alone  it  was  found  that  there  were  more  recur- 
rences, so  we  used  arsenoxide  or  mapharsen  in 
twenty-eight  cases  and  arsenoxide  with  bismuth 
in  nine  cases.  Our  reports  are  as  follows:  We  ob- 
tained a seronegative  test  in  twelve  cases — i.  e., 
twelve  out  of  thirty-seven  patients  reverted  sero- 
logically to  negative;  declining  titer,  nineteen  out 
of  thirty-seven;  stabilized  titer,  two  (that  means 
the  titer  remained  about  the  same).  After  some 
months  of  follow-up,  we  will  finally  have  to  call 
one  of  those  cases  a treatment  failure.  Clinical 
relapse:  one  seronegative  primary  who  had  a sec- 
ondary recurrence.  We  had  eight  lapse  from  un- 
dertreatment and  we  were  unable  to  follow  them. 

I enjoyed  the  papers  very  much,  and  it  was  a 
real  pleasure  to  hear  some  of  the  others  express 
their  ideas  on  the  rapid  treatment  of  syphilis. 

DR.  EVERETT  T.  DUNCAN  (Passed  Assist- 
ant Surgeon  (R.),  U.  S.  Public  Health  Service): 
This  timely  paper  should  clarify  professional  think- 
ing regarding  rapid  treatment  of  syphilis — one  of 
our  greatest  public  health  problems  in  this  war- 
time. 

Doctor  Kampmeier  significantly  points  out  the 
experimental  nature  of  most  of  the  rapid  treatment 
methods.  It  is  far  too  early  to  evaluate  the  ques- 
tion of  mucocutaneous  relapse,  serofastness,  and 
serorelapse.  The  figures  can  only  point  to  a trend. 

There  are  a few  aspects  of  rapid  treatment  that 
I would  like  to  point  out.  As  was  mentioned,  one  of 
the  greatest  hazards  is  hemorrhagic  encephalitis. 
A simple  test  has  recently  been  advocated  that  may 
forewarn  the  physician  of  this  approaching  danger. 
The  procedure  is  based  on  the  Rumple-Leede  phe- 
nomena. In  this  test  a blood  pressure  cuff  is  ap- 
plied and  a pressure  maintained  midway  between 
diastolic  and  systolic  for  a couple  of  minutes.  If 
petechiae  appear  below  the  cuff,  it  is  probably  an 
indication  of  increased  frigility  of  the  blood  vessels 
due  to  the  arsenical  drug  and  treatment  should  be 
discontinued. 

There  are  several  essential  laboratory  tests  nec- 
essary in  rapid  treatment.  First  is  a phenolsul- 
fonphthalein  excretory  test.  Then,  a liver  function 


test  should  be  run.  Most  liver  function  tests  are 
not  completely  satisfactory,  but  a bromsulphalein 
test  offers  a fair  amount  of  information  and  it  is 
simple  to  perform.  It  consists  of  a dye  injection 
into  the  vein;  a specimen  of  serum  is  taken  about 
thirty  minutes  later,  and  this  specimen  is  examined 
by  colorimetric  methods  quite  similar  to  the  phenol- 
sulfonphthalein  test.  Also  the  patient  should  have 
a daily  urinalysis  and  daily  blood  counts.  In  our 
small  series  of  five-day  treatments,  one  patient  on 
the  morning  of  the  fourth  day  was  found  to  have 
a leukopenia.  Treatment  was  discontinued  and  the 
blood  count  soon  returned  to  normal. 

Recently  the  eight-day  drip  has  become  niore 
popular  than  the  five-day  in  the  rapid  treatment 
centers  throughout  the  United  States,  and  the  total 
administered  dosage  has  been  decreased.  In  the 
original  five-day  drip  they  used  to  give  240  milli- 
grams of  arsenoxide  in  2,000  cubic  centimeters  of 
fluid  in  a period  of  eight  hours  daily  for  five  days. 
In  this  newly  advocated  eight-day  drip  the  dosage 
is  altered  so  that  the  patient  receives  240  milli- 
grams of  arsenoxide  in  2,000  cubic  centimeters  of 
fluid  over  an  eight-hour  period  on  the  first  day,  but 
for  the  ensuing  seven  days  only  120  milligrams  of 
arsenoxide  are  given  in  1,000  cubic  centimeters  of 
fluid  over  a period  of  four  hours. 

It  is  my  belief  that  if  penicillin  does  not  take 
precedent  over  all  arsenical  treatment  for  early 
syphilis  this  eight-day  drip  may  be  the  method 
of  choice  for  rapid  treatment. 

DR.  MURRAY  C.  BROWN  (Nashville  Vene- 
real Disease  Control  Program) : It  is  seldom  that 
one  has  the  opportunity  to  listen  to  a panel  of 
papers  as  practical  and  informative  as  those  pre- 
sented this  morning.  I have  very  little  to  add 
by  way  of  discussion.  Doctor  Mann’s  paper  was 
of  particular  interest  because  I am  convinced 
from  our  experience  that  lymphopathia  is  a much 
more  common  disease  than  is  ordinarily  thought 
and  because  I know  so  little  about  it  except  in  its 
more  common  manifestations.  We  have  been  par- 
ticularly concerned  with  lymphopathia  in  the  past 
few  months  because  we  had  the  opportunity  to 
study  autopsy  reports  of  a recent  case  of  lympho- 
pathia studied  by  Dr.  W.  A.  Demonbreun  at  post. 
The  patient  had  a generalized  systemic  infection 
which  was  the  apparent  cause  of  death.  There  was 
evidence  of  cerebral,  meningeal,  and  hepatic  in- 
volvement, and  the  pathologist  made  an  anatomic 
diagnosis  of  lymphopathia  as  the  cause  of  death. 
That  this  disease  may  be  protein  in  its  manifesta- 
tions is  readily  apparent  from  this  experience  and 
undoubtedly  we  are  missing  cases  because  our  in- 
dex of  suspicion  is  low  in  the  absence  of  genital 
involvement.  The  availability  of  better  diagnostic 
procedures  such  as  intradermal  lygranum  is  help- 
ing us,  but  valueless  unless  we  are  looking  for  the 
disease  and  use  them.  As  yet  we  do  not  have  com- 
plement fixation  procedures  available  in  Nashville. 

I should  be  interested  to  see  what  further  experi- 
ence may  develop  in  the  interpretation  of  this  test. 
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From  the  public  health  standpoint  it  might  prove 
an  invaluable  and  relatively  inexpensive  aid  to  the 
conti'ol  of  this  disease. 

Doctor  Morgan’s  paper  seems  to  me  a very  prac- 
tical discussion  of  the  management  of  gonorrhea 
in  office  practice.  I would  only  like  to  add  a word 
about  the  value  of  gonorrhea  cultures  as  an  as- 
sistance in  the  diagnosis  of  gonorrhea,  particularly 
in  the  female,  and  another  about  the  importance  of 
cultures  from  the  public  health  standpoint  in  pre- 
venting the  spread  of  gonorrheal  infections.  With- 
out laboring  the  point  so  ably  made  by  Doctor  Spitz, 
it  can  be  said  that  a single  gonorrhea  culture,  mate- 
rial for  which  is  properly  obtained  and  which  is 
promptly  planted  on  appropriate  media,  is  of  far 
more  value  in  excluding  the  diagnosis  of  gonorrhea 
than  a series  of  seven  or  eight  smears  taken  on 
separate  days  in  the  female.  It  is  probably  of  less 
importance  in  the  male  in  diagnosis,  for  few  frank 
urethral  discharges  are  due  to  organisms  other 
than  the  gonococci.  It  has  on  occasion  proved 
helpful  in  excluding  gonorrhea  as  an  etiologic 
agent  in  some  atypical  urethral  discharges.  On 
the  other  hand,  there  is  considerable  evidence  in 
the  literature  to  support  the  viewpoint  that  many 
apparent  cures  with  sulfonamides  prove  to  be  cul- 
ture positive  when  this  examination  is  made.  Fail- 
ure to  use  cultures  as  a test  of  cure  undoubtedly 
results  in  the  physician  pronouncing  cures  when 
the  patient  is  still  a carrier,  and  these  carriers  are 
extremely  dangerous  because  they  believe  that  they 
are  well.  Our  own  experience  bears  out  this  be- 
lief. It  is,  therefore,  our  practice  to  require  three 
cultures  at  least  a week  apart  as  proof  of  cure  be- 
fore we  release  our  patients. 

Doctor  Spitz  has  offered  an  excellent  answer  to 
anyone  who  might  contend  that  cultures  are  either 
too  expensive  or  too  difficult  for  the  small  private 
laboratory  or  the  public  health  laboratory  to  offer 
as  a routine  service.  The  cost  of  the  material  used 
in  cultures  is  extremely  low.  The  incubator  space, 
if  one  uses  his  technique,  is  extremely  small  and 
there  are  no  grave  technical  difficulties.  On  the 
few  occasions  when  primary  culture  did  not  afford 
a final  answer  we  have  transplanted  cultures  grown 
in  his  laboratory  to  sugars  and  completed  the  bac- 
teriologic  procedure  at  the  state  laboratory.  This 
has  been  necessary  very  infrequently  and  we  feel 
that  primary  cultures,  identified  morphologically 
and  by  peroxidase  dye,  are  satisfactory  for  ordi- 
nary clinical  purposes.  However,  we  do  not  diag- 
nose gonorrhea  vaginitis  in  children  without  fur- 
ther identification  by  sugar  fermentation. 

Doctor  Kampmeier’s  paper  on  quick  treatment 
presents  views  with  which  we  are  entirely  in  ac- 
cord. I would  like  to  emphasize  the  tremendous 
public  health  advantage  in  carrying  all  our  patients 
thi-ough  minimum  adequate  treatment  as  soon  as 
diagnosed.  Rapid  methods  of  treatment,  particu- 
larly those  procedures  requiring  less  than  ten  days, 
l’epresent  a distinct  gain  over  ordinary  clinical 
procedures  where  a large  number  of  patients  never 


complete  sufficient  therapy  to  become  permanently 
noninfectious.  We  are  extremely  proud  of  our 
treatment  ratio,  and  it  is  quite  good  by  ordinary 
standards,  yet  thirty-six  per  cent  of  our  early 
patients  do  not  complete  minimum  adequate  treat- 
ment despite  what  we  consider  excellent  case  hold- 
ing. If  present  indications  that  quick  treatment 
methods  will  produce  long-range  results  approxi- 
mately as  good  as  that  of  standard  alterating  con- 
tinuous therapy,  we  may  make  tremendous  gains 
by  shifting  the  public  health  attack  on  syphilis 
to  these  methods  of  treatment  and,  despite  the 
somewhat  higher  cost  due  to  the  fact  that  the 
patient  must  be  hospitalized,  we  will  have  a more 
efficient  procedure.  The  only  fly  in  this  ointment 
is  the  high  mortality  which  these  treatment 
schemes  involve.  It  may  be  tolerated  if  it  can 
be  demonstrated  that  there  is  sufficient  improve- 
ment in  the  life  expectancy  of  our  patients  due 
to  the  fact  that  they  all  received  adequate  treat- 
ment. We  feel  that  present  indications  are  that 
life  expectancy  is  so  much  improved  that  the  im- 
mediate loss  of  life  due  to  rapid  methods  is  not 
intolerable,  but  the  final  answer  to  this  will  de- 
pend on  longer  observation.  It  is  possible  that 
penicillin,  with  which  we  have  very  little  experi- 
ence, but  which  appears  to  carry  no  hazard  to 
life,  may  answer  this  situation  and  remove  the 
final  obstacle  to  uniform  adoption  of  quick  treat- 
ment methods,  both  in  public  health  and  in  pri- 
vate practice. 

I have  enjoyed  these  papers.  The  panel  has 
been  extremely  stimulating. 

MAJOR  LEWIS  R.  GAYDEN  (Nashville):  I 
only  rise  to  report  a few  cases  in  line  with  Doctor 
Morgan’s  paper.  I happen  to  be  stationed  at  Max- 
well Field,  Montgomery,  Alabama.  The  Army  is 
constantly  on  our  necks  with  regard  to  time  lost. 
They  are  constantly  checking  up  to  find  out  why 
the  soldier  is  losing  time. 

Penicillin  in  gonorrhea  has  been  the  biggest  help 
in  the  matter  of  time  lost  that  you  can  imagine. 
Last  night,  when  I left,  we  had  treated  196  white 
patients  with  penicillin.  The  literature  gives  four 
out  of  100  that  do  not  get  well  on  penicillin; 
retreat  those  four  and  two  of  them  get  well,  and 
you  have  then  two  that  you  must  treat  with  other 
methods.  In  our  196  cases  we  have  gotten  100 
per  cent  results.  That  may  sound  as  if  it  were 
not  true,  but  it  is  the  truth,  and  it  has  saved 
the  patient  a number  of  days  of  time  off.  Eight- 
een months  ago  he  would  lose  anywhere  from  a 
week  to  a month  in  the  hospital. 

I would  like  to  give  you  some  idea  briefly  of  how 
those  patients  are  treated  and  how  they  are  brought 
into  the  hospital.  For  example,  the  patient  re- 
ports this  morning  on  sick  call  at  the  early  hour; 
he  is  sent  over  and  his  treatment  is  started.  As 
Doctor  Morgan  has  said,  we  give  them  20,000  Ox- 
ford units  five  times  a day;  we  give  it  to  them  at 
nine,  twelve,  three,  six,  and  nine  in  order  to  get 
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the  last  dose  in  before  lights  are  out.  That  pa- 
tient, then,  if  he  comes  from  our  local  fields  in 
that  community,  has  his  chart  signed  out  as  of 
the  next  morning,  but  an  extra  chart,  a follow-up 
chart,  is  made  out.  Each  day  a slide  and  culture 
properly  taken,  and  I mean  properly  taken,  is  made 
on  all  cases  that  are  able  to  get  a slide  and  cul- 
ture. Army  regulations  do  not  permit  prostatic 
massage  in  any  case.  Therefore,  we  get  a urine 
sediment  culture,  a smear  if  possible,  for  the 
first  seven  days.  At  the  end  of  that  time  we  then 
examine  once  a week  for  a period  of  three  weeks. 
If  the  patient  is  not  from  our  field,  that  peni- 
cillin sheet  is  given  to  him  to  take  back  to  his 
own  medical  officer,  where  he  is  checked  again. 

These  cases  are  checked  propei'ly  and  we  feel 
that  we  have  a drug  that  is  really  worth  while. 
The  time  lost  has  been  greatly  reduced.  I think 
if  you  could  just  see  the  drug  used  you  would 
be  convinced. 

DR.  HERMAN  SPITZ  (closing):  The  only 

thing  that  I have  to  add  to  my  brief  presentation 
is  the  precaution  that  no  cultui'e  should  be  at- 
tempted after  treatment  is  stopped  under  five  days. 
The  sulfonamide,  the  sulfathiazole,  or  whatever 
is  used,  will  not  be  eliminated  from  the  body  for 
at  least  five  days  and  any  efforts  at  culture  before 
the  lapse  of  that  time  will  usually  give  a negative 
result.  We  make  three  weekly  cultures  on  all 
cases,  whether  they  have  been  dismissed  from  treat- 
ment and  are  asymptomatic  or  are  suspects,  espe- 
cially those  who  are  reported  as  contacts,  during 
this  period,  more  especially  by  soldiers. 

The  question  of  transporting  the  material  for 
culture,  as  brought  out  by  Doctor  Tucker  and 
mentioned  by  others,  is,  of  course,  at  the  present 
time  a great  barrier  to  the  more  widespread  use 
of  this  method.  We  are  working  on  that,  as  I in- 
dicated in  my  brief  report,  and  we  have  made 
transplants  and  held  them  for  twelve,  twenty- 
four,  and  even  forty-eight  hours  to  see  if  we  could 
successfully  reproduce  the  organism.  The  longer 
the  time  that  the  culture  is  held,  the  fewer  posi- 
tives we  get.  The  work  is  very  discouraging  in 
that  respect,  but  we  hope  that  ultimately  we  will 
find  some  culture  media  that  will  hold  the  or- 
ganisms so  that  they  can  be  cultivated. 

DR.  J.  LOGAN  MORGAN  (closing)  : I want 
to  thank  the  gentlemen  for  their  discussion. 

I prepared  a paper  in  which  I had  in  mind 
the  general  practitioner.  Because  of  the  distance 
he  lives  from  the  laboratory  or  the  lack  of  ac- 
quaintance he  has  with  what  it  requires  to  get  a 
smear  for  proper  culture,  I did  not  go  into  that 
phase  of  the  treatment  of  gonorrhea.  We  realize, 
certainly  in  the  female  patients,  that  the  culture 
method  is  the  proper  method  to  determine  the  pres- 
ence or  absence  of  gonorrhea.  In  like  manner,  it  is 
very  essential  in  the  male,  too,  but  especially  in 
the  female. 


As  to  sulfonamides,  we  have  occasion  to  treat 
some  of  these  aviators  and  certainly  if  you  are 
going  to  put  an  aviator  on  any  form  of  sulfona- 
mide he  should  be  grounded.  It  is  a dangerous 
procedure  to  let  a man  go  in  the  air  who  is  tak- 
ing any  of  the  sulfonamides. 

As  to  penicillin,  of  which  the  doctor  from  Max- 
well Field  gave  us  a splendid  account,  certainly  we 
hope  it  will  not  be  long  until  we  will  be  able  to 
acquire  penicillin  at  least  for  the  treatment  of 
gonorrhea.  Whenever  we  get  a drug  that  will  con- 
trol and  cure  gonorrhea,  then  we  will  have  a 
chance  possibly  to  eliminate  that  dreaded  disease. 

DR.  R.  H.  KAMPMEIER  (closing)  : I wish  to 
thank  the  gentlemen  who  discussed  the  papers. 
Furthermore,  I wish  to  endorse  particularly  the 
comments  that  Doctor  Duncan  made  with  regard 
to  the  adequate  study  of  the  patient  before  any 
short  treatment  scheme  is  used.  There  are  haz- 
ards involved,  and  certainly  under  such  circum- 
stances every  fact  should  be  known  about  the 
patient  which  might  contraindicate  the  use  of  in- 
tensive syphilo-therapy. 

DR.  C.  H.  MANN  (closing)  : I was  particular- 
ly impressed  with  the  comments  made  by  Doctor 
Zobel  in  emphasizing  certain  points  that  in  the 
limited  amount  of  time  it  was  impossible  for 
me  to  dwell  on,  particularly  concerning  the  limi- 
tations of  both  the  skin  test  and  the  complement 
fixation  test  for  lymphogranuloma  venereum.  I 
did  mention  the  cross-reactions  which  do  occur  with 
various  types  of  diseases.  I did  not  mention  in  my 
discussion  the  nonspecific  types — the  responses  that 
are  associated  with  the  so-called  florid  type  of 
syphilis.  This  definitely  does  limit  the  value  of 
the  complement  fixation  test,  and  it  is  for  that  rea- 
son that  we  have  for  the  past  eight  months  been 
attempting  to  eliminate  such  occurrences  by  chang- 
ing the  type  of  antigen— that  is,  changing  meth- 
ods and  preparations  by  subjecting  the  antigen  in 
the  method  of  preparation  to  heat.  At  the  present 
time  it  seems  encouraging  in  not  only  eliminating 
the  cross-reactions  which  occur  with  various  dis- 
eases that  were  mentioned  in  the  groups  asso- 
ciated with  lymphogranuloma  venereum,  but  also 
the  nonspecific  types  of  reactions  that  occur  with 
syphilis. 

It  might  lie  interesting  to  you  concerning  some 
of  the  other  comments  on  the  use  of  penicillin  in 
gonorrhea,  particularly  in  the  early  cases  of  syph- 
ilis, that  about  a week  ago  I was  out  at  the  Mayo 
Clinic  and  had  an  opportunity  to  talk  at  great 
length  with  Dr.  W.  E.  Harrell  concerning  the 
stability  of  the  various  types  of  penicillin  that 
have  been  placed  on  the  market.  Up  to  the  pres- 
ent time  there  has  been  some  controversy  as  to 
the  stability  of  the  calcium  salt  penicillin  over 
that  of  the  sodium  salt  penicillin.  It  seems  quite 
evident  now  that  the  calcium  salt  shows  a greater 
stability  than  does  the  sodium  salt.  With  the 
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improvement  of  these  salts  of  penicillin  we  are  un- 
doubtedly removing  considerable  amounts  of  the 
pyrogens  which  frequently  contributed  to  the  tox- 
icity associated  with  the  administration  of  the 
drug. 

Doctor  Harrell  believes  quite  strongly  that  those 
cases  that  apparently  do  not  respond  to  the  peni- 
cillin are  not  due  to  the  lack  of  penicillin  activity, 
but  due  to  the  loss  of  potency  in  various  types  of 
preparations  put  out  by  different  manufacturing 
organizations.  That  apparently  is  being  over- 
come considerably  by  the  more  general  use  of  the 
sodium  and  calcium  salts  of  penicillin.  He  said 
that  he  has  used  penicillin  on  various  cases  that 


did  not  apparently  respond  to  the  type  of  therapy, 
but  upon  examination  of  the  concentration  that  is 
the  number  of  the  Oxford  or  Florey  units  of  peni- 
cillin. It  was  found  that  in  all  instances  the  po- 
tency of  the  material  had  dropped  considerably, 
so  he  does  not  believe  there  is  such  a thing  as 
penicillin  resistance  on  the  basis  of  the  clinical 
evaluation  of  the  drug. 

Our  laboratory  investigations  have  proven  other- 
wise, in  which  we  have  noticed  that  certain  types 
of  organisms  did  show  penicillin  resistance. 

I certainly  appreciate  the  opportunity  of  ap- 
pearing before  you.  The  entire  program  has  been 
very  interesting. 
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The  following  is  a list  of  Tennessee  doc- 
tors who  have  applied  for  a commission  in 
the  Army  or  Navy.  The  names  are  ar- 
ranged in  three  categories  as  follows:  first, 
those  who  have  been  commissioned  and  are 
on  duty;  second,  those  who  have  applied 
for  a commission  and  been  rejected  on  phys- 
ical grounds ; third,  those  who  have  been 
honorably  discharged  from  service.  The 
list  under  each  category  is  arranged  ac- 
cording to  counties. 

The  list  is  not  complete  according  to  the 
date  of  publication.  It  is  accurate  in  so  far 
as  our  information  goes  as  of  the  date  the 
•Journal  goes  to  press. 

THE  HONOR  ROLL  OF  THE  MEDICAL  PRO- 
FESSION IN  TENNESSEE  NOW  SERV- 
ING IN  THE  ARMED  FORCES 


County  Name  Address 

Anderson — P.  M.  Dings  Briceville 

Anderson — A.  K.  Morris  Fork  Mountain 

Anderson — Geo.  M.  Kelley  Lake  City 

Bedford — H.  J.  Shull  Shelbyville 

Blount — R.  H.  Haralson  Maryville 

Blount — Joseph  T.  Marshall  Chattanooga 

Blount — Lowell  E.  Vinsant  Maryville 

Bradley — Dwight  N.  Arnold  Cleveland 

Bradley — A.  L.  Ball  Cleveland 

Bradley — Wm.  A.  Garrott  Cleveland 

Bradley — Claud  H.  Taylor  Cleveland 

Bradley — Madison  S.  Trewhitt  Cleveland 

Campbell — O.  H.  Coleman*  LaFollette 

Campbell — Jos.  McCoin  LaFollette 

Carroll — Robert  D.  Trevathan  Bruceton 

Carter — H.  B.  Damron  Elizabethton 

Carter — E.  L.  Caudill,  Jr.  Elizabethton 

Carter — J.  B.  Warren  Elizabethton 

Cai'ter — W.  W.  Evans  Elizabethton 

Chester — John  Wm.  Baird  Henderson 

Claiborne — E.  A.  McEver  Pruden 

Clay — A.  L.  Buell  Celina 

Cocke — Haynes  B.  Cates  Newport 

Cocke — W.  C.  Ruble,  Jr.  Newport 

Cocke — Glenn  C.  Shults  Newport 

Coffee — G.  W.  Shelton  Manchester 

Cumberland — Price  H.  Duff  Crossville 

Davidson — Geo.  A.  Hatcher  Cedar  Grove,  N.  J. 
Davidson — David  F.  Johnson  Madison  College 
Davidson — James  T.  Allen  Nashville 

Davidson — James  P.  Anderson  Nashville 

Davidson — John  W.  Anderson  Nashville 

Davidson — Jos.  D.  Anderson  Nashville 

Davidson — Ralph  Angelucci  Nashville 

Davidson — Ralph  V.  Ashbaugh  Nashville 

Davidson — Robert  D.  Beech  Nashville 

Davidson — F.  T.  Billings  Nashville 


* Deceased. 


Davidson — James  Frazier  Binns  Nashville 

Davidson — R.  W.  Blumberg  Nashville 

Davidson — H.  K.  Brask  Nashville 

Davidson — Robert  N.  Buchanan,  Jr.  Nashville 

Davidson — Ransom  R.  Buchholz  Nashville 

Davidson — F.  W.  Buckner  Nashville 

Davidson — John  C.  Burch  Nashville 

Davidson — Roger  B.  Burrus  Nashville 

Davidson — B.  F.  Byrd,  Jr.  Nashville 

Davidson — Newton  A.  Cannon  Nashville 

Davidson — Henry  M.  Carney  Nashville 

Davidson — Geo.  K.  Carpenter  Nashville 

Davidson — Arthur  H.  Cassady  Nashville 

Davidson — Randolph  Cate  Nashville 

Davidson — Lee  Farrar  Cayce  Nashville 

Davidson — James  C.  Chambliss  Nashville 

Davidson — Jesse  H.  Chandler  (Col.)  Nashville 

Davidson — Sam  C.  Cowan,  Jr.  Nashville 

Davidson — R.  R.  Crutcher  Nashville 

Davidson — Marion  I.  Davis  Nashville 

Davidson — Walter  L.  Diveley  Nashville 

Davidson — Thos.  A.  Donnel  Nashville 

Davidson — R.  L.  Dozier,  Jr.  Nashville 

Davidson — J.  J.  Eberhart  Nashville 

Davidson — P.  C.  Elliott  Nashville 

Davidson — Frank  F.  Ellis  Nashville 

Davidson — Joe  W.  Fenn  Nashville 

Davidson — Ray  O.  Fessey  Nashville 

Davidson — C.  M.  Fishbach  Nashville 

Davidson — Benjamin  P.  Folk  Nashville 

Davidson — Garth  E.  Fort  Nashville 

Davidson — S.  F.  Fowler  Nashville 

Davidson — John  W.  Frazier,  Jr.  Nashville 

Davidson — Thos.  F.  Frist  Nashville 

Davidson — R.  K.  Galloway  Nashville 

Davidson — James  C.  Gardner  Nashville 

Davidson — Dan  C.  Gary  Nashville 

Davidson — Hamilton  V.  Gayden  Nashville 

Davidson — L.  R.  Gayden  Nashville 

Davidson — H.  L.  Gilliand  Nashville 

Davidson — J.  E.  Goldsberry  Nashville 

Davidson — David  K.  Gotwald  Nashville 

Davidson — Thos;  Grizzard  Nashville 

Davidson — Laurence  A.  Grossman  Nashville 

Davidson — Carrington  Harrison  Nashville 

Davidson — James  W.  Harrison  Nashville 

Davidson — James  T.  Hayes  Nashville 

Davidson — Harold  B.  Henning  Nashville 

Davidson — Rafael  Hernandez  (Col.)  Nashville 

Davidson — Irving  R.  Hillard  Nashville 

Davidson — Charles  Fowler  Hollabaugh  Nashville 
Davidson — Nathan  P.  Horner  Nashville 

Davidson — Geo.  B.  Hubbard  Nashville 

Davidson — Vernon  Hutton,  Jr.  Nashville 

Davidson — D.  J.  Johns,  Jr.  Nashville 

Davidson— Geo.  S.  Johnson  Nashville 

Davidson — Harry  D.  Jones  Nashville 

Davidson — Sam  Ogle  Jones  Nashville 

Davidson — Allen  Kennedy  Nashville 

Davidson — W.  G.  Kennon,  Jr.  Nashville 

Davidson — G.  E.  Kinzel  Nashville 

Davidson — James  A.  Kirtley,  Jr.  Nashville 
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Davidson — W.  J.  Lee,  Jr. Nashville 

Davidson — Herman  Levinson  Nashville 

Davidson — R.  Carl  Light  Nashville 

Davidson — Rudolph  A.  Light  Nashville 

Davidson — Jas.  A.  Loveless  Nashville 

Davidson — J.  P.  Lowe  Nashville 

Davidson — Sol  Lowenstein  Nashville 

Davidson — Jas.  R.  McMillan  Nashville 

Davidson — Robt.  H.  Magruder  Nashville 

Davidson — C.  G.  deGutierrez-Mahoney  Nashville 

Davidson — Travis  H.  Martin  Nashville 

Davidson — James  H.  Matthews  Nashville 

Davidson — Benjamin  R.  Mayes  Nashville 

Davidson — Jas.  G.  Mead  Nashville 

Davidson — Chas.  A.  Mella Nashville 

Davidson — Cleo  M.  Miller  Nashville 

Davidson — Hugh  H.  Mills  Nashville 

Davidson — Theodore  Morford  Nashville 

Davidson — Hugh  J.  Morgan  Nashville 

Davidson — N.  B.  Morris  Nashville 

Davidson — Paul  G.  Morrissey,  Jr.  Nashville 

Davidson — S.  R.  Mortland  Nashville 

Davidson — Max  K.  Moulder  Nashville 

Davidson — John  R.  Olson  Nashville 

Davidson — Fred  W.  T.  Overton  Nashville 

Davidson — Wm.  T.  Palm  Nashville 

Davidson — Jos.  H.  Patterson  Nashville 

Davidson — Robt.  C.  Patterson,  Jr.  Nashville 

Davidson — E.  White  Patton  Nashville 

Davidson — George  C.  Porter  (Col.)  Nashville 

Davidson — John  C.  Ransmeier  Nashville 

Davidson— S.  B.  D.  Rhea  Nashville 

Davidson — John  B.  Riggsbee  Nashville 

Davidson — E.  L.  Rippy  Nashville 

Davidson — E.  M.  Robinson  Nashville 

Davidson — Robt.  E.  Rock  Nashville 

Davidson — Louis  Rosenfeld  Nashville 

Davidson — Leon  I.  Runyon  Nashville 

Davidson — A.  F.  Russell  Nashville 

Davidson — Jos.  H.  Sayers,  Jr.  Nashville 

Davidson — Robert  E.  Schell  Nashville 

Davidson — Jesse  F.  Scott  Nashville 

Davidson — Jos.  A.  Scott  Nashville 

Davidson — Ewing  Seligman  Nashville 

Davidson — Maurice  Seligman  Nashville 

Davidson — -Melvin  M.  Simmons  Nashville 

Davidson — Henry  Carroll  Smith  Nashville 

Davidson — Joe  M.  Strayhorn  Nashville 

Davidson — Thos.  B.  Stone  Nashville 

Davidson — Wm.  A.  Sullivan  Nashville 

Davidson — A.  J.  Sutherland,  Jr.  Nashville 

Davidson — A.  B.  Thach,  Jr.  Nashville 

Davidson — W.  0.  Tirrill,  Jr.  Nashville 

Davidson — Chas.  C.  Trabue  Nashville 

Davidson — H.  M.  Truebger  Nashville 

Davidson — William  H.  Tucker  Nashville 

Davidson — W.  A.  Van  Nortwick  Nashville 

Davidson — Louis  F.  Verdel  Nashville 

Davidson — Paul  L.  Warner  Nashville 

Davidson — Thos.  S.  Weaver  Nashville 

Davidson — B.  M.  Weinstein  Nashville 

Davidson — Arthur  L.  White  Nashville 

Davidson — Joe  T.  Whitfield  Nashville 


Davidson — Claiborne  Williams  Nashville 

Davidson — W.  C.  Williams  Nashville 

Davidson — Herbert  Wilson,  Jr.  Nashville 

Davidson — W.  C.  Winton  Nashville 

Davidson — Jos.  C.  Wood  Nashville 

Davidson — Thos.  E.  Wyatt  Nashville 

Davidson — Chas.  R.  Yancey  Nashville 

Davidson — John  B.  Youmans  Nashville 

Davidson — Hugh  Amos  Old  Hickory 

Davidson — Alvin  Hawkins  Old  Hickory 

Davidson — A.  S.  Koenig  Old  Hickory 

Davidson — E.  B.  Rhea  Old  Hickory 

Dickson — W.  M.  Jackson  Dickson 

Dyer — W.  E.  Anderson  Dyersburg 

Dyer — J.  Paul  Baird  Dyersburg 

Dyer — C.  L.  Denton  Dyersburg 

Dyer — O.  B.  Landrum  Dyersburg 

Fayette — John  L.  Armstrong  Somerville 

Franklin — Geo.  L.  Smith  Decherd 

Franklin — Kenneth  P.  Brown  Huntland 

Gibson — Jas.  O.  Fields  Milan 

Gibson — Basil  T.  Bennett,  Jr.  Trenton 

Gibson — Geo.  Dodson  Humboldt 

Gibson — Roscoe  Faulkner  Trenton 

Gibson — Henry  Jas.  Roberts  Trenton 

Greene — Rae  B.  Gibson  Greeneville 

Greene — C.  H.  Henard  Mosheim 

Greene — John  G.  Zirkle  Greeneville 

Hamblen — D.  R.  Roach  Morristown 

Hamblen — D.  J.  Zimmermann  Morristown 

Hamilton — Howard  M.  Ausherman  Chattanooga 

Hamilton — C.  H.  Barnwell  Chattanooga 

Hamilton — Alvin  H.  Benz  Chattanooga 

Hamilton — Franklin  B.  Bogart  Chattanooga 

Hamilton — F.  G.  Bratley  Chattanooga 

Hamilton — Julian  C.  Brooks,  Jr.  Chattanooga 

Hamilton — S.  W.  Browm  Chattanooga 

Hamilton — E.  F.  Buchner  Chattanooga 

Hamilton — Walter  Buckner,  II  Chattanooga 

Hamilton — Douglas  Chamberlain  Chattanooga 

Hamilton — John  W.  Claiborne,  Jr.  Chattanooga 

Hamilton — H.  C.  Darnall  Chattanooga 

Hamilton — J.  R.  Fancher  Chattanooga 

Hamilton — Richard  V.  Fletcher  Chattanooga 

Hamilton — J.  L.  Hamilton  Chattanooga 

Hamilton — F.  F.  Harris  Chattanooga 

Hamilton — Carl  A.  Hartung  Chattanooga 

Hamilton — H.  D.  Hickey  Chattanooga 

Hamilton — J.  M.  Higginbotham  Chattanooga 

Hamilton — H.  T.  Holden  Chattanooga 

Hamilton — Jos.  W.  Johnson,  Jr.  Chattanooga 

Hamilton — Howard  H.  Karr  Chattanooga 

Hamilton — Jos.  B.  Killebrew  Chattanooga 

Hamilton — J.  J.  Killeffer  Chattanooga 

Hamilton — P.  H.  Livingston  Chattanooga 

Hamilton — T.  A.  Lowrery  Chattanooga 

Hamilton — E.  F.  McCall  Chattanooga 

Hamilton — Augustus  McCravey  Chattanooga 

Hamilton — Hugh  B.  Magill  Chattanooga 

Hamilton — Tim  J.  Manson  Chattanooga 

Hamilton — Richard  H.  Mellen  Chattanooga 

Hamilton — Paul  H.  Milton  Chattanooga 

Hamilton — Fay  B.  Murphey  Chattanooga 


238 


TENNESSEE  DOCTORS  AND  THE  MILITARY  SERVICE 


July,  1944 


Hamilton — E.  T.  Newell,  Jr. 

Chattanooga 

Hamilton — -Wm.  E.  North 

Chattanooga 

Hamilton — R.  L.  Patterson 

Chattanooga 

Hamilton — C.  Thomas  Read 

Chattanooga 

Hamilton — W.  D.  L.  Record 

. . . . Chattanooga 

Hamilton — E.  E.  Reisman,  Jr. 

Chattanooga 

Hamilton — Gilbert  M.  Roberts 

Chattanooga 

Hamilton — Robt.  C.  Robertson 

Chattanooga 

Hamilton — T.  G.  Ross 

Chattanooga 

Hamilton — Wm.  J.  Sheridan 

Chattanooga 

Hamilton — M.  J.  Smith,  Jr. 

Chattanooga 

Hamilton — Wm.  A.  Stem 

Chattanooga 

Hamilton — John  A.  Steward 

Chattanooga 

Hamilton — W.  Dean  Steward 

Chattanooga 

Hamilton — Paul  R.  Swanson 

Chattanooga 

Hamilton — Oliver  L.  Von  Canon 

Chattanooga 

Hamilton — J.  W.  Wilson,  Jr. 

Chattanooga 

Hamilton — Robert  A.  Wise 

Chattanooga 

Hamilton — J.  C.  Wright 

Chattanooga 

Hardeman — Geo.  W.  Jackson 

Bolivar 

Hardeman — Wiley  D.  Lewis 

Bolivar 

Hardeman — M.  J.  Stewart 

Whiteville 

Hardin — C.  Whitman  Borg 

Savannah 

Hardin — S.  L.  Stephenson,  Jr. 

Savannah 

Hawkins— Charles  C.  Johnson 

Pressmen’s  Home 

Hawkins — Landrum  Tucker 

Rogersville 

Hawkins — A.  S.  Yates 

Rogersville 

Haywood — Robert  C.  Berson 

Brownsville 

Henderson — R.  M.  Conger 

Lexington 

Henry — J.  W.  Didcoct 

Paris 

Henry — Arthur  C.  Dunlap 

Paris 

Henry— J.  C.  McKissick 

Paris 

Henry — Geo.  H.  McSwain 

Paris 

Jefferson — William  B.  Malcolm 

Dandridge 

Jefferson — Frank  L.  Milligan 

Jefferson  City 

Knox — A.  J.  Weber 

Bearden 

Knox — Malcolm  F.  Cobb 

Concord 

Knox— B.  B.  Mitchell* 

Fountain  City 

Knox — Charles  M.  Armstrong 

Knoxville 

Knox — Spencer  Y.  Bell 

Knoxville 

Knox — R.  G.  Brashear 

Knoxville 

Knox — A.  M.  Carr 

Knoxville 

Knox — E.  E.  Carrier 

Knoxville 

Knox — Jack  Chesney 

Knoxville 

Knox — L.  W.  Chesney 

Knoxville 

Knox — H.  S.  Christian 

Knoxville 

Knox — H.  E.  Christenberry,  Jr. 

Knoxville 

Knox — Sam  M.  Cooper 

Knoxville 

Knox— Sam  P.  Davidson 

Knoxville 

Knox — T.  P.  Day 

Knoxville 

Knox — W.  A.  DeSautelle 

Knoxville 

Knox — T.  B.  Drinnen* 

Knoxville 

Knox — Horton  DuBard 

Knoxville 

Knox — Richard  N.  Duffey 

Knoxville 

Knox — J.  Gilbert  Eblen 

Knoxville 

Knox — Jas.  B.  Ely 

Knoxville 

Knox — Frank  Faulkner 

Knoxville 

Knox — Peter  J.  Flippin 

Knoxville 

Knox — Glenn  D.  Grubb 

Knoxville 

Knox — Geo.  G.  Henson 

Knoxville 

Knox — Oliver  W.  Hill,  Jr. 

Knoxville 

Knox — C.  R.  Huffman* 
*Deeeased. 

Knoxville 

Knox — C.  E.  Irwin  Knoxville 

Knox — Willard  J.  Irwin  Knoxville 

Knox — H.  H.  Jenkins  Knoxville 

Knox — J.  0.  Kennedy  Knoxville 

Knox — A.  H.  Lancaster  Knoxville 

Knox — R.  P.  Layman  Knoxville 

Knox— J.  H.  Lesher  Knoxville 

Knox — J.  D.  McCullough  Knoxville 

Knox — Wm,  T.  McPeake  Knoxville 

Knox — J.  L.  Montgomery  Knoxville 

Knox — Wm.  S.  Muse  Knoxville 

Knox — E.  P.  Nicely  Knoxville 

Knox — Ralph  Nichols Knoxville 

Knox — B.  M.  Overholt  Knoxville 

Knox — Jos.  B.  Parker,  Jr.  Knoxville  (Inskip) 

Knox — Robt.  F.  Patterson,  Jr.  Knoxville 

Knox — Herschel  Penn  Knoxville 

Knox — Jarrell  Penn  Knoxville 

Knox — H.  L.  Pope  Knoxville 

Knox — John  S.  Powers,  Jr.  Knoxville 

Knox — John  A.  Range  Knoxville 

Knox — Jos.  L.  Raulston,  Jr.  Knoxville 

Knox — Hugh  C.  Reaves  Knoxville 

Knox — J.  W.  Riggs  Knoxville 

Knox — J.  S.  Ruffin,  Jr.  Knoxville 

Knox — J.  H.  Saffold  Knoxville 

Knox — A.  B.  Shipley  Knoxville 

Knox — P.  D.  Smith  Knoxville 

Knox — J.  M.  Stockman  Knoxville 

Knox — Geo.  W.  Tharp  Knoxville 

Knox — Phil  Thomas  Knoxville 

Knox — Fred  West  Knoxville 

Knox — Jacob  M.  Williams  Knoxville 

Knox — Leon  J.  Willien  Knoxville 

Lake — W.  T.  Rainey  Tiptonville 

Lauderdale — J.  H.  Nunn  Ripley 

Lauderdale — W.  Val  Sanford*  Ripley 

Lawrence — L.  C.  Harris,  Jr.  Lawrenceburg 

Lincoln — R.  E.  McCown  Fayetteville 

Lincoln — Ben  H.  Marshall  Fayetteville 

Lincoln — M.  C.  Woodfin  Fayetteville 

Lincoln — E.  S.  Leek  Petersburg 

Loudon — F.  E.  Hufstedler  Lenoir  City 

Loudon — Avery  Leeper  Lenoir  City 

McMinn — S.  B.  McClary,  Jr.  Etowah 

McMinn — A.  W.  Reeser  Athens 

McMinn — Lester  H.  Shields  Athens 

McNairy — T.  N.  Humphrey  Selmer 

McNairy — H.  O.  Mason  Adamsville 

Madison — L.  D.  Farragut  Bemis 

Madison — Roderick  C.  Webb  Bemis 

Madison — -Everett  Archer  Jackson 

Madison — C.  H.  Brown  Jackson 

Madison — W.  B.  Camp  Jackson 

Madison — William  Grant  Crook  Jackson 

Madison — J.  E.  Douglass  Jackson 

Madison — R.  S.  Hellmann  Jackson 

Madison — Frank  A.  Moore  Jackson 

Madison — Roy  M.  Neudecker  Jackson 

Madison — Carl  Rogers  Jackson 

Madison — A.  R.  Taylor  Jackson 

Madison — J.  R.  Thompson,  Jr.  Jackson 

Madison — Charles  H.  Webb  Jackson 
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Madison — P.  E.  Wylie  Jackson 

Madison — Stevens  Byars  Mercer 

Marion — Russell  B.  James  South  Pittsburg 

Marshall — A.  L.  Cooper  . Chapel  Hill 

Marshall — H.  B.  Disharoon*  Lewisburg 

Maury — W.  N.  Cook  Columbia 

Maury — Robin  Lyles  Columbia 

Maury — J.  B.  Miller  Columbia 

Maury — E.  K.  Provost  Columbia 

Monroe — D.  F.  Heuer,  Jr.  Sweetwater 

Monroe — R.  M.  Price  Sweetwater 

Montgomery — J.  A.  Culbertson  Clarksville 

Montgomery- — John  H.  Ledbetter,  Jr.  Clarksville 
Montgomery — Phillip  Lyle  Clarksville 

Morgan — R.  A.  Steadman  Wartburg 

Obion — Hal  E.  Bennett  Troy 

Obion — Edward  W.  Barksdull  Union  City 

Obion — R.  M.  Darnall  Union  City 

Obion — R.  G.  Latimer,  Jr.  Union  City 

Overton — H.  B.  Nevans  Livingston 

Pickett — Floyd  B.  Hay  Byrdstown 

Polk — Henry  S.  Harris  Benton 

Polk — J.  H.  Lillard  Benton 

Polk — H.  H.  Hyatt  Copperhill 

Putnam — H.  H.  Taylor  Cookeville 

Putnam — R.  L.  Akin  Monterey 

Roane — L.  A.  Killeffer Harriman 

Roane — G.  D.  Schuessler Oliver  Springs 

Roane — F.  Davis  Owings  Rockwood 

Robertson — J.  C.  Lunderman Orlinda 

Robertson — W.  P.  Stone  Springfield 

Rutherford — -Harvey  W.  Carter  Murfreesboro 

Rutherford — Thos.  G.  Gordon  Murfreesboro 

Sevier — John  A.  Conroy  Newton,  Mass. 

Sevier — Charles  E.  Pack,  Jr.  Sevierville 

Sevier — R.  M.  Perry  Sevierville 

Shelby — J.  H.  Adler  Memphis 

Shelby — R.  Roger  Anderson  Memphis 

Shelby — Chas.  G.  Andrews  Memphis 

Shelby — J.  M.  Aste  Memphis 

Shelby — Edward  R.  Atkinson Memphis 

Shelby — Chas.  H.  Avent Memphis 

Shelby — William  Wallace  Aycock  Memphis 

Shelby— J.  C.  Ayres,  Jr.  Memphis 

Shelby — James  M.  Bethea Memphis 

Shelby — Willard  A.  Barnes  Memphis 

Shelby — J.  D.  Biles,  Jr.  Memphis 

Shelby — Samuel  Blackwell  Memphis 

Shelby — W.  B.  Blaisdell,  Jr. Memphis 

Shelby — W.  T.  Black,  Jr. Memphis 

Shelby — R.  E.  Bland  (Col.)  Memphis 

Shelby — Philip  B.  Bleecker  Memphis 

Shelby — Geo.  M.  Bogardus  Memphis 

Shelby — H.  0.  Bourkard  Memphis 

Shelby — C.  G.  Bringle  Memphis 

Shelby — W.  T.  Braun,  Jr.  Memphis 

Shelby — Joseph  A.  Buchignani  Memphis 

Shelby — J:  G.  Burd  Memphis 

Shelby — L.  L.  Carter  Memphis 

Shelby — A.  J.  Cates  Memphis 

Shelby — R.  E.  Ching  Memphis 

Shelby — J.  Hughes  Chandler  Memphis 


*Deceased. 


Shelby — J.  M.  Chandler  Memphis 

Shelby — J.  M.  Chambers,  Jr.  Memphis 

Shelby — R.  B.  Chrisman,  Jr.  Memphis 

Shelby — Isaac  S.  Coe  Memphis 

Shelby — James  H.  Collins  Memphis 

Shelby — John  Kerr  Crawford  Memphis 

Shelby — Phillip  T.  Crawford  Memphis 

Shelby — J.  A.  Crisler,  Jr.  Memphis 

Shelby — J.  A.  Danciger  Memphis 

Shelby — Floyd  M.  Davis Memphis 

Shelby — Chas.  J.  Deere  Memphis 

Shelby — W.  F.  Dobyns  Memphis 

Shelby — John  M.  Dougall  Memphis 

Shelby — E.  S.  Eddins  Memphis 

Shelby — C.  Barton  Etter  Memphis 

Shelby — J.  D.  Evans Memphis 

Shelby — M.  L.  Evans  Memphis 

Shelby — Taylor  Farrar  Memphis 

Shelby — Turley  Farrar  Memphis 

Shelby — Benj.  Fendler  Memphis 

Shelby — L.  F.  Ferrell  Memphis 

Shelby — B.  F.  Floyd  Memphis 

Shelby — Jos.  B.  Fowler  Memphis 

Shelby — Dale  E.  Fox  Memphis 

Shelby — Jos.  A.  Gardner,  Jr.  Memphis 

Shelby — Geo.  E.  Gish  Memphis 

Shelby — Fred  A.  Goldberg  Memphis 

Shelby — L.  I.  Goldsmith  Memphis 

Shelby — David  W.  Goltman  Memphis 

Shelby — Jack  Goltman  Memphis 

Shelby — Paul  Hill  Goodman  Memphis 

Shelby — H.  B.  Gotten  Memphis 

Shelby — Nicholas  Gotten  Memphis 

Shelby — H.  D.  Gray  Memphis 

Shelby — V.  A.  Hall  Memphis 

Shelby — J.  A.  Hanna  Memphis 

Shelby — Carl  M.  Harwell,  Jr.  Memphis 

Shelby — R.  D.  Henderson  Memphis 

Shelby — B.  S.  Henry  Memphis 

Shelby — A.  L.  Herring  Memphis 

Shelby — C.  H.  Householder  Memphis 

Shelby — John  L.  Houston  Memphis 

Shelby — Felix  A.  Hughes  Memphis 

Shelby — James  G.  Hughes  Memphis 

Shelby — John  D.  Hughes Memphis 

Shelby — Wm.  E.  Hurt  Memphis 

Shelby — Chas.  W.  Ingle  Memphis 

Shelby — Alvin  Ingram  Memphis 

Shelby — Harry  Johnson  Memphis 

Shelby — Albert  M.  Jones  Memphis 

Shelby — 0.  N.  Jones  Memphis 

Shelby — W.  B.  Key  Memphis 

Shelby — John  C.  King  Memphis 

Shelby — Nathanial  W.  Kuykendall,  Jr.  Memphis 
Shelby — Chas.  K.  Lewis  Memphis 

Shelby — Frank  Linn  Memphis 

Shelby — Chas.  M.  Lobrano  Memphis 

Shelby — D.  G.  Lockwood  Memphis 

Shelby — J.  P.  Lockwood  Memphis 

Shelby — J.  P.  Long,  Jr.  Memphis 

Shelby — J.  H.  Lotz  Memphis 

Shelby — Wm.  M.  Lovejoy Memphis 

Shelby — Donald  A.  McCannel  Memphis 

Shelby — 0.  S.  McCown,  Jr. Memphis 


240 


TENNESSEE  DOCTORS  AND  THE  MILITARY  SERVICE 


July,  1944 


Shelby — J.  W.  McElroy 

Memphis 

Shelby — Eugene  E.  McKenzie 

Memphis 

Shelby— W.  F.  Mackey 

Memphis 

Shelby — Wm.  Battle  Malone,  II 

Memphis 

Shelby — Thomas  P.  Manigan 

Memphis 

Shelby— P.  M.  Markle 

Memphis 

Shelby— Alfred  D.  Mason,  Jr. 

Memphis 

Shelby — -Wm.  P.  Maury,  Jr*. 

Memphis 

Shelby— R.  A.  Miller 

Memphis 

Shelby— R.  W.  Miller 

Memphis 

Shelby— E.  D.  Mitchell,  Jr. 

Memphis 

Shelby— J.  C.  Mobley,  Jr. 

Memphis 

Shelby— Moore  Moore,  Jr. 

Memphis 

Shelby — Thos.  Lane  Moore,  Jr. 

Memphis 

Shelby — William  Sivley  Moore 

Memphis 

Shelby — J.  P.  Moss 

Memphis 

Shelby — Henry  Moskowitz 

Memphis 

Shelby — Francis  Murphey 

Memphis 

Shelby— Van  A.  Odle 

Memphis 

Shelby — Bedford  T.  Otey 

Memphis 

Shelby — Alfred  H.  Page 

Memphis 

Shelby — Wm.  H.  Parker 

Memphis 

Shelby — Ben  Pentecost 

Memphis 

Shelby — J.  R.  Pepin 

Memphis 

Shelby — M.  L.  Pepper 

Memphis 

Shelby — V.  D.  Pettit 

Memphis 

Shelby — Raymond  W.  Polk 

Memphis 

Shelby— G.  S.  Plog 

Memphis 

Shelby — Ira  F.  Porter 

Memphis 

Shelby — Hugh  R.  Raines 

Memphis 

Shelby — S.  L.  Raines 

Memphis 

Shelby — R.  Beverley  Ray 

Memphis 

Shelby — L.  C.  Ramsay 

Memphis 

Shelby— Hal  S.  Rhea 

Memphis 

Shelby — Chas.  G.  Robinson 

Memphis 

Shelby — Wm.  A.  Runkle 

Memphis 

Shelby — Wm.  T.  Satterfield 

Memphis 

Shelby — Schayel  Scheinberg 

Memphis 

Shelby— Lee  Jess  Seargeant,  Jr. 

Memphis 

Shelby — -Lawrence  L.  Sebulsky 

Memphis 

Shelby — E.  C.  Segerson 

Memphis 

Shelby — J.  L.  Shaw 

Memphis 

Shelby — Hugh  Smith 

Memphis 

Shelby — P.  A.  Statile 

Memphis 

Shelby — S.  D.  Sullenberger 

Chattanooga 

Shelby— Bryant  S.  Swindoll 

Memphis 

Shelby— B.  S.  Talley 

Memphis 

Shelby — R.  C.  Taylor 

Memphis 

Shelby— M.  J.  Tendler 

Memphis 

Shelby — W.  M.  Tipton 

Memphis 

Shelby — A.  B.  Tripp 

Memphis 

Shelby — I.  F.  Tullis,  Jr. 

Memphis 

Shelby — C.  F.  Varner 

Memphis 

Shelby — Jack  Viscofsky 

Memphis 

Shelby— R.  A.  Wallace 

Memphis 

Shelby— T.  L.  Waring 

Memphis 

Shelby— 0.  S.  Warr,  Jr. 

Memphis 

Shelby— W.  W.  Watkins 

Memphis 

Shelby — J.  E.  Watson,  Jr. 

Memphis 

Shelby — Julian  K.  Welch,  Jr. 

Memphis 

Shelby — S.  I.  Wener 

Memphis 

Shelby — Horace  G.  Williams 

Memphis 

Shelby — W.  L.  Wilhelm  

Memphis 

Shelby — Harwell  Wilson  Memphis 

Shelby — John  M.  Wilson  Memphis 

Shelby — J.  E.  Wilson  Memphis 

Shelby — C.  Frank  Yates  Memphis 

Sullivan — J.  W.  Erwin  Blountville 

Sullivan — W.  C.  Carreras  Bristol 

Sullivan — Tom  Kuhnert  Bristol 

Sullivan — John  Marcy  Bristol 

Sullivan — G.  W.  McCall  Bristol 

Sullivan — B.  W.  Mongle  Bristol 

Sullivan — L.  B.  Snapp,  II  Bristol 

Sullivan — -Myron  J.  Adams  Kingsport 

Sullivan — F.  L.  Alloway  Kingsport 

Sullivan — R.  W.  Asthalter  Kingsport 

Sullivan — H.  0.  Bolling  Kingsport 

Sullivan — R.  H.  Brown  Kingsport 

Sullivan— H.  S.  Burem  Kingsport 

Sullivan — John  B.  Hamilton  Kingsport 

Sullivan — B.  Roy  Howard  Kingsport 

Sullivan — K.  R.  Kiesau  Kingsport 

Sullivan — M.  D.  Massengill,  Jr.  Kingsport 

Sullivan — -J.  F.  Morton  Kingsport 

Sullivan — R.  G.  Nichols  Kingsport 

Sumner — P.  M.  Huggin  Gallatin 

Sumner — Benjamin  A.  Warren  Gallatin 

Tipton — N.  L.  Hyatt  Covington 

Tipton — J.  S.  Ruffin,  Jr.  Covington 

Tipton — O.  J.  Swisher Covington 

Unicoi — R.  H.  Harvey Erwin 

Unicoi — W.  C.  Humbert  Erwin 

Unicoi — H.  L.  Monroe  Erwin 

Union — Norman  H.  Rucker Luttrell 

Washington — C.  M.  Creech  Johnson  City 

Washington — H.  B.  Fuqua  Johnson  City 

Washington — C.  S.  Gresham  Johnson  City 

Washington — W.  D.  Hankins  Johnson  City 

Washington — Harry  Myron,  Jr.  Johnson  City 
Washington — W.  L.  Poole  Johnson  City 

Washington — W.  G.  Preas  Johnson  City 

Washington — Hugh  F.  Swingle  Johnson  City 

Washington — Charles  P.  Wofford  Johnson  City 
Washington — H.  B.  Cupp  Mountain  Home 

Washington — John  Busey  Mountain  Home 

Washington — Ernest  Marcus  Mountain  Home 

Weakley — Paul  W.  Wilson  Dresden 

Weakley— Madison  H.  Buckley  Martin 

Williamson— Harry  J.  Guffee  Franklin 

Williamson — W.  F.  Roth,  Jr.  Franklin 

Wilson — O.  R.  Hill  Lebanon 

Wilson — James  McFarland,  Jr.  Lebanon 

Wilson— W.  K.  Tilley  Lebanon 

DOCTORS  WHO  APPLIED  FOR  COMMISSIONS, 
BUT  REJECTED  ON  PHYSICAL  GROUNDS 
Anderson — Trent  O.  Huff  Clinton 

Anderson — A.  J.  Butler  Clinton 

Carter — John  L.  Chesnut  Elizabeth  ton 

Carter — E.  T.  Pearson  Elizabethton 

Coffee — Wm.  M.  Minnis  Manchester 

Davidson — Carl  E.  Adams  Nashville 

Davidson — E.  E.  Anderson  Donelson 

Davidson — Joe  E.  Sutherland  Madison  College 

Davidson — J.  J.  Ashby  Nashville 

Davidson — Edward  H.  Barksdale  Nashville 
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Davidson — Lynch  D.  Bennett  Nashville 

Davidson — John  M.  Boylin  Nashville 

Davidson — James  L.  Fuqua  Nashville 

Davidson — David  W.  Hailey  Nashville 

Davidson — William  Palmer  Hardy  Nashville 

Davidson — Andrew  N.  Hollabaugh  Nashville 

Davidson — Thos.  M.  Jordan  Nashville 

Davidson — Carl  Kirchmaier  Nashville 

Davidson — G.  Sydney  McClellan  Nashville 

Davidson — ffm.  F.  Orr  Nashville 

Davidson — James  C.  Overall  Nashville 

Davidson — James  N.  Owens  Nashville 

Davidson — Don  C.  Peterson  Nashville 

Davidson — Paul  E.  Purks  Nashville 

Davidson — Jas.  S.  Reed  Nashville 

Davidson — Eugene  M.  Regen  Nashville 

Davidson — S.  S.  Riven  Nashville 

Davidson — Trimble  Sharber  Nashville 

Davidson — T.  Emerson  Simpkins  Nashville 

Davidson — D.  W.  Smith  Nashville 

Davidson — Herman  Spitz  Nashville 

Davidson — Albert  Weinstein  Nashville 

Davidson — 0.  L.  Westbrooks  (Col.)  Nashville 

Davidson — Eston  D.  White  Nashville 

Davidson — W.  W.  Wilkerson,  Jr.  Nashville 

Davidson — V.  J.  Wong  Nashville 

Davidson — J.  H.  Solomon  Old  Hickory 

Franklin — Jeff  C.  Moore  Winchester 

Gibson — Chas.  W.  Davis  Humboldt 

Gibson — Henry  N.  Moore  Milan 

Gibson — F.  A.  Taylor  Trenton 

Greene — John  A.  Brabson  Greeneville 

Hamblen — Y.  A.  Jackson  Morristown 

Hamblen — Maxwell  D.  Raine  Morristown 

Hamilton — Justin  O.  Adams  Chattanooga 

Hamilton — William  D.  Anderson  Chattanooga 

Hamilton — Wesley  A.  Barton  Chattanooga 

Hamilton — William  Ross  Buttram  Chattanooga 
Hamilton — Erwin  M.  Funderburk  Chattanooga 
Hamilton — Orville  C.  Gass  Chattanooga 

Hamilton — Foster  Hampton,  Jr.  Chattanooga 

Hamilton — John  W.  Hocker  Chattanooga 

Hamilton — D.  Isbell  Chattanooga 

Hamilton — D.  B.  Karr  Chattanooga 

Hamilton — Geo.  E.  Lacy  Chattanooga 

Hamilton — Hugh  B.  Magill  Chattanooga 

Hamilton — -J.  G.  McMillan  Chattanooga 

Hamilton — Fred  E.  Marsh  Chattanooga 

Hamilton — J.  R.  Martin  Chattanooga 

Hamilton — 0.  B.  Murray  Chattanooga 

Hamilton — Clarence  Shaw  Chattanooga 

Hamilton — H.  J.  Starr  Chattanooga 

Hamilton — W.  E.  Van  Order Chattanooga 

Hamilton — J.  J.  Word  Chattanooga 

Hamilton — P.  H.  Dietrich  Ooltewah 

Hardeman — Aubrey  Richards  Whiteville 

Hawkins — John  E.  Kite,  Jr.  Bulls  Gap 

Henry — Barton  McSwain  Paris 

Knox — Troy  P.  Bagwell  Knoxville 

Knox — Charles  W.  Black  Knoxville 

Knox — William  E.  Clark Knoxville 

Knox — Earl  Donathan  Knoxville 

Knox — Roy  Fisher Knoxville 


Knox — Louis  E.  Haun  Knoxville 

Knox — John  R.  Hill  Knoxville 

Knox — Geo.  T.  Howard  Knoxville 

Knox — George  L.  Inge  Knoxville 

Knox — Roy  L.  McDonald  Knoxville 

Knox — Edwin  E.  Miller  Knoxville 

Knox — John  Moore  Knoxville 

Knox — Owen  D.  Moore  Knoxville 

Knox- — Joel  C.  Morris  Knoxville 

Knox — Bruce  R.  Powers  Knoxville 

Knox — Chas.  C.  Smeltzer  Knoxville 

Knox — V.  I.  Smith  Knoxville 

Knox — Geo.  M.  Trotter  Knoxville 

Knox — Richard  G.  Waterhouse  Knoxville 

Knox — V.  M.  Williger  Knoxville 

Lawrence — V.  H.  Crowder  Lawrenceburg 

Lawrence — W.  O.  Crowder  Lawrenceburg 

Loudon — J.  P.  Cullum  Lenoir  City 

Madison — Glenn  D.  Batten  Jackson 

Madison — Leland  M.  Johnston  Jackson 

Madison — John  C.  Pearce  Jackson 

Madison — Alvin  Rosenbloom  Jackson 

Marshall — J.  T.  Gordan  Lewisburg 

Maury — H.  C.  Busby  Columbia 

Maury — Leon  S.  Ward  Mt.  Pleasant 

Montgomery — B.  H.  Webster  Clarksville 

Morgan — Wm.  E.  Gallion  Oakdale 

Robertson — Raymond  H.  Hirsch  Whitehouse 

Robertson — J.  E.  Wilkison  Spi’ingfield 

Sevier — R.  A.  McCall  Sevierville 

Sevier — J.  Myron  Mittleman  Sevierville 

Shelby — Jacob  Alperin  Memphis 

Shelby — H.  E.  Atherton  Memphis 

Shelby — George  B.  Bland  Memphis 

Shelby — Harold  B.  Boyd  Memphis 

Shelby — James  T.  Bridges  Memphis 

Shelby — Davis  L.  Brown  Memphis 

Shelby — Samuel  Bryan  Memphis 

Shelby — W.  D.  Burkhalter  Memphis 

Shelby — Chas.  H.  Carter  Memphis 

Shelby — Peter  J.  Cavallo  Memphis 

Shelby — E.  D.  Connell  Memphis 

Shelby — Jewell  M.  Dorris  Memphis 

Shelby — George  C.  Furr  Memphis 

Shelby — H.  Wm.  Greenburgh  Memphis 

Shelby — A.  J.  Grobmyer,  Jr.  Memphis 

Shelby — Robert  M.  Gross  Memphis 

Shelby — Chas.  Wm.  Harting  Memphis 

Shelby — H.  J.  Jacobson  Memphis 

Shelby — Lyman  Kasselberg  Memphis 

Shelby — Robert  A.  Knight Memphis 

Shelby — Phil  M.  Lewis  Memphis 

Shelby — Frank  0.  McGehee  Memphis 

Shelby — C.  H.  McKay  Memphis 

Shelby — Jas.  W.  McKinney  Memphis 

Shelby — Oliver  S.  Matthews  Memphis 

Shelby — Leroy  H.  Mayfield  . Memphis 

Shelby — C.  Wilson  Moore  Memphis 

Shelby — Swan  B.  Moss  Memphis 

Shelby — Thos.  C.  Moss  Memphis 

Shelby — Roland  H.  Myers  Memphis 

Shelby — Charles  M.  Oberschmidt Memphis 

Shelby — Donald  W.  Oelker  Memphis 


242 


TENNESSEE  DOCTORS  AND  THE  MILITARY  SERVICE 


July,  1944 


Shelby — Chas.  B.  Olim  Memphis 

Shelby — Leo  F.  Pierotti  Memphis 

Shelby — Michael  J.  Roach,  Jr.  Memphis 

Shelby — Jesse  M.  Roy Memphis 

Shelby — R.  0.  Rychener  Memphis 

Shelby — Arthur  R.  Sample  Memphis 

Shelby — David  E.  Scheinberg  Memphis 

Shelby — Phillip  C.  Schreier Memphis 

Shelby — Jos.  S.  Stabnick Memphis 

Shelby — E.  A.  Stanfield,  Jr.  ......  Memphis 

Shelby — 0.  B.  Stegall  . Memphis 

Shelby — Edwin  M.  Stevenson  Memphis 

Shelby — W.  W.  Taylor  Memphis 

Shelby — John  E.  Whiteleather  Carthage 

Smith — L.  R.  Sloan  Carthage 

Sullivan — Wrn.  H.  Chappell  Kingsport 

Sullivan — W.  A.  Wiley Kingsport 

Washington — John  McL.  Adams  Johnson  City 
Washington — J.  R.  Bowman  Johnson  City 

Washington — T.  P.  McKee  Johnson  City 

Washington — John  F.  Moore  Johnson  City 

Washington — G.  V.  Stanton  Limestone 

Washington — H.  W.  Crouch  Mountain  Home 

Weakley — R.  W.  Brandon,  Jr.  Greenfield 

Weakley — M.  D.  Ingram  Dresden 

Williamson — R.  H.  Hutcheson Franklin 


PHYSICIANS  HONORABLY  DISCHARGED 
FROM  SERVICE 


Chester — Hunter  Steadman  Henderson 

Cocke — Thos.  L.  Harvey Newport 

Fayette — D.  L.  Brint  Bolivar 

Gibson — J.  0.  Barker  Trenton 

Hamblen — M.  J.  Bellaire  Morristown 

Hamblen — R.  A.  Purvis  Morristown 

Hamilton — H.  P.  Hewitt  Chattanooga 

Hickman — Wm.  L.  Phillips  Centerville 

Knox — P.  H.  Cardwell  ......  Knoxville 

Knox — Frank  O.  Nichols  Knoxville 

Madison — Henry  H.  Herron  Jackson 

McMinn — H.  C.  Miles  Etowah 

Rutherford — R.  C.  Van  Hook  Auburntown 

Rutherford — J.  K.  Kaufman Murfreesboro 

Shelby — J.  M.  Brockman  Memphis 

Shelby — Harold  Feinstein Memphis 

Shelby — R.  A.  Hennessey Memphis 

Shelby — J.  E.  Holmes  Memphis 

Shelby — G.  E.  Paullus,  Jr. Memphis 

Sullivan — Paul  W.  Cox Kingsport 

Sullivan — Bruce  W.  Mongle Bristol 

Wayne — Dexter  L.  Woods Waynesboro 


July,  1944 


EDITORIAL 


243 


THE  JOURNAL 

OF  THE 

TENNESSEE  STATE  MEDICAL  ASSOCIATION 

Devoted  to  the  Interests  of  the  Medical  Profession  of 
Tennessee 

Office  of  Publication,  508  Doctors  Bldg.,  Nashville,  Tenn. 


Acceptance  for  mailing  at  special  rate  of  postage  provided 
for  in  Section  1103,  Act  of  October  3,  1917, 
authorized  July  15,  1932. 


Copyright  for  protection  against  republication.  Journals 
of  the  American  Medical  Association  and  of  other 
state  medical  associations  may  feel  free  to  quote 
from  this  journal  whenever  they  desire,  mere- 
ly giving  credit  to  this  publication. 


H.  H.  SHOULDERS,  M.D.,  Editor  and  Secretary 


JULY,  1944 


EDITORIAL 


A Toast  to  the  Medical  Profession 
The  following  poem  was  written  and  for- 
warded by  Dr.  Claudius  Meade  Capps, 
Knoxville,  Tennessee,  who  says  he  began 
the  practice  of  medicine  in  1887. 

It  is  obvious  that  he  has  not  been  em- 
bittered by  the  experiences  of  a long  life, 
but  on  the  contrary  matured  and  sweet- 
ened : 

Here  is  a toast  I want  to  drink 
To  a fellow  I’ll  never  know, 

To  the  fellow  who’s  going  to  take  my  place 
When  it’s  time  for  me  to  go. 

I’ve  wondered  what  kind  of  a chap  he'll  be, 
And  I wish  I could  take  his  hand, 

Just  to  whisper,  I wish  you  well, 

In  a way  he’d  understand. 

I would  like  to  give  him  the  cheering  word 
That  I have  longed  to  hear; 

I would  like  to  give  him  a warm  handclasp 
When  never  a friend  seemed  near. 

I’ve  learned  my  knowledge  by  sheer  hard 
work, 

And  I wish  I could  pass  it  on 
To  the  fellow  who’ll  come  to  take  my  place 
Someday  when  I am  gone. 


Will  he  see  all  the  mistakes  I’ve  made, 
And  note  all  the  battles  lost? 

Will  he  ever  guess  the  tears  they  caused, 
Or  the  heartaches  which  they  cost? 

Will  he  gaze  through  the  failures  and  fruit- 
less toil 

To  the  underlying  plan, 

And  catch  a glimpse  of  the  real  intent 
And  the  heart  of  the  vanquished  man? 

I dare  to  hope  he  may  pause  someday 
As  he  toils  as  I have  wrought, 

And  gain  some  strength  for  his  weary  task 
From  the  battles  which  I have  fought. 

But  I’ve  only  the  task  itself  to  leave, 

With  the  cares  for  him  to  face, 

And  never  a cheering  word  may  I speak 
To  the  fellow  who’ll  take  my  place. 

Then  here’s  to  your  health,  old  chap. 

I drink  as  a bridegroom  to  his  bride — 

I leave  an  unfinished  task  for  you, 

But  God  knows  how  I’ve  tried. 

I’ve  dreamed  my  dreams  as  all  men  do, 
But  never  a one  came  true. 

And  my  prayer  today  is  that  all  the  dreams 
May  be  realized  by  you. 

And  we’ll  meet  someday  in  the  great  un- 
known, 

Out  in  the  realms  of  space. 

You’ll  know  my  clasp  as  I take  your  hand 
And  gaze  in  your  tired  face. 

Then  all  your  failures  will  be  success 
In  the  light  of  the  new-found  dawn, 

So  I’m  drinking  your  health,  old  chap, 
Who’ll  take  my  place  when  I am  gone. 


Greetings  and  Congratulations  to  the 
Smith  County  Medical  Society 
The  Smith  County  Medical  Society  has 
preserved  a program  which  was  presented 
in  the  year  1909 — just  thirty-five  years  ago. 
It  will  be  found  reproduced  under  the  head- 
ing of  News  Notes  and  Comments. 

There  are  four  members  of  the  society 
who  were  members  in  1909.  They  are  Drs. 
R.  E.  Key,  J.  J.  Beasley,  E.  D.  Gross,  and 
W.  F.  Boze. 
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The  scientific  program  of  the  anniver- 
sary meeting  in  July  of  this  year  is  to  be 
a paper  by  Dr.  J.  J.  Beasley  on  the  same 
subject  he  presented  in  1909 — i.  e.,  “Acute 
and  Chronic  Cystitis.”  It  is  to  be  discussed 
by  Dr.  R.  E.  Key. 

The  activities  of  this  society  have  meant 
much  to  the  membership  through  the  years 
and  to  the  people  served  by  this  member- 
ship. These  activities  still  mean  much  and 
will  continue  to  mean  much  in  the  future. 

A fairly  accurate  measure  of  the  effi- 
ciency of  the  medical  profession  in  any  lo- 
cality is  the  interest  shown  in  the  medical 
society  activities. 

Again,  congratulations  and  best  wishes 
to  the  Smith  County  Medical  Society  and 
especially  to  the  four  members  who  are 
continuing  so  faithfully. 


Some  Events  of  Significance  to  the 
Medical  Profession 
Some  events  have  taken  place  which 
should  be  of  deep  concern  to  the  medical 
profession.  A few  of  them  are  as  follows : 
According  to  the  newspapers,  the  Commu- 
nist party  in  the  United  States,  which 
has  heretofore  nominated  candidates  for 
the  office  of  President  and  Vice-President 
and  in  some  cases  for  Congress,  has  taken 
action,  the  effect  of  which  is  that  the  Com- 
munist party  will  not  nominate  candidates, 
but  will  throw  its  strength  entirely  to  the 
nominee  of  another  party  with  leanings  in 
the  direction  of  communism. 

The  second  item  is  that  a certain  radi- 
cal element  in  the  C.  I.  O.  Union  has 
created  a political  action  committee.  These 
organizations  are  the  active  proponents  of 
the  communization  of  medicine.  In  fact, 
the  term  “socialized  medicine”  is  too  loose- 
ly used.  It  is  a mild  term  and  does  not 
carry  the  full  significance  of  proposed 
changes.  The  term  which  actually  fits  pro- 
posals is  “communization  in  medicine.” 

It  would  be  well  that  we  not  deceive 
ourselves  and  be  not  deceived  by  others 
as  to  the  meaning  of  all  this.  Certainly 
if  this  Communist  party  can  accomplish 
its  purpose  by  dissolving  itself  as  a party 
and  becoming  a committee  to  exert  a sort 
of  balance  of  power  in  another  party  and 


by  so  doing  further  the  interest  of  com- 
munism in  the  United  States,  it  is  a smart 
move  and  those  of  us  who  are  opposed  to 
the  communization  in  medicine  must  take 
appropriate  action  to  combat  it. 

The  issue  is  not  on  the  socialization  of 
medicine,  the  issue  is  on  the  communization 
of  medicine. 

Wagner-Murray-Dingell  Bill 

This  bill  is  still  pending  in  the  Congress. 
No  hearing  has  been  conducted  on  it  up 
to  this  time. 

It  is  to  be  remembered  this  is  an  election 
year.  All  congressmen  are  to  be  elected 
this  year  and  many  senators. 

Every  person  with  the  slightest  legisla- 
tive experience  recognizes  the  fact  that  a 
statement  by  a constituent  has  more  weight 
with  a congressman  than  does  a lobbyist, 
however  well  informed. 

It  is,  therefore,  important  that  every 
doctor  in  Tennessee  see  his  congressman 
during  this  vacation  period.  The  impor- 
tance of  this  step  cannot  be  overemphasized. 

It  is  a fact  that  the  Council  on  Medical 
Service  and  Public  Relations  of  the  Amer- 
ican Medical  Association  is  maintaining  a 
representative  in  Washington.  It  is  un- 
derstood this  representative  is  in  no  sense 
a lobbyist.  He  is  available  in  Washington 
and  can  supply  representatives  and  sen- 
ators with  accurate  information.  He  is  in 
position  also  to  gather  vital  information 
and  transmit  it  to  the  membership,  but  no 
man  and  no  agency  can  replace  or  sup- 
plant the  work  done  at  the  “grass  roots.” 

I do  not  wish  to  minimize  the  impor- 
tance of  maintaining  an  agency  in  the 
national  capital.  There  are  so  many  gov- 
ernment agencies  at  the  present  time  with 
the  power  to  make  rulings  and  issue  di- 
rectives affecting  the  lives  of  all  the  people 
that  the  busy  citizen  cannot  keep  up  with 
what  is  going  on  without  availing  himself 
of  every  possible  advantage  in  this  direc- 
tion. 

A sufficient  amount  of  information  has 
been  distributed  on  the  Wagner-Murray- 
Dingell  Bill  to  enable  every  doctor  to  speak 
intelligently  about  it,  and  it  is  also  true  that 
laymen  who  understand  it  are  opposed  to 
its  passage.  We  must,  therefore,  discuss 
the  question  with  laymen  also. 


July,  1944 


DEATHS— RESOLUTIONS— NEWS  NOTES  AND  COMMENTS 


245 


DEATHS 


Dr.  E.  H.  Baird 

Dr.  E.  H.  Baird,  Dyersburg;  Homeo- 
pathic Medical  College  of  Missouri,  St. 
Louis,  1903;  aged  sixty-four;  died  May  14, 
1944,  from  coronary  occlusion. 


Dr.  Louis  LeRoy 

Dr.  Louis  LeRoy,  Memphis;  Medico- 
Chirurgical  College  of  Philadelphia,  1896; 
aged  seventy;  died  May  9,  1944. 


Dr.  Q.  C.  Cantrell 
Dr.  Q.  C.  Cantrell,  McMinnville;  Uni- 
versity of  Tennessee,  1908 ; aged  sixty-four ; 
died  June  8,  1944. 


Dr.  J.  H.  Chism 

Dr.  J.  H.  Chism,  Carthage;  Vanderbilt 
University,  College  of  Medicine,  Nashville, 
1908;  aged  sixty;  died  early  in  June,  1944. 


Dr.  Ray  C.  Bunch 

Dr.  Ray  C.  Bunch,  Nashville;  Vanderbilt 
University,  College  of  Medicine,  Nashville, 
1916;  aged  fifty-three;  died  June  22,  1944, 
after  a long  illness. 


Dr.  Charles  P.  Marsh 
Dr.  Charles  P.  Marsh,  Petersburg;  Uni- 
versity of  Nashville,  Medical  Department, 
1909;  aged  sixty-two;  died  July  5,  1944, 
following  a long  illness. 


RESOLUTIONS 


Whereas,  the  Almighty  God  in  his  infinite 
wisdom  has  taken  from  our  midst  and  as- 
sociation Dr.  Ernest  Houston  Baird ; and 
Whereas,  Dr.  Ernest  Houston  Baird 
served  the  Tri-County  Medical  Society  for 
more  than  twenty  years  as  a member  and 
officer  of  the  society ; 

Whereas,  Doctor  Baird  served  as  one  of 
the  leading  surgeons  of  the  Tri-County 
Medical  Society  for  many  years,  rendering 
many  acts  of  mercy  to  patients  coming 


under  his  care,  relieving  their  suffering, 
comforting  them  and  members  of  their  fam- 
ily, a large  part  of  which  was  charitable,  as 
he  had  the  reputation  of  never  turning 
away  anyone  in  suffering;  and 

Whereas,  as  a member  of  the  Tri-County 
Medical  Society  and  as  an  officer  in  the 
Tennessee  State  Medical  Association  and 
as  a member  of  the  American  College  of 
Surgeons  he  has  given  much  of  his  time, 
efforts,  and  energy  to  the  advancement  of 
medicine  and  surgery  in  West  Tennessee; 
and 

Whereas,  as  a practicing  physician  in  the 
state  of  Missouri,  later  coming  to  Dyer 
County  to  become  one  of  Tennessee’s  lead- 
ing surgeons  and  to  become  one  of  the  out- 
standing advocates  of  modern  medicine  and 
science,  his  services  and  achievements  will 
be  missed.  Not  only  will  these  achieve- 
ments be  missed,  but  his  wonderful  per- 
sonality will  be  missed  in  and  around  West 
Tennessee. 

Noiv  therefore  be  it  resolved  by  the  mem- 
bers of  the  Tri-County  Medical  Society, 
That  we  extend  to  the  family  of  Dr.  E.  H. 
Baird  our  sincere  sympathy  and  that  this 
body  go  on  record  registering  the  ability 
and  achievements  of  Dr.  E.  H.  Baird  and 
express  by  this  resolution  our  apprecia- 
tion for  his  untiring  efforts  in  building  up 
the  society  and  keeping  it  to  the  front. 

Be  it  further  resolved,  That  a copy  of 
this  resolution  be  furnished  to  the  mem- 
bers of  the  family,  to  the  press,  and  to  the 
Tennessee  State  Medical  Association,  and 
such  other  persons  as  the  president  and 
secretary  of  the  Tri-County  Medical  So- 
ciety may  deem  entitled  to  the  same. 

Adopted  June  19,  1944. 

P.  A.  Conyers,  President. 

J.  B.  Cochran,  Secretary. 


NEWS  NOTES  AND  COMMENTS 


Tantalum  plates,  foil,  screws,  and  wire 
to  repair  broken  bones,  nerves,  and  skulls 
will  shortly  be  available  to  civilian  sur- 
geons through  a recent  allocation  of  the 
War  Production  Board,  according  to  an 
announcement  made  by  Dr.  Gustav  S. 
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Mathey,  president  of  the  Johnson  and  John- 
son Research  Foundation,  New  Brunswick, 
New  Jersey. 

The  Johnson  and  Johnson  Research  Foun- 
dation is  a nonprofit  organization  founded 
in  1940  to  endow  research  in  universities 
and  hospitals  and  to  disseminate  sum- 
maries of  findings  to  members  of  the  med- 
ical profession.  Doctor  Mathey  states  that 
by  an  agreement  between  the  Ethicon  Su- 
ture Laboratories,  Johnson  and  Johnson 
subsidiary,  and  the  Fansteel  Metallurgical 
Corporation  of  North  Chicago,  the  avail- 
ability of  tantalum  for  civilian  surgeons  is 
assured  at  an  early  date. 

Tantalum  has  assisted  surgeons  to  re- 
turn to  active  life  many  cases  which  in 
the  last  war  would  have  been  disfigured 
and  incapacitated  for  life.  Lost  portions 
of  the  skull,  ears,  noses,  and  other  parts 
of  the  face  are  being  replaced  with  tan- 
talum. One  veteran  has  a tantalum  “belly 
wall.”  Nerves  which  control  motion  in 
arms  and  legs  are  stitched  with  tantalum 
thread  and  protected  while  healing  with 
tantalum  cuffs.  Facial  paralysis  is  relieved 
by  small,  saddle-shaped  pieces  of  tantalum 
and  wire  used  to  pull  the  corners  of  the 
mouth  to  a normal  position.  This  stops  the 
unpleasant  drooling  and  facial  distortion 
which  go  with  the  condition.  Cleft  palates 
also  are  being  corrected. 


NEWS  FROM  AND  ABOUT 
TENNESSEE  DOCTORS  IN 
THE  MILITARY  SERVICE 


Captain  J.  P.  Anderson,  305th  Medical 
Battalion,  Eightieth  Division,  has  been 
transferred  to  Fort  Dix,  New  Jersey. 

Captain  Lewis  J.  G.  Mead,  who  has  been 
stationed  at  Keesler  Field,  Mississippi,  has 
forwarded  to  this  office  an  overseas  ad- 
dress. 

Captain  Julius  C.  Brooks  is  now  in  Fort 
Jackson,  South  Carolina. 

Major  W.  A.  Runkle,  formerly  of  Palm 
Springs,  California,  is  now  at  the  203rd 
General  Hospital,  Fort  Lewis,  Washington. 

Doctor  Oliver  Hill,  Jr.,  formerly  of  Camp 
Rucker,  Alabama,  is  now  at  San  Anita, 
Arcadia,  California. 


Lieutenant  Steward  R.  Mortland  of 
Howze,  Texas,  is  now  at  Fort  Fisher,  North 
Carolina,  with  the  566th  A.  A.  A.  Bat- 
talion. 

Lieutenant  H.  L.  Monroe’s  present  ad- 
dress is  Ashford  General  Hospital,  White 
Sulphur  Springs,  West  Virginia. 

Dr.  J.  M.  Stockman  has  been  at  the  Fin- 
ner  General  Hospital,  Thomasville,  Geor- 
gia, and  is  now  at  the  Lawson  General  Hos- 
pital, Atlanta,  Georgia. 

Lieutenant  William  Grant  Crook  has 
been  transferred  from  the  Glennan  General 
Hospital,  Okmulgee,  Oklahoma,  to  the 
1845th  Unit,  Camp  Barkeley,  Texas. 

Captain  R.  H.  Mellen  has  been  trans- 
ferred from  Station  Hospital,  Camp  Car- 
son,  Colorado,  to  O’Reilly  General  Hos- 
pital, Springfield,  Missouri. 


MEDICAL  SOCIETIES 


Smith  County  Medical  Society,  1909: 
January  l 

1.  “Jaundice  and  Its  Significance,”  by 

I.  H.  Beasley,  M.D.  Discussion  by  M.  N. 
Alexander,  M.D. 

2.  “Acute  Sapremia  and  Septicemia,” 
by  J.  S.  Campbell,  M.D.  Discussion  by  C. 
H.  Donoho,  M.D. 

3.  “Lobar  Pneumonia,”  by  R.  E.  Key, 
M.D.  Discussion  by  Frank  Swope,  M.D. 

February  5 

1.  “Neurasthenia,”  by  B.  J.  High,  M.D. 
Discussion  by  J.  G.  Bridges,  M.D. 

2.  “Urinary  Infections  in  Practice  of 
Obstetrics,”  by  M.  O.  Davis,  M.D.  Discus- 
sion by  J.  J.  Beasley,  M.D. 

3.  “Pelvic  Inflammatory  Diseases,”  by  J. 
H.  Chism,  M.D.  Discussion  by  R.  W.  King, 
M.D. 

March  5 

1.  “Malaria,”  by  C.  D.  Robbins,  M.D. 
Discussion  by  I.  H.  Beasley,  M.D. 

2.  “Fractures  of  Ulna  and  Radius,”  by 
Frank  Swope,  M.D.  Discussion  by  R.  E. 
Key,  M.D. 

3.  “Tuberculosis  of  Hip  Joint,”  by  R.  W. 
King,  M.D.  Discussion  by  J.  H.  Chism, 
M.D. 
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April  2 

1.  “Renal  Calculi,”  by  M.  N.  Alexander, 
M.D.  Discussion  by  B.  J.  High,  M.D. 

2.  “Appendicitis,”  by  Floyd  Boze,  M.D. 
Discussion  by  J.  S.  Campbell,  M.D. 

3.  “Gonorrhea,”  by  J.  G.  Bridges,  M.D. 
Discussion  by  C.  D.  Robbins,  M.D. 

May  7 

1.  “Gall  Stones,”  by  I.  H.  Beasley,  M.D. 
Discussion  by  Ed  Fisher,  M.D. 

2.  “Intestinal  Obstruction,”  by  W.  M. 
Crockett,  M.D.  Discussion  by  R.  E.  Key, 
M.D. 

3.  “Management  of  Normal  Labor,”  by 
Frank  Swope,  M.D.  Discussion  by  I.  H. 

Beasley,  M.D.  . 

June  U 

1.  “Intracapsular  and  Extracapsular 
Fractures  of  Hip  Joint,”  by  J.  G.  Bridges, 
M.D.  Discussion  by  Ed  Gross,  M.D. 

2.  “Acute  Miliary  Tuberculosis,”  by  B. 
J.  High,  M.D.  Discussion  by  R.  E.  John- 
son, M.D. 

3.  “Asepsis,”  by  E.  W.  Jenkins,  M.D. 
Discussion  by  M.  N.  Nichols,  M.D. 

July  2 

1.  “Acute  and  Chronic  Cystitis,”  by  J. 
J.  Beasley,  M.D.  Discussion  by  R.  E.  Key, 
M.D. 

2.  “Concussion  of  Brain  and  Differen- 
tiate from  Compression,”  by  J.  H.  Chism, 
M.D.  Discussion  by  B.  J.  High,  M.D. 

3.  “Ulcer  of  Stomach  and  Differentiate 
from  Cancer,”  by  M.  0.  Davis,  M.D.  Dis- 
cussion by  R.  W.  King,  M.D. 

August  6 

1.  “Vomiting  of  Pregnancy,”  by  Frank 
Swope,  M.D.  Discussion  by  C.  H.  Donoho, 
M.D. 

2.  “Dislocations  of  Head  of  Humerus,” 
by  I.  H.  Beasley,  M.D.  Discussion  by  C. 
D.  Robbins,  M.D. 

3.  “Chlorosis,”  by  E.  H.  Knight,  M.D. 
Discussion  by  J.  G.  Bridges,  M.D. 

September  3 

1.  “Puerperal  Eclampsia,”  by  M.  N.  Alex- 
ander, M.D.  Discussion  by  G.  W.  Corn- 
well,  M.D. 

2.  “Chronic  Interstitial  Nephritis,”  by  R. 
W.  King,  M.D.  Discussion  by  R.  E.  Key, 
M.D. 


3.  “Displacement  of  Uterus  O,”  by  C.  D. 
Robbins,  M.D.  Discussion  by  A.  H.  King, 
M.D. 

October  1 

1.  “Blood  from  Uterus  and  Its  Signifi- 
cance,” by  B.  J.  High,  M.D.  Discussion  by 
Floyd  Boze,  M.D. 

2.  “Differentiate  Between  Remittent  Ma- 
laria and  Typhoid  Fever  and  Treatment,” 
by  S.  C.  Bridgewater,  M.D.  Discussion  by 
R.  W.  Jenkins,  M.D. 

3.  “Colles  Fracture,”  by  E.  S.  McKinny, 
M.D.  Discussion  by  G.  M.  Herrod. 

November  .5 

1.  “Membranous  Croup  (Diphtheritic) 
and  Differentiate  from  Similar  Lesions,”  by 
J.  J.  Beasley,  M.D.  Discussion  by  Frank 
Swope,  M.D. 

2.  “Cholera  Infantum,”  by  James  L. 
Alexander,  M.D.  Discussion  by  S.  C. 
Bridgewater,  M.D. 

3.  “Placenta  Previa,”  by  M.  N.  Alexan- 
der, M.D.  Discussion  by  J.  S.  Campbell, 
M.D. 

4.  “Discuss  Origin,  Preparations,  Physi- 
ological and  Therapeutic  Actions  of  Opium,” 
by  J.  G.  Bridges,  M.D.  Discussion  by  W. 
M.  Crockett,  M.D. 

December  3 

1.  “Management  of  Puerperium,”  by  R. 
E.  Key,  M.D.  Discussion  by  Ed  Fisher, 
M.D. 

2.  “Potts  Fracture,”  by  Frank  Hargis, 
M.D.  Discussion  by  Floyd  Boze,  M.D. 

3.  “Erysipelas,”  by  M.  0.  Davis,  M.D. 
Discussion  by  E.  S.  McKinney,  M.D. 

Election  of  officers  for  year  1910. 

J.  H.  Chism,  M.D.,  Secretary. 


Washington,  Carter,  Unicoi  Counties: 

The  June  meeting  of  the  Washington, 
Carter,  and  Unicoi  Counties  Medical  So- 
ciety was  held  at  the  John  Sevier  Hotel 
in  Johnson  City.  Dr.  Richard  W.  Ohler, 
assistant  professor  of  medicine  at  Harvard 
Medical  School,  was  guest  speaker.  Doctor 
Ohler’s  subject  was  “A  Review  of  One  Thou- 
sand Cases  of  Diabetes  Treated  at  the  Bos- 
ton City  Hospital.”  Many  out-of-town 
physicians  attended  the  meeting. 

H.  W.  Crouch,  M.D.,  Secretary. 
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Upper  Cumberland  Medical  Society: 

The  fiftieth  annual  session  of  the  Upper 
Cumberland  Medical  Society  was  held  in 
Cookeville  on  June  27  and  28.  The  fol- 
lowing papers  were  read : 


Program 
June  28,  1944 
Luncheon  1:00  P.M. 


Program 
June  27,  1944 

1.  “Management  of 
Malignancies  of  the  Co- 
lon and  Rectum  with 
Lantern  Slides,”  by  C.  R. 
Crutchfield,  M.D.,  Nash- 
ville. Discussion  by  Hol- 
land Tigert,  M.D.,  Nash- 
ville. 

2.  “Some  of  the  Com- 
mon Emergencies  in  Gen- 
eral Practice  and  Their 
Management,”  by  R.  C. 
Gaw,  M.D.,  Gainesboro. 
Discussion  by  J.  J. 
Guinn,  M.D.,  Hartsville. 

3.  “Pyelitis,”  by  Ed 
Gross,  M.D.,  Chestnut 
Mound.  Discussion  by 
Bennett  Wright,  M.D., 
Nashville. 

4.  “T  he  Management 
of  Abnormal  Obstetrical 
Cases,”  by  Charles  T. 
Lowe,  M.D.,  Lebanon. 
“Hemorrhage  in  Obstet- 
rics,” by  R.  E.  Key,  M.D., 
Carthage.  Discussion  by 
Bush  Anderson,  M.D., 
Nashville. 

5.  “Treatment  of  Vari- 
cose Veins  and  Ulcers 
by  Sclerosis,”  by  Thur- 
man Shipley,  M.D., 
Cookeville.  Discussion  by 
Isham  Beasley,  M.D., 
Gallatin. 

6.  “Differential  Diag- 
nosis in  Gall-Bladder  Dis- 
ease and  Coronary  Heart 
Disease,”  by  W.  A.  How- 
ard, M.D.,  Cookeville. 
Discussion  by  William  R. 
Cate,  M.D.,  Nashville. 

7.  “Some  Unusual 
Cases  of  Continued  Fever 
and  Report  of  Cases,”  by 
J.  T.  Moore,  M.D.,  Al- 
good.  Discussion  by  Per- 
ry Sloan,  M.D.,  James- 
town. 


with  the 

Following  Speakers 

President’s  Address 
Sam  McFarland,  M.D., 
Lebanon 
Address  by 
Dr.  J.  R.  Branch 

“Medical  Conditions  in 
China  and  Japan” 

“Penicillin,”  by  Major 
J.  R.  Neal.  Discussion 
by  C.  S.  McMurray,  M.D. 

8.  “Nerves — Not  Psy- 
choses,” by  Thayer  Wil- 
son, M.D.,  Gordonsville. 
Discussion  by  W.  M.  Orr, 
M.D.,  Nashville. 

9.  “T  h e Management 
of  Acute  Intestinal  Ob- 
struction,” by  H.  H. 
Shoulders,  M.D.,  Nash- 
ville. Discussion  by  Fred 
Terry,  M.D.,  Cookeville. 

10.  “Prostatic  Hyper- 
trophy,” by  Henry  Doug- 
lass, M.D.,  Nashville. 
Discussion  by  Horace 
Gayden,  M.D.,  Nashville. 

11.  “Treatment  of  Cor- 
onary Thrombosis,”  by 
Lillard  R.  Sloan,  M.D., 
Carthage.  Discussion  by 
E.  B.  Clark,  M.D., 
Sparta. 

12.  “An  Unusual  Kid- 
ney Condition,”  by  Bur- 
nett Wright,  M.D.,  Nash- 
ville. General  discussion. 


OBSTETRICS 

liy  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Rupture  of  the  Uterus.  Arthur  H.  Bill,  M.D.,  W.  R. 

Barney,  M.D.,  and  George  F.  Melody,  M.D.  Amer- 
ican Journal  of  Obstetrics  and  Gynecology,  Vol.  47, 

No.  5,  May,  1944. 

The  reported  incidence  of  rupture  of  the  uterus 
varies  considerably.  Stander  reports  twelve  cases 
in  a series  of  27,125  consecutive  deliveries,  or  one  in 
every  2,260  labors  at  New  York  Lying-In  Hospital. 
In  a review  of  51,571  cases  from  the  combined  serv- 
ices of  the  University  of  Maryland  and  the  Balti- 
more City  Hospitals,  Reese  and  Linn  found  this 
accident  to  occur  once  in  every  1,516  confinements. 
However,  the  highest  incidence  of  rupture  of  the 
uterus  which  the  authors  have  been  able  to  obtain 
is  that  reported  by  Whitacre  and  Fang  from 
Peiping  Union  Medical  College:  among  11,500  ob- 
stetric admissions,  there  was  one  rupture  in  every 
220  cases.  Irving  states  that  rupture  of  the  uterus 
has  been  treated  once  in  every  1,959  deliveries  at 
Boston  Lying-In  Hospital. 

Herewith  is  reported  a series  of  twenty-three 
cases  of  rupture  of  the  uterus,  occurring  in  the 
sixteen-year  period  from  1925  to  1941.  This  group 
of  patients  includes  all  cases  of  this  accident  seen 
at  University  Hospitals  of  Cleveland  (maternity 
hospital)  during  this  period  of  time.  In  this  six- 
teen-year period  34,295  deliveries  were  conducted 
at  Maternity  Hospital  and  29,096  patients  were 
confined  at  home  by  the  maternity  outpatient  serv- 
ice of  Western  Reserve  University,  thus  giving  a 
grand  total  of  63,391  obstetric  cases.  Rupture  of 
the  uterus,  therefore,  has  been  treated  once  in 
every  2,756  deliveries  seen  on  this  obstetric  service. 

Etiology. — The  causative  factors  of  rupture  may 
best  be  considered  by  dividing  the  cases  into  the 
following  five  groups: 

1.  Previous  Caesarean  Section. — Rupture  of  a 
remote  Caesarean  scar  was  the  causative  factor 
in  thirteen,  or  fifty-six  per  cent,  of  the  twenty- 
three  cases.  All  of  the  previous  sections  were  of 
the  classical  type;  no  case  of  rupture  following 
laparotrachelotomy  was  encountered  in  this  series. 
Six  of  the  patients  had  had  two  or  more  Caesarean 
sections,  whereas  seven  patients  had  had  but  one 
previous  section.  The  mean  number  of  previous 
sections  was  1.5.  One  patient  had  had  three  pre- 
vious sections. 

All  of  the  ruptures  occurring  in  the  previous 
section  group  were  spontaneous  in  onset.  Five, 
or  thirty-eight  per  cent,  of  the  thirteen  cases  oc- 
curred before  the  onset  of  labor,  but  all  were  at 
or  near  term,  excepting  one  which  happened  in  the 
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eighth  month  of  gestation.  The  other  cases  (sixty- 
eight  per  cent)  occurred  after  the  onset  of  labor, 
which  varied  from  one  to  twelve  hours,  and  all  of 
these  individuals  were  at  or  near  term. 

2.  Internal  Podalic  Version. — This  procedux-e  ac- 
counted for  six,  or  twenty-six  per  cent,  of  all  cases 
of  uterine  rupture.  The  indication  for  version  was 
persistent  vertex  occipitoposterior  position  in  five 
of  the  cases,  and  compound  presentation  (arm  and 
leg)  in  the  sixth  case.  Version  was  carried  out 
successfully  in  three  of  the  six  cases,  but  failed 
in  two  others,  in  one  of  which  a contraction  ring 
was  recognized.  In  one  case  included  in  this  cate- 
gory, version  itself  was  not  actually  attempted,  in- 
asmuch as  the  uterus  was  found  to  give  way  when 
the  operator  introduced  his  hand  into  the  uterine 
cavity. 

3.  Oxytocics. — The  administration  of  an  oxytocic 
agent  (crude  ergot)  accounted  for  one  case,  or  four 
per  cent,  of  the  total  series.  That  was  a para  IV, 
aged  thirty-seven  years,  who  had  been  given  a 
hypodermic  injection  of  ergot  by  a midwife  to 
stimulate  labor  pains.  The  patient  was  admitted 
later  to  Maternity  Hospital  for  treatment.  Lap- 
arotomy revealed  a complete  rupture  at  the  level 
of  the  internal  os,  which  had  dissected  the  peri- 
toneum from  cecum  to  sigmoid.  There  was  re- 
markably little  bleeding  and  minimal  shock.  Cu- 
riously enough,  none  of  the  major  vascular  supply 
to  the  uterus  had  been  implicated  by  the  rupture. 
Supracex-vical  hysterectomy  and  salpingectomy  were 
followed  by  complete  recovery. 

4.  External  Trauma. — A fall  on  the  abdomen 
was  the  precipitating  factor  in  one  patient,  or  four 
per  cent,  of  the  series.  This  was  a thirty-year-old 
primigravida,  who  was  admitted  to  Maternity  Hos- 
pital in  her  seventh  month  of  pregnancy  because  of 
hydramnios  accompanying  twin  pregnancy.  The 
patient  was  put  to  bed  and  given  barbiturates  to 
relieve  the  discomfort  due  to  distention.  While 
under  the  effects  of  barbiturates,  the  patient  got 
up  out  of  bed  and  fell  prostrate  on  the  floor,  where 
she  was  found  in  shock.  Laparotomy  revealed  both 
twins  free  in  the  abdomen ; one  of  the  fetuses  was 
stillborn,  whereas  the  other  died  shortly  after 
delivery.  Supracex-vical  hysterectomy  was  per- 
formed, and  the  patient  recovered  after  a convales- 
cence complicated  by  intestinal  obstruction  and 
pelvic  cellulitis. 

Doubtless  the  twin  pregxxancy  with  its  accom- 
panying hydramnios  was  an  etiologic  factor  in  the 
case.  In  retrospect,  it  probably  would  have  been 
better  to  have  relieved  the  hydramnios  by  artificial 
rupture  of  the  membranes. 

5.  Undetermined  Etiology. — Two  cases  of  spon- 
taneous intrapartum  ruptux-e  of  undetermined 
etiology  were  seen.  The  authors  are  inclined  to 
the  belief  that  perhaps  an  old  cervical  laceration 
might  have  given  way  during  labor  with  extension 
of  tear  into  the  lower  uterine  segmexxt,  as  sug- 
gested by  Gordon  and  Rosenthal.  No  other  ex- 
planation as  to  why  these  two  uteri  ruptured  spon- 


taneously seems  likely.  Both  patients  were  mul- 
tiparae;  both  had  easy  labors;  and  both  had  un- 
complicated deliveries.  One  can  only  surmise  that 
the  cervix  was  at  fault. 

Treatment. — Operative  tx-eatment  was  carried 
out  in  twenty-two  of  the  twenty-three  patients. 
The  only  one  who  received  no  sux-gical  treatment 
was  a patient  who  had  sustained  a spontaneous 
intrapartum  rupture  of  uxxdetermined  etiology; 
death  ensued  before  blood  transfusion,  etc.,  could 
be  arranged.  Supracervical  hystex-ectomy  (seven 
times)  and  Porro  Caesarean  sectioix  (six)  were  the 
most  conxmonly  performed  surgical  procedures. 
Siixiple  repair  of  laceration  was  done  three  times. 

Maternal  Mortality. — Of  the  twenty-two  patients 
operated  upon  thx-ee  sustained  immediate  operative 
deaths — i.  e.,  expix-ed  during  operatioix;  one  suc- 
cumbed to  peritonitis  on  the  fifth  postoperative  day. 
In  all  eighteen  patients  survived,  thus  giving  a 
gross  mortality  of  twenty-two  per  cent,  consisting 
of  an  immediate  sux-gical  mortality  of  thirteen  per 
cent,  and  a postoperative  mortality  of  nine  per 
cent. 

Fetal  Salvage. — Of  the  twenty-four  fetuses  four- 
teexx  were  stillborn,  nine  survived,  and  there  was 
one  neonatal  death. 

Summary 

1.  A series  of  twenty-three  cases  of  uterine  rup- 
ture has  been  x-eviewed.  The  etiology,  clinical 
pictux-e,  tx-eatment,  and  prophylaxis  of  this  ob- 
stetrical catastrophe  have  been  discussed. 

2.  All  patients  who  experienced  rupture  of  the 
uterus  following  Caesarean  section  had  had  the 
classical  operation;  no  instance  of  rupture  subse- 
quent to  laparotrachelotonxy  was  encountered  in 
this  series. 

3.  Six  (cases  of  rupture  were  attributed  to  in- 
ternal podalic  version  and  breech  extraction.  The 
conditions  essential  for  safe  and  successful  version 
have  been  stressed. 

4.  The  possibility  of  old  cervical  lacerations  giv- 
ing away  during  labor  has  been  suggested  as  a not 
unlikely  explanatioxx  for  certain  cases  of  rupture 
in  multiparas,  in  the  absence  of  more  overt  causa- 
tive factors. 

5.  Of  the  twenty-three  mothers,  eighteen  sur- 
vived. However,  with  the  more  modern  methods  of 
treatment  available  today,  probably  four  of  the 
five  fatal  cases  would  not  have  succumbed. 

6.  The  fetal  salvage  was  thirty-eight  per  cent. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Penetration  of  Penicillin  into  the  Eye.  L.  Von  Sallman 
and  K.  Meyer.  American  Journal  of  Ophthalmology, 
June,  1944. 

The  good  results  from  penicillin  in  treatment  of 
some  experimental  intraocular  infections  of  the 
anterior  segment  of  the  eye  and  the  antibacterial 
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activity  of  penicillin  in  vitro  against  most  organ- 
isms found  in  intraocular  infections  suggested  a 
study  of  the  penetration  of  penicillin  into  the  an- 
terior chamber. 

The  investigations  on  the  topical  use  of  peni- 
cillin deal,  first,  with  the  entrance  of  penicillin 
into  the  aqueous  of  rabbits  after  iontophoresis  as 
compared  with  that  after  the  corneal  bath;  second, 
with  the  influence  of  wetting  agents  on  the  pene- 
tration of  penicillin;  and,  finally,  with  the  possi- 
bility of  its  introduction  by  repeated  use  of  solu- 
tions or  ointments  with  and  without  wetting  agents. 
The  studies  on  systemic  application  are  limited  to 
determinations  of  penicillin  in  the  blood,  the  spinal 
fluid,  and  the  intraocular  fluids  after  single  intra- 
muscular injections. 

Iontophoretic  introduction  of  a .25  per  cent  solu- 
tion of  sodium  penicillin  into  the  aqueous  led  in 
forty-five  minutes  to  maximal  concentration  of 
forty  micrograms  per  cubic  centimeter.  The  aver- 
age for  this  maximal  concentration  was  about  three 
times  as  great  as  that  obtained  with  a solution  of 
.1  per  cent  sodium  penicillin  and  was  almost  ten 
times  as  great  as  the  average  concentration  in  the 
aqueous  forty-five  minutes  after  a single  corneal 
bath  with  a .25  per  cent  solution.  A small  amount 
of  penicillin  was  found  in  the  aqueous  after  four 
hours  only,  following  iontophoretic  introduction  of 
a .25  per  cent  solution.  The  increased  speed  of 
penetration  under  the  influence  of  an  electric  cur- 
rent is  demonstrated  by  the  results  of  determina- 
tion of  penicillin  in  the  aqueous  fifteen  minutes 
after  application.  Whereas  no  trace  of  penicillin 
was  detected  after  a corneal  bath,  the  presence  of 
16.6  micrograms  per  cubic  centimeter  was  esti- 
mated after  ionization  with  a .25  per  cent  solution. 
No  detectable  amount  of  penicillin  was  found  in 
the  vitreous  withdrawn  in  two  experiments  one 
hour  after  the  transcorneal  iontophoretic  introduc- 
tion of  a .25  per  cent  solution  of  sodium  penicillin. 

Furthermore,  a comparison  of  the  two  groups  of 
experiments  demonstrates  that  the  use  of  nuper- 
caine  as  a local  anesthetic  is  almost  as  effective  in 
increasing  the  penetration  of  penicillin  into  the 
anterior  chamber  as  is  the  addition  of  wetting 
agents  to  the  penicillin  solution  in  its  application 
with  general  anesthesia.  As  these  experiments 
were  confined  to  the  use  of  two  surface-tension 
depressants,  no  generalization  can  be  made  as  to 
the  value  of  other  wetting  agents  for  use  with  peni- 
cillin. 

Repeated  applications  of  solutions  and  ointments 
containing  penicillin  did  not  produce  any  detectable 
antibacterial  activity  of  the  aqueous.  The  addi- 
tion of  wetting  agents  was  without  effect.  Small 
amounts  of  penicillin  entered  the  aqueous  from 
the  blood  stream.  Secondary  aqueous  contained 
several  times  as  much  penicillin  as  primary  aque- 
ous. 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


A Plea  for  the  Prevention  of  Bronchiectasis.  Karl  Korn- 
blum,  M.D.,  Philadelphia,  Pennsylvania.  The  Amer- 
ican Journal  of  Roentgenology',  March,  1944,  Volume 
51,  No.  3,  page  292. 

The  author  points  out  the  fact  in  the  beginning 
of  his  most  thorough  and  instructive  article  that 
the  medical  profession  in  general  does  not  realize 
how  prevalent  this  disease  is.  To  understand  the 
need  and  the  measures  available  for  the  prevention 
of  bronchiectasis,  one  must  have  a knowledge  of 
the  incidence,  pathology,  pathogenesis,  economic 
importance,  and  treatment  of  this  malady.  I rec- 
ommend that  if  you  are  interested  in  this  subject 
you  get  the  original  article  and  read  the  whole  of  it. 

Obviously,  nothing  can  be  done  to  prevent  the 
cases  of  congenital  bronchiectasis. 

In  the  acquired  form  bronchial  infection  stands 
first  and  foremost  among  the  causes.  He  stresses 
the  maintenance  of  child  health  at  its  peak  and  in- 
sistence of  proper  food,  rest,  etc.  Eradication  of 
infections  of  the  paranasal  sinuses  should  be  at- 
tended to,  as  they  very  often  are  the  precursors 
of  bronchiectasis.  In  cases  of  hay  fever  and 
asthma,  the  measures  taken  to  combat  these  con- 
ditions automatically  act  prophylactically  against 
bronchiectasis.  Bronchial  obstruction  due  to  for- 
eign bodies,  either  radiopaque  or  nonopaque,  is 
another  condition  that  is  followed  by  bronchiec- 
tasis. The  roentgen  examination  should  be  carried 
out  as  soon  after  the  inhalation  of  the  foreign 
body  as  is  practical.  Occluding  secretions  within 
a bronchus  following  aspiration  of  mucus  or  me- 
conium in  the  newborn  or  aspiration  of  mucus 
during  operations  with  resultant  atelectasis  is  a 
frequent  cause  of  bronchiectasis.  If  atelectasis 
does  not  clear  promptly,  bronchoscopic  aspirations 
should  be  x-esorted  to.  Removal  of  all  forms  of 
tumors  whether  they  arise  from  the  wall  of  a 
bronchus  or  press  upon  it  from  without  should 
be  attended  to.  Prevention  of  bronchiectasis  due 
to  pulmonary  fibrosis  means  the  prevention  of  the 
causes  of  fibrosis. 

In  general,  it  may  be  said  that  two  of  the  most 
useful  and  important  procedures  in  the  prevention 
of  bronchiectasis  are  the  roentgen  examination  of 
the  chest  and  the  bronchoscopic  examination. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  Jr..  M.D. 
307  Doctors  Building,  Knoxville 


The  Relationship  of  Urinary  Tract  Infections  to  Uroli- 
thiasis. William  J.  Ezickson.  From  the  Depart- 
ment of  Urology,  Pennsylvania  Hospital.  Journal  of 
Urology,  April,  19 44. 

In  their  study  of  134  patients  with  a definite 
history  of  urolithiasis,  an  attempt  was  made  to  de- 
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termine  what  relationship,  if  any,  existed  between 
urinary  tract  infection  and  renal  calculi.  Cul- 
tures of  the  urine  in  these  cases  showed  forty- 
eight  per  cent  positive,  group  one;  fifty-two  per 
cent  negative,  group  two.  There  was  no  significant 
difference  in  the  sex  or  age  incidence  in  the  two 
groups.  The  occurrence  was  slightly  higher  in 
the  male  and  the  gi-eatest  number  were  between 
the  ages  of  forty  and  fifty.  Group  one  had  a 
higher  incidence  of  operations,  which  indicates  a 
definite  correlation  between  infection  and  surgery 
on  the  urinary  tract.  Also  the  mortality  was 
higher  in  the  cases  with  positive  cultures.  Stones 
were  present  in  group  one  in  twice  the  percentage 
noted  in  group  two. 


The  predominating  bacteria,  either  alone  or  with 
one  or  more  organisms,  were  escherichia  coli, 
staphylococcus  albus,  proteus  vulgaris,  klebsiella 
pneumoniae,  and  streptococcus  anhemolyticus.  Thus 
it  can  be  seen  that  the  bacteria  which  often  exhibit 
urea-splitting  characteristics  were  among  those 
which  predominated  in  this  study. 

It  has  been  repeatedly  demonstrated  that  urea- 
splitting organisms  are  important  factors  in  the 
production  of  recurrent  calculi. 

The  relationship  of  infection  and  stone  forma- 
tion, however,  is  still  conjectural,  since  the  num- 
ber of  cases  with  positive  cultures  were  somewhat 
less  than  those  with  negative  cultures. 
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Davidson  County Murray  B.  Davis,  Nashville Beverly  Douglas,  Nashville Harold  E.  Paty,  Nashville 

Dickson Hartwell  Weaver,  Dickson H.  P.  Spencer.  White  Bluff W.  J.  Sugg,  Dickson 

Dyer,  Lake,  & Crockett- J.  G.  Price,  Dyersburg C.  A.  Turner,  Dyersburg  (Dyer) J.  B.  Cochran,  Dyersburg 

R.  W.  Griffin,  Tiptonville  (Lake) 

W.  H.  Stallings,  Friendship  (Crockett) 

Fayette-Hardeman B.  F.  McAnulty,  Bolivar L.  Pope,  Grand  Junction E.  L.  Baker,  Western  State  Hospital 

Fentress C.  A.  Collins,  Wilder J.  Peery  Sloan,  Jamestown 

Franklin A.  Parker-Smith,  Winchester E.  W.  Kirby-Smith,  Sewanee J.  P.  Moon,  Winchester 

Gibson M.  K.  Crothers,  Milan W.  C.  McRee,  Trenton M.  D.  Ingram,  Trenton 

Giles B.  M.  Cowgill.  Pulaski W.  K.  Owen,  Pulaski J.  U.  Speer,  Pulaski 

Greene Dale  Brown,  Mosheim P.  L.  Fisher,  Greeneville C.  B.  Laughlin,  Greeneville 

Grundy U.  B.  Bowden,  Pelham O.  H.  Clements,  Palmer T.  F.  Taylor,  Monteagle 

Hamblen B.  C.  Weesner,  Morristown M.  G.  Fisher,  Morristown Y.  A.  Jackson,  Morristown 

Hamilton J.  Marsh  Frere,  Chattanooga J.  J.  Armstrong,  Chattanooga 

Stewart  Lawwill,  Chattanooga 
President-Elect 
Hardin,  Lawrence,  Lewis, 

Perry,  and  Wayne V.  H.  Crowder,  Lawrenceburg-O.  C.  Doty,  Savannah  (Hardin) O.  H.  Williams,  Savannah 

T.  A.  MeAmis,  Lawrenceburg  (Lawrence) 

Jerome  Powers,  Hohenwald  (Lewis) 

L.  D.  Murphy,  Lobelville  (Perry) 

W.  W.  R:ppey,  Collinwood  (Wayne) 

Haywood F.  P.  Hess,  Bells T.  C.  Chapman,  Brownsville Roy  M.  Lanier,  Brownsville 

Henry George  D.  Boone,  Paris Henriette  Veltman,  Paris R.  Graham  Fish,  Paris 

Hickman W.  K.  Edwards,  Centerville 

Humphreys H.  C.  Capps,  Waverly 

Jackson B.  C.  Gaw,  Gainesboro L.  R.  Anderson,  Gainesboro E.  W.  Draper,  Gainesboro 

Knox R.  B.  Wood,  Knoxville J.  H.  Keeling,  Knoxville Ralph  H.  Monger,  Knoxville 

Lauderdale J.  R.  Lewis,  Ripley Joe  B.  Lackey,  Ripley Jas.  L.  Dunavant,  Ripley 

Lincoln T.  A.  Patrick,  Fayetteville J.  E.  Sloan,  Boonshill W.  S.  Joplin,  Petersburg 

Loudon Halbert  Robinson,  Lenoir  City.R.  V.  Taylor,  Lenoir  City W.  B.  Harrison,  Loudon 

Macon D.  D.  Howser,  Lafayette 

Madison Leland  Johnston,  Jackson Henry  N.  Moore,  Bemis S.  M.  Herron,  Jackson 

Maury Geo.  C.  Williamson,  Columbia_0.  J.  Porter.  Columbia D.  B.  Andrews,  Columbia 

McMinn W.  E.  Foree,  Athens D.  F.  Seay,  Englewood Roy  W.  Epperson,  Athens 

Monroe H.  C.  Shearer,  Madisonville B.  W.  Bagwell,  Madisonville R.  C.  Kimbrough,  Madisonville 

Montgomery H.  H.  Edmondson,  Clarksville.Jack  Ross,  Clarksville M.  L.  Shelby,  Clarksville 

Obion M.  T.  Tipton.  Union  City M.  A.  Blanton,  Jr.,  Union  City 

Overton W.  M.  Breeding,  Livingston A.  B.  Qualls,  Livingston 

Putnam J.  T.  Moore,  Algood R.  L.  Witherington,  Cookeville Thurman  Shipley,  Cookeville 

Roane R.  F.  Regester,  Rockwood W.  W.  Hill,  Harriman 

Robertson W.  S.  Rude,  Ridgetop John  Hawkins,  Springfield John  S.  Freeman,  Springfield 

Rutherford W.  M.  Bevis,  Murfreesboro J.  K.  Kaufman,  Murfreesboro Lois  M.  Kennedy,  Murfreesboro 

Scott D.  T.  Chambers,  Norma M.  F.  Frazier,  New  River Milford  Thompson,  Oneida 

Sevier R.  J.  Ingle,  Sevierville 

Shelby E.  G.  Kelly,  Memphis C.  H.  Heacock,  Memphis A.  F.  Cooper,  Memphis 

W.  C.  Colbert,  Memphis,  President-Elect C.  V.  Croswell,  Memphis,  Treasurer 

Smith S.  B.  McFarland,  Lebanon F.  M.  Blankenship,  Hartsville Thayer  S.  Wilson,  Gordonsville 

Sullivan-Johnson C.  F.  N.  Schram,  Kingsport R.  O.  Glenn,  Mountain  City  ( JohnsonUarrett  E.  Williams,  Kingsport 

George  W.  Leavell,  Bristol  (Sullivan) 

Sumner W.  M.  Dedman,  Gallatin 

Tipton S.  Hurt,  Covington H.  S.  Rule,  Covington 

Washington,  Carter, 

and  Unicoi R.  H.  Ruble,  Limestone J.  R.  Moody,  Erwin H.  W.  Crouch,  Mountain  Home 

Chas.  B.  Baughman,  Elizabethton 

Weakley R.  W.  Brandon,  Sr.,  Martin M.  D.  Ingram,  Dresden 

White W.  H.  Andrews,  Sparta James  H.  Boles,  McMinnville B.  L.  Upchurch,  Sparta,  Executive 

Secretary 

Williamson J.  O.  Walker.  Franklin B.  T.  Nolen,  Franklin H.  C.  Stewart,  Franklin 

Wilson J.  R.  Doak,  Watertown Frank  B.  Dunklin,  Lebanon J.  L.  Ames,  Gladeville 
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STANDING  COMMITTEES 


COMMITTEE  ON  POSTGRADUATE  INSTRUC- 
TION IN  SURGICAL  DIAGNOSIS 
Dr.  J.  L.  McGehee,  Chairman,  Memphis 
Dr.  W.  L.  Williamson,  Memphis 
Dr.  L.  W.  Edwards,  Nashville 
Dr.  E.  G.  Wood,  Knoxville 
Dr.  A.  M.  Patterson,  Chattanooga 
Dr.  J.  0.  Manier,  Nashville 

COMMITTEE  ON  SCIENTIFIC  WORK 
Dr.  H.  H.  Shoulders,  Chairman,  Nashville 
Dr.  Ralph  H.  Monger,  Knoxville  (1945) 

Dr.  Cecil  E.  Newell,  Chattanooga  (1946) 

Dr.  A.  F.  Cooper,  Memphis  (1947) 

STATE  TUBERCULOSIS  COMMITTEE 
Dr.  W.  S.  Rude,  Chairman,  Ridgetop  (1947) 

Dr.  R.  R.  Crowe,  Nashville  (1946) 

Dr.  C.  M.  Oberschmidt,  Memphis  (1945) 

Dr.  E.  A.  Gilbert,  Chattanooga  (1947) 

STATE  HOSPITAL  COMMITTEE 
Dr.  E.  G.  Wood,  Chairman,  Knoxville  (1947) 

Dr.  E.  H.  Baird,  Dyersburg  (1945)t 
Dr.  Lee  K.  Gibson,  Johnson  City  (1945) 

Dr.  R.  R.  Brown,  Nashville  (1947) 

Dr.  J.  H.  Francis,  Memphis  (1946) 

Dr.  John  B.  Steele,  Chattanooga  (1946) 

COMMITTEE  ON  PUBLIC  POLICY  AND 
LEGISLATION 

Dr.  N.  S.  Shofner,  Chairman,  Nashville  (1947) 

Dr.  M.  S.  Roberts,  Knoxville  (1945) 

Dr.  H.  B.  Everett,  Memphis  (1947) 

Dr.  John  B.  Steele,  Chattanooga  (1946) 

Dr.  T.  R.  Ray,  Shelbyville  (1946) 

Dr.  H.  H.  Shoulders,  ex  officio,  Nashville 
Dr.  Kyle  C.  Copenhaver,  ex  officio,  Knoxville 
LIAISON  COMMITTEE 
Dr.  L.  W.  Edwards,  Chairman,  Nashville  (1946) 
Dr.  J.  0.  Manier,  Nashville  (1948) 

Dr.  Walker  L.  Rucks,  Memphis  (1947) 

Dr.  J.  L.  Bibb,  Chattanooga  (1949) 

Dr.  W.  P.  Wood,  Knoxville  (1945) 

INSURANCE  COMMITTEE 
Dr.  A.  F.  Cooper,  Chairman,  Memphis  (1947) 

Dr.  C.  M.  Hamilton,  Nashville  (1945) 

Dr.  Kyle  C.  Copenhaver,  Knoxville  (1946) 

COMMITTEE  ON  MEDICAL  EDUCATION 
Dr.  J.  Marsh  Frere,  Chairman,  Chattanooga  (1946) 
Dr.  John  M.  Lee,  Nashville  (1945) 

Dr.  W.  C.  Chaney,  Memphis  (1945) 

Dr.  R.  B.  Wood,  Knoxville  (1947) 

Dr.  C.  H.  Sanford,  Memphis  (1947) 

Dr.  D.  W.  Smith,  Nashville  (1946) 

COMMITTEE  ON  MEMOIRS 
Dr.  James  O.  Walker,  Chairman,  Franklin  (1945) 
Dr.  D.  W.  Hailey,  Nashville  (1947) 

Dr.  W.  E.  Bryan,  Chattanooga  (1947) 

Dr.  J.  L.  Crook,  Jackson  (1946) 

Dr.  J.  L.  Hankins,  Johnson  City  (1946) 

COMMITTEE  ON  MATERNAL  WELFARE 
Dr.  W.  T.  Pride,  Memphis  (1947) 

Dr.  D.  T.  Holland,  Newbern  (1945) 

Dr.  J.  E.  Powers,  Jackson  (1945) 

Dr.  John  S.  Cayce,  Nashville  (1947) 

Dr.  J.  B.  Fitts,  Chattanooga  (1947) 

Dr.  M.  L.  Hefley,  Knoxville  (1946) 

Dr.  C.  W.  Friberg,  Johnson  City  (1946) 


COMMITTEE  ON  CHILD  WELFARE 
Dr.  James  C.  Overall,  Chairman,  Nashville  (1947) 
Dr.  Wm.  E.  Van  Order,  Chattanooga  (1945) 

Dr.  W.  D.  Mims,  Memphis  (1945) 

Dr.  W.  R.  Cross,  Knoxville  (1946) 

COMMITTEE  ON  CANCER 
Dr.  C.  H.  Heacock,  Chairman,  Memphis  (1947) 

Dr.  Ralph  H.  Monger,  Knoxville  (1946) 

Dr.  H.  S.  Shoulders,  Nashville  (1945) 

Dr.  W.  Likely  Simpson,  Memphis  (1945) 

Dr.  Stanton  S.  Marchbanks,  Chattanooga  (1947) 
Dr.  Howard  King,  Nashville  (1946) 

COMMITTEE  ON  PHYSICAL  THERAPY 
Dr.  J.  J.  Ashby,  Chairman,  Nashville  (1947) 

Dr.  C.  R.  Thomas,  Chattanooga  (1947) 

Dr.  J.  F.  Hamilton,  Memphis  (1945) 

Dr.  C.  H.  Sanford,  Memphis  (1946) 

Dr.  George  Inge,  Knoxville  (1946) 

COMMITTEE  ON  INDUSTRIAL  HYGIENE 
Dr.  Cecil  E.  Newell,  Chairman,  Chattanooga  (1947) 
Dr.  C.  F.  N.  Schram,  Kingsport  (1945) 

Dr.  A.  R.  McMahan,  Memphis  (1945) 

Dr.  Carrington  Harrison,  Nashville  (1946) 
COMMITTEE  ON  FRACTURES 
Dr.  E.  M.  Regen,  Nashville  (1947) 

Dr.  E.  T.  Newell,  Chattanooga  (1945) 

Dr.  Edwin  J.  Lipscomb,  Memphis  (1945) 

Dr.  Robert  F.  Patterson,  Knoxville  (1946) 
COMMITTEE  ON  PREPAYMENT  PLANS  FOR 
MEDICAL  AND  HOSPITAL  SERVICES 
Dr.  Arthur  R.  Porter,  Jr.,  Chairman,  Memphis 
Dr.  L.  W.  Edwards,  Nashville 
Dr.  R.  R.  Brown,  Nashville 
Dr.  J.  C.  Brooks,  Chattanooga 
Dr.  H.  B.  Everett,  Memphis 
Dr.  M.  S.  Roberts,  Knoxville 

POSTWAR  PLANNING  COMMITTEE 
East  Tennessee — 

Dr.  R.  B.  Wood,  Knoxville 
Dr.  B.  L.  Jacobs,  Chattanooga 
West  Tennessee — 

Dr.  J.  B.  Stanford,  Memphis 
Dr.  E.  H.  Baird,  Dyersburgf 
Middle  Tennessee — 

Dr.  W.  C.  Dixon,  Chairman,  Nashville 
Dr.  C.  M.  Hamilton,  Nashville 
Dr.  H.  H.  Shoulders,  Nashville 

OFFICERS  OF  SECTIONS 
Tennessee  State  Pediatric  Society — 

President — Dr.  Frazier  Binns,  Nashville* 
Vice-President — Dr.  0.  L.  Von  Canon,  Chatta- 
nooga* 

Secretary — -Dr.  Gilbert  Eblen,  Knoxville* 
Tennessee  Academy  of  Ophthalmology  and  Oto- 
laryngology— 

President — Dr.  J.  W.  Wilkes,  Columbia 
Vice-President — Dr.  Guy  M.  Maness,  Nashville 
Secretary— Dr.  S.  H.  Sanders,  Memphis 
Tennessee  Radiological  Society — 

President— Dr.  Paul  H.  Dietrich,  Chattanooga 
Vice-President — Dr.  Leon  M.  Lanier,  Nashville 
Secretary-Treasurer — Dr.  J.  Marsh  Frere,  Chat- 
tanooga 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S 
AUXILIARY 

Dr.  Herbert  Acuff,  Knoxville 

Dr.  B.  F.  Byrd,  Nashville 

Dr.  Arthur  R.  Porter,  Jr.,  Memphis 

♦In  service. 

■{■Deceased. 
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MEN’S  BUILDING  ADMINISTRATION  BUILDING  WOMEN'S  BUILDING 


CITY  VIEW  SANITARIUM 

For  Mental  and  Nervous  Diseases  and  Addictions 

ESTABLISHED  IN  1907 

AN  ENTIRELY  NEW  PLANT  ERECTED  IN  1922 

• Separate  buildings  for  men  and  women,  ideally  arranged  and  equipped  with  every 
facility  for  the  comfort,  care,  and  treatment  of  the  class  of  patients  received. 

It  is  upon  the  character  of  service  rendered,  rather  than  upon  physical  facilities,  that 
the  reputation  of  such  an  institution  must  rest,  and  to  give  every  patient  the  maximum 
of  individual  attention  and  unremitting  care  at  all  times  is  the  basic  principle  of  our 
work.  An  efficient  organization  exists  in  all  departments.  There  is  maintained  an 
abundantly  sufficient  staff  of  capable  nurses,  divided  into  day  and  night  shifts, 
assuring  to  every  patient  constant  service  through  each  of  the  twenty-four  hours  of 
the  day.  At  midnight  this  service  is  as  real  as  at  midday. 

Situated  in  the  midst  of  a fifty-acre  tract  and  surrounded  by  a large  grove  and  at- 
tractive lawns. 

JOHN  W.  STEVENS,  M.D.  WILL  CAMP,  M.D. 

Founder  Medical  Director 

R.  F.  D.  NO.  1 • NASHVILLE,  TENNESSEE 

Reference : The  Medical  Profession  of  Nashville 


HOYE’S  SANITARIUM 

In  the  Mountains  of  Meridian 
MERIDIAN,  MISS. 

Diagnosis  and  Treatment  of  NERVOUS 
AND  MENTAL  DISEASES,  ALCO- 
HOLIC AND  DRUG  ADDICTIONS. 
Especially  equipped  for  the  treatment  of 
MENTAL  DISORDERS  and  those  re- 
quiring ELECTRO-SHOCK  THERAPY. 
Convalescents,  elderly  people,  and  mild 
chronic  mental  cases  also  admitted. 

Write  P.  O.  Box  106  or  Telephone  524 

Dr.  M.  J.  L.  Hoye,  Superintendent 

Fellow  of  the  American  Psychiatric 
Association 
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WARTIME  HEALTH  EDUCATION* 

VICTOR  JOHNSON,  M.D.,  Secretary,  Council  on  Medical  Education  and  Hospitals, 
American  Medical  Association 


Gentlemen : First  I should  like  to  explain 
briefly  the  relationship  of  the  Council  on 
Medical  Education  and  Hospitals  of  the 
American  Medical  Association  to  the  hos- 
pitals of  this  country.  Medical  education 
has  been  a major  concern  of  the  American 
Medical  Association  from  its  inception 
nearly  a hundred  years  ago  (first  conven- 
tion, New  York,  1846;  American  Medical 
Association  organized,  Philadelphia,  1847). 
The  original  call  for  a convention  in  New 
York  commenced  by  stating  that  “it  is  be- 
lieved that  a national  convention  would 
be  conducive  to  the  elevation  of  the  stand- 
ard of  medical  education  in  the  United 
States.”  Hospital  training  is  indispensable 
to  the  prospective  physician  in  his  under- 
graduate instruction  and  in  the  intern  year 
following  graduation.  Therefore,  the  Com- 
mittee on  Medical  Education  (established 
in  1847)  and  the  permanent  Council  bn 
Medical  Education  and  Hospitals  (estab- 
lished in  1904)  have  sought  to  elevate  the 
standards  of  hospitals  offering  internships 
to  medical  graduates. 

Advanced  training  in  hospital  “resi- 
dences” beyond  the  internship  is  sought  by 
many  physicians  desiring  to  specialize  in 

* Statement  to  the  Subcommittee  on  Wartime 
Health  and  Education  of  the  United  States  Sen- 
ate (Claude  Pepper,  Chairman)  and  Committee  on 
Education  and  Labor  (Elbert  D.  Thomas,  Chair- 
man). 


some  field  of  medicine.  Hospitals  offering 
such  training  are  helped  by  the  council  to 
improve  their  educational  program. 

Upon  invitation,  members  of  the  staff  of 
the  council  visit  hospitals  engaged  in  such 
educational  programs  for  the  purposes  of 
(1)  inspecting,  evaluating,  and  reporting 
upon  the  hospitals  and  (2)  advising  and 
assisting  in  every  way  in  the  strengthening 
of  the  hospital  educational  program.  Be- 
sides these  inspections,  annual  surveys  are 
made  by  correspondence  with  the  hospitals. 
The  resulting  detailed  information  on  these 
hospitals  is  published  annually  in  the  Edu- 
cational Number  of  The  Journal  of  the 
American  Medical  Association.  In  addi- 
tion, the  council  maintains  lists  of  hospitals 
“approved”  as  meeting  appropriate  edu- 
cational standards.  As  of  December  31, 
1943,  there  were  1,164  hospitals  approved 
for  internships  and/or  for  the  more  ad- 
vanced residency  training. 

In  addition  to  its  interest  in  hospitals 
engaged  in  the  education  of  prospective 
physicians  and  specialists,  the  council  main- 
tains a register  now  including  6,645  hos- 
pitals. Although  only  about  twenty  per  cent 
of  the  registered  hospitals  are  approved  for 
internships  and  residences,  all  of  them  have 
been  determined  to  measure  up  to  certain 
minimum  standards  of  hospital  and  medical 
service.  In  the  annual  Hospital  Number  of 
The  Journal  of  the  American  Medical  As- 
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sociation  detailed  information  is  provided 
about  these  hospitals,  as  obtained  through 
inspections,  surveys,  and  correspondence. 
This  information  is  widely  distributed  to 
professional,  lay,  and  government  groups 
and  individuals. 

(I  should  like  to  leave  for  the  commit- 
tees’ inspection  copies  of  these  special  Edu- 
cational, Hospital,  and  also  State  Board 
Numbers  of  The  Journal,  which  annually 
provide  information  invaluable  to  students, 
medical  schools,  medical  societies,  physi- 
cians, the  armed  forces,  and  numerous  gov- 
ernmental agencies.  I should  also  like  to 
leave  with  you  the  council’s  statements  of 
the  standards  which  must  be  met  by  a 
hospital  for  registry,  internship,  and  resi- 
dency approval.) 

The  current  Hospital  Number  contains 
information  on  6,655  hospitals,  with  1,649,- 
254  beds  and  77,134  bassinets  and  admit- 
ting 15,374,698  patients  in  the  calendar 
year  1943.  For  about  thirty  years  (1909 
to  1940)  increases  in  hospital  beds  oc- 
curred at  the  rate  of  about  26,000  addi- 
tional beds  annually.  In  the  year  1941  this 
figure  was  nearly  quadrupled  (98,136  new 
beds),  and  in  1942  it  was  more  than  doubled 
(59,446  new  beds).  In  1943,  the  previous 
level  of  26,000  new  beds  per  year  was  mul- 
tiplied ten  times,  since  that  year  added 
265,427  new  hospital  beds.  This  is  equiva- 
lent to  the  construction  and  equipment  of 
a new  727-bed  hospital  for  each  day  of 
the  year  1943.  It  should  be  emphasized 
that  only  a small  fraction  of  the  increase 
in  beds  since  the  war  is  available  for  ci- 
vilian use. 

This  tremendous  expansion  in  bed  ca- 
pacity within  the  past  year  is  due  almost 
entirely  to  construction  of  federal  hospi- 
tals. Of  the  265,427  new  beds,  255,735 
were  in  federal  hospitals.  Hospitals  oper- 
ating under  stats,  county  and  city-county 
control  increased  by  5,996  beds,  while 
church-related  and  other  nonprofit  hospi- 
tals gained  6,419  beds.  Relatively  minor 
decreases  in  beds  occurred  in  the  following 
groups:  municipal  hospitals,  1,373  beds; 
proprietary  hospitals,  1,347  beds. 

At  the  present  time  seventy-seven  per 
cent  of  the  hospital  beds  in  this  country 
are  in  hospitals  operated  by  some  govern- 


ment body  which  provide  for  forty  per  cent 
of  all  patients  admitted.  About  half  of 
these  beds  are  for  nervous  and  mental 
cases.  The  remaining  twenty-three  per  cent 
of  beds  are  in  nongovernmental  institu- 
tions, to  which  sixty  per  cent  of  hospital 
patients  are  admitted  annually. 

Hospital  beds  have  increased  far  more 
rapidly  than  has  the  population.  Hospital 
beds  have  been  tripled  in  number  from 
1909  to  1940.  The  population  from  1900 
to  1940  has  not  been  doubled.  During  these 
thirty  to  forty  years  hospital  beds  have 
been  provided  more  than  one  and  one-half 
times  as  rapidly  as  the  population  has 
grown. 

Hospital  facilities  in  the  country  at  large 
are  not  being  utilized  to  capacity.  The 
average  bed  occupancy  was  76.2  per  cent 
in  1943,  as  compared  with  81.4  per  cent  in 
1942.  This  reduction  in  the  face  of  a 
greatly  increased  admission  rate  may  be 
accounted  for  mainly  by  the  rapid  expan- 
sion of  general  hospital  facilities  in  fed- 
eral institutions.  The  latter  has  occurred 
in  anticipation  of  future  needs  for  the  care 
of  war  casualties,  so  that  the  occupancy 
rate  has  not  kept  pace  with  increases  in 
beds.  In  the  past  year  bed  occupancy  in 
federal  hospitals  decreased  from  66.6  to 
53. 4 per  cent. 

It  is  probably  a reflection  of  improved 
economic  conditions  that  bed  occupancy  in 
county  hospitals  has  decreased  (in  the  past 
two  years)  from  84.7  to  77.7  per  cent;  in 
city  hospitals  from  78.2  to  74.3  per  cent; 
in  city-county  hospitals  from  73.7  to  68.7 
per  cent.  On  the  other  hand,  bed  occupancy 
in  nongovernmental  institutions  has  in- 
creased in  the  past  two  years  from  71.4  to 
73.3  per  cent.  In  times  of  slack  employ- 
ment trends  exactly  the  reverse  of  these 
occur  in  the  governmental  and  nongovern- 
mental hospitals. 

It  seems  reasonable  to  conclude  that  hos- 
pital facilities  are  adequate  at  present  in 
terms  of  the  country  at  large.  But  de- 
spite an  over-all  sufficiency  in  total  beds, 
there  may  still  be  insufficient  hospitals  of 
special  kinds  ( e . g.,  for  nervous  and  mental 
diseases).  There  may  also  be  inadequacies 
in  local  hospital  facilities  even  in  peace- 
time, especially  in  economically  ill-favored, 
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sparsely  settled,  and  rural  areas.  War- 
time shifts  in  population  to  new  industrial 
areas  have  aggravated  these  conditions  and 
present  an  acute  problem  in  addition  to 
the  chronic  state. 

Real  local  deficiencies  in  hospital  facili- 
ties must  be  met  to  achieve  the  ideal  of 
adequate  medical  and  hospital  care  for 
everyone,  which  is  desired  by  the  medical 
profession,  the  public,  and  the  government. 
Such  deficiencies  must  be  determined  co- 
operatively by  the  local  authorities,  the  local 
medical  profession,  municipal  and  state 
public  health  officers,  hospital  associations, 
and,  when  the  need  has  been  determined, 
an  appropriate  federal  agency. 

In  any  consideration  of  the  desirability 
for  expanding  hospital  facilities  in  this 
country,  the  following  should  be  borne  in 
mind : 

(1)  The  proper  distribution  of  doctors 
is  intimately  associated  with  the  availabil- 
ity of  hospital  and  diagnostic  facilities.  A 
study  is  now  being  conducted  by  the  Com- 
mittee on  Postwar  Medical  Services  under 
the  auspices  of  the  American  Medical  As- 
sociation and  other  collaborating  agencies, 
inquiring  into  the  postwar  plans  of  all  the 
55,000  medical  officers  in  the  Army,  the 
Navy,  and  the  Public  Health  Service. 

(I  should  like  to  file  with  this  committee 
a copy  of  the  questionnaire  now  being 
distributed  with  the  approval  of  the  Sur- 
geons General  of  the  Army,  the  Navy,  and 
the  Public  Health  Service,  and  also  a 
copy  of  a preliminary  analysis  of  the  first 
1,000 — approximately  — questionnaires  re- 
turned.) 

Among  other  questions,  medical  officers 
were  asked  whether  they  would  be  willing 
to  go  to  an  area  especially  needing  a phy- 
sician. Compared  with  those  who  replied 
yes  to  this  unqualified  question,  there  were 
fifty  per  cent  more  medical  officers  who 
answered  in  the  affirmative  when  the  ques- 
tion was  qualified  by  “provided  there  were 
diagnostic  and  hospital  facilities.” 

(2)  A study  conducted  in  1938  showed 
that  all  but  about  two  per  cent  of  the 
population  of  the  United  States  were  within 
thirty  miles  of  a hospital.  To  effect  an 
increased  availability  of  hospital  services 
to  this  two  per  cent,  and  also  to  some  of 


the  remaining  ninety-eight  per  cent,  new 
hospital  construction  is  not  necessarily  al- 
ways the  best  solution.  Properly  organized 
outpost  clinics  which  are  affiliated  with 
hospitals  at  some  distance  might  provide 
adequate  diagnostic  facilities  and  serve  a 
screening  function  for  distant  hospitals. 

(3)  The  availability  of  hospitals  is  only 
one  factor  in  determining  where  a physi- 
cian will  practice.  Even  if  he  is  subsidized 
and  provided  with  hospital  facilities  by  the 
government  in  a poor  community,  he  may 
choose  a lesser  income  in  an  economically 
more  fortunate  community  which  can  offer 
him  and  his  family  better  schools,  churches, 
and  cultural  opportunities. 

Stimulating  professional  contacts  and 
opportunities  for  continuation  studies  are 
also  highly  important  in  determining  the 
location  of  physicians.  A ten-bed  general 
hospital  in  a locality  with  a population  of 
1,550*  would  scarcely  provide  these  unless 
there  were  close  collaboration  with  some 
larger  institution  not  too  far  away. 

(4)  Hospitals  should  increasingly  serve 
as  centers  for  the  education  of  the  people 
to  preserve  health,  and  for  further  post- 
graduate training  of  physicians  to  help  keep 
them  abreast  of  advances  in  medicine. 

The  problem  most  immediately  vital  to 
those  concerned  with  the  nation’s  health 
is  the  production  of  doctors  by  our  medical 
schools.  If  current  policies  of  the  armed 
forces  and  the  government  continue,  there 
may  result  an  acute  shortage  of  physicians 
and  inadequate  medical  care  after  the  war. 
There  will  be  too  few  doctors  to  care  for 
civilians,  the  standing  army  and  navy,  and 
the  veterans  whether  or  not  new  hospitals 
are  constructed.  Doctors  need  hospitals  to 
work  most  effectively.  But  hospitals  with- 
out competent  doctors — which  is  what  we 
shall  have,  even  without  new  hospital  con- 
struction— are  worthless. 

I should  like  to  review  briefly  the  de- 
velopments in  wartime  medical  education 
to  provide  a background  for  an  understand- 
ing of  the  present  deplorable  status  of  the 
training  of  physicians. 

Commencing  in  October,  1941,  before 


*The  ratio  of  the  population  to  the  number  of 
beds  in  general  hospitals  in  the  United  States  is 
155  to  one. 
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Pearl  Harbor,  the  medical  schools  of  this 
country  recognized  that  war  was  imminent. 
Entirely  voluntarily,  they  decided  that  an 
increased  production  of  doctors  for  war- 
time needs  was  essential,  and  plans  were 
laid  to  enter  upon  the  accelerated  program 
of  medical  education. 

The  program  was  instituted  in  most 
schools  in  June,  1942,  and  carried  out  under 
tremendous  difficulties  because  so  many 
teachers  were  commissioned  in  the  armed 
forces.  The  plan  involved  no  essential 
change  in  the  quantitative  or  qualitative 
content  of  the  curriculum.  By  eliminating 
the  long  summer  recesses,  the  normal 
thirty-six  months  of  medical  training  was 
completed  in  thirty-six  calendar  months  in- 
stead of  forty-eight  calendar  months,  re- 
ducing by  one  calendar  year  the  period 
spent  by  a student  in  medical  school. 

At  first  some  opponents  of  the  plan  said 
that  it  could  bear  no  relation  to  the  war 
because  freshmen  entering  medical  schools 
in  June,  1942,  would  not  complete  their 
medical  training  and  the  year’s  internship 
until  the  distant  date  of  June,  1946.  This 
was  true  for  freshmen  entering  our  schools 
in  June,  1942.  But,  at  that  time,  5,000 
senior  medical  students  started  their  last 
year’s  work  three  months  early.  Subse- 
quently, the  internship  was  reduced  from 
twelve  to  nine  months.  As  a consequence 
of  the  accelerated  program  and  the  reduced 
internship,  there  are  now  many  hundreds 
of  men  who  have  been  in  the  medical  corps 
of  the  armed  forces  for  over  six  months 
and.  who  normally  would  have  become  avail- 
able for  such  duty  only  ten  days  ago. 

When  the  accelerated  program  was  adopt- 
ed, most  medical  schools  also  arranged  to 
admit  new  classes  and  graduate  seniors 
every  nine  months  instead  of  every  year. 
As  a consequence,  by  June,  1945,  there  will 
have  been  graduated  in  a three-year  period 
about  twenty  thousand  doctors  instead  of 
a normal  of  about  fifteen  thousand,  repre- 
senting an  extra  five  thousand  physicians 
added  to  the  profession. 

Selective  Service  and  the  armed  forces 
recognized  the  essentiality  of  the  continued 
and  accelerated  production  of  doctors. 
Qualified  premedical  and  medical  students 
were  deferred  and  the  Army  and  Navy 


inaugurated  an  inactive  reserve  of  pre- 
medical and  medical  students  who  were  ear- 
marked for  duty  as  medical  officers  upon 
graduation.  No  such  students  received  pay 
and  none  were  in  uniform.  Needy  students, 
deprived  of  the  opportunity  of  summer 
employment,  were  assisted  by  loans  from 
private  and  government  sources.  This  pro- 
gram operated  reasonably  well  under  war- 
time conditions,  and  gave  fair  promise  of 
meeting  civilian  and  military  needs. 

The  Army  and  Navy  then  decided  that 
this  program  carried  insufficient  assurance 
of  providing  the  needed  medical  officers. 
About  July  1,  1943,  physically  qualified 
medical  students  were  activated,  given  base 
pay  and  allowances,  put  in  uniform,  and 
had  all  expenses  paid.  Accelerated  premed- 
ical programs  were  instituted  to  provide 
preprofessional  training  to  future  medical 
students  and  medical  officers. 

The  Army  contracted  with  the  medical 
schools  for  fifty-five  per  cent  of  the  places 
in  entering  medical  classes,  and  the  Navy 
for  twenty-five  per  cent,  leaving  twenty 
per  cent  to  be  made  up  from  civilian 
sources.  The  Army’s  quota  was  to  come 
from  the  A.  S.  T.  premedical  program,  and 
the  Navy’s  from  the  V-12  premedical  pro- 
gram. Medical  schools  were  concerned 
about  their  ability  to  fill  the  twenty  per  cent 
of  civilian  places,  but  felt  this  might  be 
done  under  the  existing  Selective  Service 
regulations. 

In  January,  1944,  it  appeared  that  ci- 
vilian and  military  needs  for  doctors  might 
be  met  under  this  arrangement:  fifty-five 
per  cent  Army  medical  students,  twenty- 
five  per  cent  Navy,  and  twenty  per  cent 
civilians. 

In  the  past  six  months  this  program  has 
rapidly  deteriorated,  so  that  today  the 
medical  schools  and  the  medical  profession 
of  this  country  refuse  to  accept  the  re- 
sponsibility for  the  shortage  of  physicians 
which  threatens  this  country  within  a few 
years  if  current  regulations  and  policies 
persist.  The  responsibility  for  this  rests 
with  the  Army,  the  Selective  Service  Sys- 
tem, the  President,  and  the  Congress  of  the 
United  States. 

The  following  events  have  occurred : 

1.  In  February  the  Army  drastically  cur- 
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tailed  the  A.  S.  T.  (medical  and  premedical) 
programs,  and  has  since  renegotiated  its 
contracts  with  medical  schools  to  provide 
twenty-eight  per  cent  of  the  1945  entering 
classes  instead  of  fifty-five  per  cent,  in- 
creasing to  forty-seven  per  cent  the  num- 
bers medical  schools  must  obtain  from 
civilian  sources. 

2.  In  April,  1944,  the  Selective  Service 
System  abolished  all  further  occupational 
deferments  of  premedical  and  medical  stu- 
dents not  in  medical  schools  by  July  1,  1944. 
As  a consequence,  it  was  estimated  that  the 
entering  medical  school  classes  of  1945 
would  be  reduced  twenty-five  to  thirty  per 
cent. 

This  was  pointed  out  to  General  Hershey, 
the  secretaries  of  the  Army  and  Navy,  the 
President,  and  others,  with  the  suggestions 
that  the  situation  could  be  met  by  (a) 
reinstitution  of  the  inactive  reserves  by 
the  Army  and  Navy,  which  functioned  well, 
and/or  (b)  by  an  appropriate  Selective 
Service  adjustment  which  was  definitely  a 
second-best  arrangement. 

The  Army  and  Navy  rejected  the  first 
suggestion  as  an  evasion  of  the  Selective 
Service  law,  and  the  Selective  Service  Sys- 
tem rejected  the  alternate  proposal,  be- 
cause of  the  acute  need  of  the  armed  forces 
for  young  men.  The  needs  for  medical  care 
were  considered  to  be  subordinate  to  the 
needs  for  infantrymen. 

Alarmed  at  these  developments,  the 
House  of  Delegates  of  the  American  Medi- 
cal Association,  upon  the  recommendation 
of  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Asso- 
ciation, passed  the  following  resolution  at 
its  opening  session  June  12,  1944: 

“Whereas,  the  present  policy  of  the  Army 
and  the  Selective  Service  System  in  pre- 
venting the  enrollment  of  a sufficient  num- 
ber of  qualified  medical  students  will  in- 
evitably result  in  an  over-all  shortage  of 
qualified  physicians  with  imminent  danger 
to  the  health  and  well-being  of  our  citizens; 
therefore  be  it 

“Resolved,  That  it  is  imperative  that  im- 
mediate action  be  taken  by  the  President 
or  the  Congress  of  the  United  States  to 
correct  the  current  drastic  regulations 
which  result  in  a restriction  of  the  number 


of  students  qualified  to  enter  the  courses 
of  medical  instruction  in  approved  medi- 
cal schools.” 

This  resolution  was  sent  to  the  President, 
the  secretaries  of  the  Army  and  Navy,  the 
Selective  Service  System,  and  all  members 
of  the  House  and  Senate  Military  Affairs 
Committees. 

3.  The  latest  measure  still  further  jeop- 
ardizing medical  education  and  medical  care 
came  with  the  passage  of  the  Army  Ap- 
propriation Bill  by  Congress  June  23,  1944. 
This  bill  includes  a provision  reading  in 
part  as  follows : 

“Provided  that  no  appropriation  con- 
tained in  this  Act  shall  be  available  for 
any  expense  incident  to  education  of  per- 
sons in  medicine  (including  veterinary)  or 
dentistry  if  any  expense  on  account  of  this 
education  in  such  subjects  was  not  being 
defrayed  out  of  appropriations  for  the  mili- 
tary establishment  for  the  fiscal  year  1944 
prior  to  June  7,  1944.” 

Under  the  most  liberal  interpretation, 
this  provision  will  eliminate  from  1946  en- 
tering medical  classes  the  twenty-eight  per 
cent  of  places  contracted  for  by  the  Army. 
A more  rigid  interpretation  of  the  provi- 
sion will  at  once  withdraw  all  premedical 
students  from  the  A.  S.  T.  program  and 
will  even  withdraw  many  of  the  present 
freshmen  from  our  medical  schools.  Even 
if  the  Navy  increases  its  quota  from  twenty- 
five  per  cent  to  thirty-one  per  cent,  schools 
will  be  obliged  to  obtain  sixty-nine  per  cent 
of  their  students  from  women,  physically 
disqualified  males,  and  discharged  veterans. 
Nothing  even  approaching  this  number  of 
qualified  students  is  available.  Classes  will 
probably  be  half  filled  in  the  country  at 
large.  Furthermore,  the  study  and  prac- 
tice of  medicine  are  arduous.  They  are  not 
occupations  for  civilians  and  discharged 
veterans  who  are  physically  unfit. 

Should  no  adjustment  be  made  to  correct 
the  present  alarming  situation  there  will 
probably  be  a great  reduction  of  graduates 
commencing  in  1948,  and  perhaps  even  in 
1947. 

Superficially,  this  may  seem  to  be  a very 
distant  date  about  which  to  be  concerned. 
But  we  must  remember  that,  starting  now, 
and  continuing  until  the  war  is  over,  stu- 


260 


WARTIME  HEALTH  EDUCATION— Johnson 


August,  1944 


dents  will  commence  premedical  studies  in 
utterly  inadequate  numbers. 

Although  medical  schools  will  continue 
the  accelerated  program,  they  will  admit 
classes  only  once  annually  instead  of  every 
nine  months.  This  of  itself  will  reduce  the 
number  of  graduates  from  the  present  an- 
nual average  of  7,000  to  5,000.  If  classes 
can  be  only  half  filled,  this  number  will  be 
reduced  to  2,500  graduates  per  year.  Since 
3,300  to  3,500  physicians  die  each  year, 
there  will  result  an  annual  and  cumulative 
deficit  of  1,000  doctors  a year. 

Still  further  reductions  in  graduates,  and 
permanent  damage  to  the  “plant”  of  medi- 


cal education,  will  result  from  some  schools 
being  forced  to  close  their  doors  because 
of  drastically  curtailed  enrollments.  An 
unknown  number  of  war  casualties  among 
medical  officers  will  also  reduce  the  supply 
of  physicians. 

This  reduction  in  medical  graduates  will 
occur  in  the  face  of  new  and  increased 
demands  for  medical  services,  mainly  from 
the  civilian  population,  the  standing  Army 
and  Navy,  the  Veterans  Administration, 
and  the  liberated  countries  of  Europe. 

(I  shall  be  glad  to  attempt  to  answer 
any  questions  you  may  have.) 


i* 
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In  this  discussion,  exophthalmic  goiter 
only  will  be  considered.  There  is  at  present 
enough  evidence  to  establish  adenomatous 
goiter  with  hyperthyroidism  as  an  entirely 
separate  and  distinct  disease. 

Exophthalmic  goiter  is  a disease  not  only 
of  the  thyroid  gland,  but  certainly  also  of 
the  pituitary.  It  would  seem  that  the  pitui- 
tary is  at  least  as  much  to  blame  for  this 
illness  as  is  the  thyroid  itself.  The  anterior 
lobe  of  the  pituitary  gland  through  its  inter- 
nal secretion  T.  S.  H.  (thyroid  stimulating 
hormone)  brings  about  hypertrophy  as  well 
as  hyperplasia  of  the  thyroid,  and  it  in 
turn,  by  means  of  an  excess  of  its  internal 
secretion  (T.  H.)  thyroxine,  throws  the 
entire  body  into  a state  of  overstimulation 
or  hyperthyroidism.  Not  a single  tissue 
escapes  from  the  influence  of  an  over- 
abundance of  thyroxine.  The  patient  with 
an  exophthalmic  goiter  at  first  seems  bene- 
fited and  even  rejuvenated  by  this  disease, 
but  not  for  long;  for  overstimulation  soon 
leads  to  degenerative  changes  and  tissue 
wasting  and  weakness.  The  symptoms  of 
loss  of  weight,  increase  in  appetite,  tachy- 
cardia, increase  in  oxygen  consumption, 
and  exophthalmos  are  too  familiar  to  be 
discussed  in  detail  at  this  time. 

The  symptom  complex  of  exophthalmic 
goiter,  as  we  know  it,  has,  on  many  occa- 
sions, been  produced  by  the  physiologists 
in  experimental  animals  by  treating  them 
with  the  thyroid-stimulating  hormone  of 
the  pituitary  gland. 

Any  rational  treatment  of  exophthalmic 
goiter  should  consider  the  involvement  of 
the  pituitary  and  the  thyroid  glands  and 
certainly  the  devastating  effect  of  over- 
stimulation  especially  upon  calcium  and 
phosphorus  metabolism,  the  liver,  and  the 
cardiovascular  system,  although,  as  has 
been  said  before,  no  tissue  escapes. 

Up  to  the  present  time,  surgery  offers 
the  best  treatment  for  this  disease,  and  in 
the  severe  and  moderately  severe  cases  we 


*Read  before  the  Knox  County  Medical  Society, 
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should  lose  no  time  in  getting  the  patient 
in  the  best  physical  condition  possible  in 
order  that  he  may  undergo  this  operation 
with  the  minimum  degree  of  risk.  The  re- 
sults of  surgery  are  good,  but  this  proce- 
dure leaves  much  to  be  desired  in  solving 
the  problem  of  disturbed  physiology  brought 
about  by  this  form  of  hyperthyroidism.  The 
surgeon  removes  about  five-sixths  of  the 
thyroid  gland,  but  the  portion  of  the  gland 
he  leaves  behind  is  as  badly  diseased  as 
the  part  taken  out.  The  symptoms  con- 
tinue for  a while  after  the  operation,  but, 
of  course,  to  a much  less  degree.  Finally, 
three  to  five  per  cent  of  the  cases  operated 
upon  show  a recurrence  of  the  disease  and 
another  small  per  cent  continue  to  show 
symptoms  over  a long  period  of  time  and 
have  been  responsible  for  the, old  saying: 
“Once  a goiter,  always  a goiter.” 

The  next  point  which  I wish  to  empha- 
size is  that  exophthalmic  goiter  is  really  a 
self-limited  disease.  Without  any  treatment 
at  all  a number  of  these  cases  recover  com- 
pletely within  a few  months;  others  have 
gotten  well  by  medical  management  alone. 
Occasionally,  however,  a mild  case  has  been 
known  to  show  symptoms  over  many  years. 

In  the  medical  management  of  exoph- 
thalmic goiter  iodine  plays  a pre-eminent 
part.  Just  how  it  slows  down  thyroid  func- 
tion is  not  entirely  understood,  but  it  does 
act  directly  upon  the  thyroid.  Experimental 
work  doyie  with  radioactive  iodine  is  one  of 
the  most  interesting  chapters  in  modern 
physiology. 

The  medical  treatment  of  the  type  of 
goiter  under  discussion,  then,  is  simply  an 
attempt  to  put  into  normal  working  order 
every  part  of  the  body  that  has  become  af- 
fected through  disease.  We  shall  mention 
first  those  steps  in  the  treatment  which 
are  generally  accepted  as  being  of  value 
and  safe,  and  then  discuss  treatment  that 
belongs  in  experimental  medicine  and  yet 
has  such  a large  factor  of  safety  that  has 
permitted  its  use  in  the  treatment  of  hu- 
man beings. 
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1.  Rest  and  quiet  and  freedom  from 
worry  if  possible. 

2.  Iodine. 

3.  Vitamin  D along  with  an  abundance 
of  calcium  in  the  diet. 

4.  Frequent  meals,  high  in  calories  and 
rich  in  carbohydrates  and  adequate  pro- 
teins, including  cheese  and  the  leguminous 
plants.  This  is  an  attempt  to  supply  the 
foods  that  are  rich  in  the  amino  acid : ty- 
rosine. The  body  seems  to  have  a very 
simple  method  of  combining  tyrosine  and 
iodine  to  make  thyroxine.  In  adding  green 
vegetables  to  make  the  diet  perfect,  thought 
should  be  given  to  plants  that  belong  to 
the  brassica  group. 

From  this  point  on  we  shall  move  into 
the  realm  of  experimental  medicine,  but 
shall  consider  only  those  methods  of  con- 
trolling hyperthyroidism  that  are  consid- 
ered safe. 

There  are^at  least  three  possibilities.  One 
is  to  neutralize  the  internal  secretion  of  the 
thyroid  gland:  thyroxine.  There  is  an  anti- 
thyroid substance  that  occurs  in  the  human 
body  known  as  paraxanthine  (one  to  seven 
dimethylxanthine).  When  this  chemical  is 
given  to  rats,  the  basal  metabolism  begins 
to  fall  immediately  and  will  go  to  a point 
twenty-five  per  cent  below  normal.  Para- 
xanthine seems  to  neutralize  thyroxine. 

The  second  method  of  attack  is  to  pro- 
duce a hypoplasia  of  the  thyroid  gland  with 
its  low  basal  metabolism  by  feeding  a spe- 
cially prepared  anterior  pituitary  sub- 
stance. If  guinea  pigs  are  fed  on  pituitary 
substance  from  normal  rats,  the  thyroid 
glands  of  the  guinea  pigs  show  an  imme- 
diate hyperplasia  with  its  resulting  increase 
in  metabolic  rate,  but  if  the  rats  to  be  used 
are  fed  on  desiccated  thyroid  for  a while 
before  they  are  killed,  a decided  hypothy- 
roidism is  produced  in  the  guinea  pig. 

The  third  method  of  attack  and  the  one 
that  is  producing  the  most  encouraging 
results  at  present  in  the  actual  treatment 
of  cases  of  exophthalmic  goiter  is  an  at- 
tempt to  block  the  flow  of  thyroxine  from 
the  thyroid  gland.  So  far  nearly  200  com- 
pounds have  been  studied.  Those  men- 
tioned most  frequently  and  listed  in  order 
of  their  safety  are  thiourea,  thiouracil, 


plants  of  the  brassica  group,  the  sulfona- 
mides, and  the  thiocyanates. 

Astwood  of  Boston  has  been  working 
principally  with  thiourea  and  thiouracil, 
for  he  has  found  these  drugs  to  be  rela- 
tively safe  for  experiments  carried  out  on 
man.  When  thiourea  or  thiouracil  are  given 
to  cases  of  exophthalmic  goiter,  the  basal 
metabolism  returns  to  normal  and  the  pa- 
tient is  symptomatically  improved.  A state 
of  hyperthyroidism  returns,  however,  when 
the  drug  is  discontinued. 

Since  exophthalmic  goiter  is  a self-limited 
disease,  it  would  seem  that  the  use  of  these 
chemicals  that  are  now  being  studied  by 
Astwood  would  be  of  great  value  even  if  we 
could  give  the  patient  relief  from  his  symp- 
toms for  only  a few  weeks  at  a time.  The 
human  machine  can  go  on  almost  indefi- 
nitely in  its  struggle  against  disease  if 
frequent  intervals  of  rest  and  repair  can 
be  gotten.  Thiourea  and  thiouracil  have 
been  given  continuously  over  a period  of 
thirty  days  without  any  apparent  toxic  ef- 
fect. 

With  the  ever-increasing  knowledge  of 
drugs  that  influence  thyroid  and  pituitary 
activity,  it  does  seem  reasonable  to  assume 
that  the  day  is  fast  approaching  when 
exophthalmic  goiter  can  be  corrected  with- 
out the  use  of  surgery. 
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DDT  POWDER  FOR  THE  DESTRUCTION  OF  BODY  LICE* 

A.  L.  AHNFELDT,  Lieutenant  Colonel,  Medical  Corps,  and  Director,  Sanitation  and 


Hyg  iene  Division,  Office  of  the  Surgeon  General 

The  Surgeon  General  of  the  Army  would 
like  to  have  me  express  his  sincere  appre- 
ciation for  the  help  and  cooperation  the 
Geigy  Company  has  accorded  his  office. 
We  have  come  a long  way  with  DDT  since 
October,  1942,  when  your  representatives, 
Mr.  Mahnken  and  Doctor  Froelicher,  called 
on  Dr.  R.  C.  Roark  of  the  Bureau  of  En- 
tomology, United  States  Department  of 
Agriculture,  bringing  to  his  attention  a 
new  insecticide  for  agricultural  purposes 
and  also  effective  in  killing  lice.  It  was 
fortunate  that  the  Bureau  of  Entomology 
was  engaged  at  that  time  in  a research 
project  requested  by  the  Surgeon  General 
through  the  Committee  on  Medical  Re- 
search of  the  Office  of  Scientific  Research 
and  Development  to  develop  a new  insecti- 
cide for  the  control  of  lice.  The  Army  was 
already  using  an  effective  louse  powder 
called  MYL,  but  this  contained  the  critical 
ingredient,  pyrethrum,  needed  even  more 
in  our  aerosol  insecticide.  It  was  this  need 
to  conserve  pyrethrum  which  led  to  the 
request  for  further  research  to  develop  a 
suitable  substitute  as  an  insecticide  against 
lice.  To  the  great  satisfaction  of  Colonel 
William  S.  Stone,  my  predecessor  as  Di- 
rector of  the  Sanitation  and  Hygiene  Divi- 
sion of  the  Surgeon  General’s  Office,  who 
displayed  an  early  interest  in  DDT  and 
pressed  the  investigations,  DDT  proved  to 
be  not  only  a suitable  substitute  for  pyreth- 
rum, but  one  whose  effectiveness  against 
lice  was  retained  for  thirty  days  as  com- 
pared with  the  seven  days  for  the  MYL 
pyrethrum  powder. 

After  a great  many  toxicological  studies, 
the  safety  of  DDT  under  the  conditions  of 
its  Army  use  was  established,  and  on  May 
26,  1943,  a mixture  of  ten  per  cent  DDT 
in  pyrophyllite  was  adopted  for  use.  This 
powder  is  packaged  in  a two-ounce,  pepper- 
type  can,  and  distributed  on  a basis  of 
1,000  cans  per  1,000  men  per  month  to 

*Read  at  the  Press  Luncheon  at  the  Hotel 
Pennsylvania  under  the  auspices  of  Geigy  Com- 
pany, Inc.,  89  Barclay  Street,  New  Yoi'k  8,  New 
York,  May  31,  1944. 


troops  in  areas  where  louse-borne  epidemic 
typhus  exists.  Each  soldier  carries  a can 
in  his  pack,  and  the  powder  is  applied  by 
dusting  it  onto  the  inner  surface  of  the 
underwear  before  he  dons  the  garment, 
paying  particular  attention  to  the  seams. 

The  further  development  of  the  use  of 
DDT  louse  powder  is  a fascinating  story. 
The  first  field  studies  on  DDT  were  car- 
ried out  in  the  fall  of  1943  in  North  Africa 
by  Army  medical  officers  in  cooperation 
with  the  United  States  of  America  Typhus 
Commission  and  investigators  from  the 
Rockefeller  Foundation.  Here  the  most,  im- 
portant development  of  the  century  in  the 
field  of  typhus  control  was  demonstrated. 
It  was  shown  that  with  as  potent  a lousicide 
as  DDT,  mass  delousing  of  troops,  pris- 
oners, refugees,  and  the  civilian  population 
could  be  successfully  carried  out  by  simply 
blowing  or  dusting  DDT  powder  under  the 
clothing  by  means  of  a hand  “Flit”  gun 
fitted  with  a rubber  nozzle,  or  powder  dus- 
ters utilizing  compressed  air. 

The  following  experiment  is  typical  of 
the  experience  gained  in  such  methods.  In 
one  prisoner  of  war  camp,  252  men  were 
selected  as  a group.  Lice  were  found  on 
seventy-seven  per  cent  of  these  men.  The 
entire  group  of  men  were  then  dusted  with 
DDT  louse  powder.  Re-examination  of  151 
of  these  men  sixteen  days  later  failed  to 
reveal  the  presence  of  a single  louse. 

As  an  interesting  side  light,  this  method 
of  delousing  soon  was  tremendously  pop- 
ular with  the  native  Arab  population  in 
North  Africa,  and  became  known  among 
them  as  a sleeping  powder,  because  for 
the  first  time  in  years  they  were  able  to 
have  relief  from  louse  infestation  and  were 
thus  able  to  get  a good  night’s  sleep. 

An  opportunity  for  further  proving  the 
worth  of  DDT  and  the  suitability  of  the 
new  method  of  mass  delousing  in  the  face 
of  an  actual  epidemic  was  not  long  in  pre- 
senting itself.  During  December,  1943, 
and  January,  1944,  a relatively  large  out- 
break of  louse-borne  typhus,  epidemic  ty- 
phus, occurred  in  Naples,  and  spread  rap- 
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idly,  constituting  a serious  potential  threat 
to  our  troops.  This  outbreak  was  due  in 
large  part  to  returning  Italian  troops  from 
Yugoslavia  after  Italy’s  capitulation. 

The  United  States  of  America  Typhus 
Commission,  A.  M.  G.  officials,  and  a typhus 
control  team  of  the  Rockefeller  Foundation 
Health  Commission,  working  in  close  co- 
operation with  the  Army  Medical  Corps, 
took  prompt  and  vigorous  measures  to  sup- 
press it.  DDT,  we  knew,  would  control 
lousiness,  but  would  it  also  control  a typhus 
epidemic?  The  test  was  at  hand.  DDT 
was  applied  at  mass  dusting  stations  which 
were  set  up  all  over  Naples.  Each  station 
was  manned  by  six  to  twenty  persons.  Over 
a million  and  a half  individuals  were  de- 
loused  with  DDT  powder  in  less  than  one 
and  a half  months — an  astonishing  accom- 
plishment. Some  stations  were  able  to  dust 
as  many  as  5,000  people  a day,  and  during 
the  early  control  period  over  50,000  persons 
were  deloused  daily  in  Naples. 

Reports  indicate  that  up  to  the  middle  of 
March  over  two  and  one-quarter  million 
persons  had  been  so  treated.  The  epidemic 
was  stopped,  and  to  date  no  case  of  typhus 
has  been  reported  in  an  American  soldier 
in  Italy. 

Again,  delousing  had  its  humorous  side. 
The  delousing  schedule  occasionally  inter- 
rupted wedding  ceremonies.  The  bride  with 
her  entourage  would  leave  the  chapel  and 
appear  at  the  dusting  station,  cheerfully 
submitting  to  the  dusting  procedure.  Great 
hilarity  ensued.  Here  was  a new  vogue: 
sprinkling  the  bride  with  louse  powder  in- 
stead of  the  traditional  rice.  (Laughter.) 

As  experimental  work  advances,  new 
uses  are  being  found  for  DDT.  The  im- 
pregnation of  underwear  with  a DDT  emul- 
sion has  proved  in  tests  to  be  a practical 
procedure.  Ordinarily,  impregnations  of 
garments  will  not  withstand  washing,  but 
our  research  scientists  have  found  an  emul- 
sion that  retains  its  effectiveness  against 
lice  after  the  clothing  has  been  laundered 
eight  times  extending  over  two  months.  An 
insecticide  which  has  such  residual  quali- 
ties, even  after  repeated  washing,  is  truly 
phenomenal.  The  still  limited  production 
of  DDT,  however,  will  not  permit  us  to 
use  this  additional  louse-protective  measure 


yet,  but  the  louse  powder  has  filled  the 
bill  pre-eminently  well. 

The  amazing  potentialities  of  DDT  are 
still  unfolding  and  many  other  develop- 
ments for  its  use  will  inure  to  the  benefit 
of  our  troops  and  those  of  our  Allies. 

These  new  control  measures  will  be  of 
tremendous  military  advantage,  and  will 
make  the  troops  of  the  United  Nations  the 
best  protected  soldiers  in  history.  To  ac- 
complish this,  we  will  need  to  have  DDT 
in  much  larger  quantities  than  present  pro- 
duction facilities  will  permit.  We  must  be 
able  not  only  to  lend  a helping  hand  to 
our  Allies  under  Lend-Lease,  but  also  be 
prepared  to  reinstitute  sanitary  control 
measures  for  the  ravaged  civilian  popula- 
tions in  war-torn  areas  of  occupied  coun- 
tries. 

Production  of  DDT  is  moving  ahead  at 
an  accelerated  pace,  but  is  still  not  suffi- 
cient to  meet  our  own  requirements.  A 
number  of  companies  are  now  in  production 
and  increasing  their  output.  The  Geigy 
Company,  Incorporated,  through  its  sub- 
sidiary,* the  Cincinnati  Chemical  Works, 
Incorporated,  which  was  the  only  manu- 
facturer of  DDT  in  this  country  for  the  first 
eight  months  of  the  production  program, 
has  done  yeoman  work  in  this  regard. 
Since  September  of  last  year  you  have  in- 
creased your  production  sixfold,  and  I un- 
derstand are  undertaking  further  expansion 
to  increase  your  production  even  more. 
This  is  a commendable  record  for  which 
we  extend  to  you  our  sincere  thanks.  Your 
reward  is  in  knowing  that  the  DDT  which 
you  have  manufactured  has  protected  many 
a soldier  who  might  otherwise  have  been 
the  victim  of  insect-borne  disease  and  died. 
This  gratitude  will  also  be  written  in  the 
hearts  of  parents,  wives,  and  relatives  who 
will  have  been  spared  the  loss  of  a loved 
one  from  the  diseases  which  plagued  armies 
in  the  past. 

Before  closing,  I would  like  to  say  a word 
about  the  preventive  medicine  program  of 
the  Army.  This  program  is  a tremendous 
one  and  is  promulgated  by  the  Preventive 

* Editor's  Note:  Cincinnati  Chemical  Works,  Inc., 
is  an  affiliate  of  Geigy  Company,  Inc.,  not  a sub- 
sidiary. 
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Medicine  Service  of  the  Surgeon  General’s 
Office. 

In  1939,  when  war  broke  out  in  Europe 
and  it  became  clear  that  we  might  ulti- 
mately be  drawn  into  the  conflict,  plans 
were  made  to  combat  the  diseases  which 
might  threaten  our  troops  in  foreign  lands. 
The  plagues  of  every  land  were  considered 
potential  hazards.  Our  main  objective  was 
to  protect  the  health  of  the  Army  through 
the  prevention  and  control  of  communicable 
diseases  and  the  elimination  of  sanitary  and 
other  health  hazards. 

An  inventory  of  the  measures  available 
against  communicable  disease  and  particu- 
larly against  insect-borne  disease  indicated 
the  need  for  newer  and  better  methods. 
Additional  scientific  committees  were  or- 
ganized and  an  extensive  research  program 
instituted  at  the  request  of  the  Surgeon 
General.  This  program  of  research  was 
ably  carried  out  by  the  Committee  on  Med- 
ical Research  of  the  Office  of  Scientific 
Research  and  Development,  through  the 
Bureau  of  Entomology,  United  States  De- 
partment of  Agriculture,  the  National  In- 


stitute of  Health,  the  Food  and  Drug  Ad- 
ministration, and  private  investigators. 

Now,  in  the  insect  control  field  we  have 
the  aerosol  bomb,  the  Army  6-2-2  repellent, 
and  the  DDT  louse  powder  as  some  of  the 
outstanding  fruits  of  these  labors. 

It  is  a kind  Providence  that  permits  revo- 
lutionary discoveries  of  benefit  to  all  man- 
kind to  come  from  the  wanton  destruction 
of  war.  To  millions  of  the  people  of  the 
earth  there  could  be  no  greater  boon  than 
freedom  from  the  disease-bearing  and  pest 
insects  which  have  plagued  man  since  time 
immemorial. 

I firmly  believe  that  the  discovery  of 
DDT  now  being  applied  to  the  use  of  the 
Armed  Forces  offers  the  hope  of  a new 
era  in  insect  control  and  will  rank  with 
the  really  great  discoveries  in  medicine  of 
the  past  century.  DDT  will  be  to  preven- 
tive medicine  what  Lister’s  discovery  of 
antiseptics  was  to  surgery,  and  should  close 
the  door  forever  on  those  diseases  which 
are  companions  of  death-dealing  insects. 
(Applause.) 
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STANDING  ORDERS  FOR  NURSES  IN  INDUSTRY* 

Prepared  by  the  Council  on  Industrial  Health,  American  Medical  Association 
535  North  Dearborn  Street,  Chicago  10,  Illinois 


The  Council  on  Industrial  Health  has  prepared 
the  following  report  as  an  aid  to  physicians  in 
industry  and  to  committees  on  industrial  health 
in  state  and  county  medical  societies  called  on  to 
formulate  standing  orders  for  industrial  nurses. 
— C.  M.  Peterson,  M.D.,  Secretary. 

For  some  time  the  medical  and  nursing 
professions  have  been  concerned  about  the 
employment  of  nurses  in  industry  without 
adequate  medical  supervision.  The  Council 
on  Industrial  Health  has  therefore  been  re- 
quested to  formulate  standing  orders  for 
industrial  nurses  which  can  be  adapted  to 
meet  the  requirements  of  individual  indus- 
trial medical  departments.  If  no  responsi- 
ble industrial  medical  authority  exists,  it 
is  recommended  that  the  nurse  request  help- 
ful instruction  in  this  regard  from  the  com- 
mittee on  industrial  health  of  the  appro- 
priate county  or  state  medical  society. 

General  Relationships 

Standing  orders  represent  a preliminary 
understanding  between  physician  and  as- 
sisting personnel  about  routine  conduct  of 
a medical  service.  In  establishing  such  or- 
ders in  an  industrial  medical  department, 
several  considerations  need  to  be  borne  in 
mind : 

1.  The  greater  the  amount  of  personal 
supervision  exercised  by  the  physician  di- 
rectly in  the  industrial  environment,  the 
better  is  the  industrial  health  service. 

2.  Standing  orders  cannot  be  written  to 
meet  every  situation  likely  to  arise  in  in- 
dustry. They  must  be  modified  to  meet  spe- 
cific requirements  and  in  accordance  with 
the  training  and  professional  competence 
of  the  assisting  personnel.  They  should  be 
signed  by  the  supervising  medical  author- 
ity and  posted  prominently  in  the  medical 
department. 

3.  The  nurse  in  industry  should  assume 
no  responsibility  for  service  outside  the 
field  of  her  professional  training.  This 
applies  particularly  to  individual  case  man- 

*  Reprinted  from  the  Journal  of  the  American 
Medical  Association,  August  28,  1943,  Vol.  122,  pp. 
1247-1249.  Copyright,  1943,  by  American  Medical 
Association. 


agement,  from  which  the  nurse  should  rig- 
idly abstain  except:  (a)  In  emergencies  de- 
manding immediate  independent  judgment 
and  action,  (b)  Procedures  of  preliminary 
or  first-aid  nature  routinely  required  by 
reason  of  the  nature  of  the  work  and  which 
are  clearly  stipulated  in  the  standing  orders. 

This  statement  confines  itself  mainly  to 
these  last-named  aspects  of  mediconursing 
relations  in  industry.  Additional  reports 
on  other  functions  of  industrial  nurses  will 
follow  as  needed. 

Emergency  Procedure  in  Industry 

General  principles  which  operate  in  all 
emergency  situations  apply  to  industry  as 
well.  They  are: 

1.  Call  a physician  immediately. 

2.  Stop  bleeding. 

3.  Restore  breathing. 

4.  Prevent  shock  and  infection. 

5.  Do  no  more  than  is  actually  needed. 

The  supervising  physician  should  assure 

himself  that  these  instructions  are  thor- 
oughly understood  and  should  institute  spe- 
cial training  when  necessary.  Nurses  in 
industry  should  qualify  as  first-aid  in- 
structors. 

Emergency  Supplies. — Emergency  packs 
with  essential  sterile  supplies  should  be 
available  at  all  times  in  the  medical  de- 
partment and  in  first-aid  kits  suitably  lo- 
cated throughout  the  plant.  Regular  in- 
spection is  necessary. 

Hemorrhage. — Bleeding  calls  for  imme- 
diate attention.  The  nurse  should  notify 
the  physician  and,  until  he  arrives,  proceed 
as  follows: 

1.  Expose  the  wound. 

2.  Remove  obvious  foreign  matter. 

3.  Apply  pressure. 

Direct  manual  or  bandage  pressure  firm- 
ly applied  over  sterile  gauze  packing  at  the 
bleeding  site  will  effectively  control  mod- 
erate hemorrhage.  Indirect  compression  is 
indicated  in  excessive  bleeding  not  con- 
trollable by  direct  methods.  Digital  com- 
pression over  the  vessel  against  underlying 
structures  either  adjacent  to  the  wound  or 
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at  the  nearest  pressure  point  will  usually 
suffice  until  the  physician  arrives.  Indi- 
rect pressure  should  be  applied  proximal 
or  distal  to  the  wound,  in  keeping  with  the 
arterial  or  venous  character  of  the  bleed- 
ing. Hemostats  or  clamps  should  be  ap- 
plied whenever  the  emergency  warrants  it. 

Avoid  applying  a tourniquet  if  possible. 
If  severe  bleeding  in  an  extremity  suggests 
the  use  of  a tourniquet,  apply  a blood  pres- 
sure cuff. 

The  nurse  should  remember  that : 

1.  A direct  pressure  bandage  should  not 
act  as  a tourniquet. 

2.  A tourniquet  must  be  periodically  re- 
leased at  least  every  fifteen  minutes. 

3.  No  dressing  should  be  applied  over  a 
tourniquet. 

4.  Asepsis  must  be  observed  at  all  times. 

Asphyxia. — Cessation  of  breathing  from 

any  cause  demands : 

1.  Artificial  respiration  at  once  and  at 
the  site  of  the  accident. 

2.  Notification  of  the  physician. 

3.  Maintenance  of  body  warmth.  Avoid 
excessive  heating. 

All  industrial  nurses  should  demonstrate 
ability  to  apply  artificial  respiration  by  the 
prone  pressure  method  and  should  realize 
the  need  for  its  continuous  application  until 
breathing  is  restored  or  until  careful  re- 
peated medical  examination  advises  other- 
wise. 

Shock. — Early  and  adequate  shock  treat- 
ment is  lifesaving.  Do  not  delay. 

Common  symptoms  of  shock  following- 
injury  are  pallor,  perspiration,  and  rapid 
thready  pulse.  Emergency  management  by 
the  nurse  should  include: 

1.  Notification  of  the  physician. 

2.  Removal  of  cause.  If  shock  is  due  to 
hemorrhage,  control  it.  If  it  is  due  to 
trauma  not  associated  with  bleeding,  all 
active  treatment  of  injury  should  be  de- 
ferred until  shock  management  has  been 
instituted.  Wounds  should  be  covered  with 
sterile  dressings  to  prevent  infection. 

3.  Relief  of  pain:  one-sixth  to  one-fourth 
grain  (.01  to  .016  gram)  of  morphine  sul- 
fate, repeated  if  necessary,  or  barbiturates 
as  routinely  ordered  except  in  injuries  to 
the  head  or  trunk. 

4.  Keeping  the  patient  warm,  dry,  and  on 


his  back  with  his  head  low.  Avoid  over- 
heating. 

Routine  Nursing  Care  of  Injuries 

Successful  medical  management  of  in- 
dustrial injuries  depends  on: 

1.  Prompt  treatment. 

2.  Meticulous  cleansing  and  dressing. 

3.  Examination  of  deep  as  well  as  of 
superficial  structures. 

To  accomplish  these  aims  the  routine 
functions  of  the  nurse  should  be  confined  to 
care  of  minor  wounds  as  follows : 

1.  Protect  wound  with  sterile  gauze  while 
adjacent  area  is  cleansed  with  soap  and 
water  or  solvent. 

2.  Discard  protective  dressing  and  clean 
wound  margins. 

3.  Irrigate  wound  with  sterile  water  or 
isotonic  solution  of  sodium  chloride. 

4.  Apply  antiseptic  of  physician’s  choice. 

5.  Apply  dry  sterile  dressing,  interfering 
as  little  as  possible  with  function.  Sterile 
dressings  should  be  covered  with  protective 
material  for  use  at  work.  The  worker 
should  be  instructed  not  to  remove  the 
dressing,  but  to  return  to  the  medical  de- 
partment if  it  becomes  loosened  or  uncom- 
fortable. 

The  nurse  should  do  no  more  than  is  ac- 
tually needed.  The  following  conditions 
require  direct  medical  supervision : 

1.  Wounds  requiring  debridement. 

2.  Those  with  obvious  or  suspected  in- 
volvement of  deep  structures. 

3.  Wounds  with  edges  which  do  not  ap- 
proximate. 

4.  Wounds  about  the  head  and  face. 

5.  Contaminated  wounds  requiring  teta- 
nus prophylaxis. 

Management  of  Common  Injuries. — In- 
juries most  likely  to  be  encountered  in  in- 
dustry include  the  following  conditions: 

1.  Abrasions:  Clean  and  apply  dry  dress- 
ing. Extensive  or  deep  loss  of  skin,  espe- 
cially about  the  fingers  and  hands,  needs 
medical  attention. 

2.  Contusions:  Treat  with  cold  com- 
presses directly  following  injury,  later  with 
moist  heat.  If  soreness  or  disability  persists 
or  if  deep  involvement  is  suspected,  refer 
to  the  physician. 

3.  Lacerations:  Clean  and  apply  dressing 
as  directed.  Any  possibility  of  injury  to 


268 


STANDING  ORDERS  FOR  NURSES  IN  INDUSTRY 


August,  1944 


joints,  nerves  or  tendons  should  be  brought 
to  the  physician’s  attention  at  once. 

4.  Puncture  Wounds:  Puncture  wounds 
through  the  skin  need  direct  medical  super- 
vision to  avoid  or  treat  severe  infection.  If 
superficial,  clean  and  apply  sterile  dressing. 

5.  Slivers  and  Splinters:  Penetration 

through  the  skin  by  slivers  or  splinters  al- 
ways carries  the  risk  of  an  infected  punc- 
ture wound  and  should  be  treated  as  such. 
Those  lodged  superficially  and  easily  re- 
moved without  added  trauma  or  incision 
may  be  extracted  aseptically  by  the  nurse. 

6.  Burns  and  Scalds:  Clean  minor  burns 
with  soap  and  water.  Apply  petrolatum  or 
five  per  cent  boric  acid  ointment,  bandaging 
firmly  without  interfering  with  function. 
Leave  blisters  alone.  In  all  other  cases : 
(a)  Notify  the  physician,  (b)  Cover  the 
burned  area  with  a sterile  dressing  or  sheet 
moistened  with  isotonic  solution  of  sodium 
chloride  or  five  per  cent  sodium  bicarbonate 
solution,  (c)  Combat  pain  and  shock. 

In  the  absence  of  specific  orders,  chem- 
ical burns  should  be  treated  by  irrigation 
or  immersion  in  water  for  at  least  twenty 
minutes  and  then  by  dressing. 

7.  Sprains  and  Strains:  Treat  first  with 
cold  compresses,  elevation  of  the  part  and 
rest.  A physician’s  advice  is  necessary  re- 
garding strapping,  other  methods  of  sup- 
port or  fixation,  further  examination  or 
special  therapy. 

Fractures 

Preliminary  steps  for  the  nurse  are: 

1.  Call  a physician  at  once. 

2.  Keep  the  patient  quiet  and  warm. 

3.  Immobilize  before  any  movement  is 
attempted. 

4.  Do  not  attempt  reduction. 

5.  If  the  fracture  is  compounded,  cover 
the  site  of  the  fracture  with  a dry  sterile 
dressing.  Do  not  cleanse  or  reduce. 

Special  instruction  in  splinting  should  be 
provided  every  industrial  nurse. 

Eye  Injuries 

Rigid  aseptic  technic  must  be  scrupulous- 
ly observed  in  all  eye  conditions.  Never 
attend  consecutive  patients  without  sterili- 
zation of  instruments  and  careful  hand 
washing.  Remember  that  early  symptoms 
of  infection  simulate  foreign  body. 


Minor  Burns. — Do  not  apply  ointments 
to  minor  burns  of  the  skin  about  the  eye. 
Apply  a sterile  dressing  and  refer  to  the 
physician. 

Burns  of  the  Eye. — 1.  Chemical  Burns: 
Irrigate  chemical  burns  of  the  eye  copious- 
ly and  at  once  with  water,  preferably  by 
immersion.  Neutralizing  solutions  are  usu- 
ally inadequate  or  unavailable.  The  rapid- 
ity with  which  the  irrigation  occurs  is  more 
important  than  the  type  of  solution  used. 
Continue  to  irrigate  at  least  twenty  min- 
utes by  the  clock. 

2.  Hot  Metal  Burns:  Apply  a sterile  pad 
and  refer  at  once  to  the  physician.  Do  not 
irrigate.  An  anesthetic  should  be  applied 
as  ordered  by  the  doctor. 

Every  burn  of  the  eye  should  receive  com- 
petent medical  attention  early. 

Foreign  Bodies. — The  nurse  should  at- 
tempt to  remove  only  those  foreign  bodies 
of  the  eye  which  can  be  readily  located  and 
which  can  be  easily  washed  out  or  removed 
with  a dry  sterile  cotton  applicator.  An 
antiseptic  may  be  applied  if  the  physician 
so  orders. 

Direct  medical  care  is  essential : 

1.  If  the  foreign  body  cannot  readily  be 
located.  Stains  to  aid  in  the  location  of 
foreign  bodies  should  be  used  only  on  spe- 
cific medical  order. 

2.  If  removal  requires  any  instrumenta- 
tion. 

3.  If  irritation  or  pain  persists  after  re- 
moval. 

No  person  with  an  eye  injury  should  be 
discharged  without  examination  by  a phy- 
sician. 

“Flash”  Injury.  — First-aid  treatment 
should  include: 

1.  Local  anesthetic  as  ordered. 

2.  Cold  compresses. 

3.  Sedatives. 

Persistent  pain  following  flash  needs 
medical  examination  and  treatment. 

Conjunctivitis. — Conjunctivitis  or  other 
forms  of  conjunctival  irritation  should  be 
referred  routinely  to  the  physician  or  oph- 
thalmologist. 

Head  Injuries 

Until  the  physician  takes  over,  the  nurse 
should : 

1.  Keep  the  patient  lying  down. 
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2.  Elevate  the  head. 

3.  Apply  icecap  or  cold  compress.  No 
sedatives. 

4.  Record  pulse  and  respiration  every  ten 
minutes. 

Clip  or  shave  and  cleanse  areas  adjacent 
to  scalp  lacerations,  and  cover  with  a ster- 
ile pad. 

Chest  and  Abdominal  Injuries 

Contusions  of  the  chest  and  abdomen 
with  or  without  external  evidence  of  injury 
may  result  in  trauma  to  underlying  organs. 

Until  seen  by  the  physician,  such  patients 
must  be: 

1.  Kept  warm  and  quiet. 

2.  Allowed  no  sedatives. 

3.  Have  pulse,  temperature,  and  respira- 
tion recorded  frequently. 

4.  Suitably  bandaged  to  avoid  contami- 
nation. 

In  case  of  abdominal  injury  give  nothing 
by  mouth. 

Nonoccupational  Illness 

Treatment  of  injury  or  illness  which  has 
no  relation  to  occupation  is  not  a function 
of  the  industrial  medical  department  ex- 
cept : 

1.  First  aid  for  emergency  sickness.  Such 
measures  as  the  situation  demands  must 
be  taken  until  notification  of  the  family 
physician  discharges  responsibility. 

2.  For  minor  ailments  which  temporarily 
interfere  with  an  employee’s  comfort  or 
ability  to  complete  a shift  and  for  the  re- 
lief of  which  a physician  would  not  ordi- 
narily be  consulted. 

In  all  relationships  of  this  kind,  judg- 
ment and  tact  are  required  of  the  industrial 
nurse.  Several  principles  apply : 

1.  Before  giving  any  treatment,  the  tem- 
perature, pulse,  general  appearance,  and  a 
history  of  the  presenting  complaint  should 
be  recorded. 

2.  Palliative  treatment,  especially  for 
chronic  or  recurring  disorders,  should  not 
be  repeated. 

Every  properly  trained  nurse  under- 
stands the  difference  between  attention  of 
this  kind  and  systematic  treatment. 

Care  of  Minor  Illness  and  Symptoms 

Persistent  or  augmenting  symptoms  of 


irritation,  discomfort  or  disability  suggest 
faulty  work  environment.  The  nurse  should 
not  hesitate  to  ask  for  medical  examination 
of  workers  and  of  the  premises. 

Fever. — A rise  in  temperature  of  one  de- 
gree suggests  medical  consultation  before 
work  is  resumed.  Findings  should  be 
checked  by  repeated  thermometer  record- 
ings. 

Headache.  — Record  temperature.  If 
headache  is  accompanied  by  dizziness,  nau- 
sea, vomiting,  stiff  neck,  injury,  history  of 
recurrence,  fever,  general  malaise,  or  other 
symptoms,  the  patient  needs  medical  atten- 
tion. If  not,  give  an  analgesic  as  ordered 
by  the  physician. 

Remember  that  headache  or  dizziness 
may  be  premonitory  signs  of  intoxication. 

Unconsciousness.  — 1.  Fainting.  Usual 
symptoms  are  pallor,  with  shallow  breath- 
ing, slow  and  weak  pulse.  Period  of  un- 
consciousness is  of  short  duration. 

Keep  the  patient  lying  down  with  head 
lowered  until  fully  recovered.  Be  sure  the 
patient  has  plenty  of  fresh  air.  Clothing 
should  be  loosened  and  stimulating  in- 
halants used,  such  as  ammonia  or  smelling 
salts. 

2.  Other  causes.  If  other  signs  are  pres- 
ent or  if  unconsciousness  persists  longer 
than  a few  minutes,  call  for  medical  assist- 
ance. Give  nothing  by  mouth. 

Toothache. — If  there  is  a cavity,  the 
nurse  may  pack  it  with  cotton  dipped  in  oil 
of  cloves  for  temporary  relief.  For  further 
examination  and  treatment,  refer  to  a den- 
tist. 

Nosebleed. — Spontaneous  nosebleed  may 
be  treated  by  cold  packs  or  pinching  the 
sides  of  the  nose  against  the  septum.  Keep 
the  patient  sitting  erect  or  standing  and 
loosen  the  collar  if  it  tends  to  constrict  the 
neck.  Advise  the  patient  not  to  breathe  or 
blow  through  the  nose  for  an  hour  or  two 
after  bleeding  has  stopped. 

Bear  in  mind  that  certain  occupational 
exposures  are  manifested  by  nasal  damage 
and  bleeding. 

Sore  Throat. — Patients  with  sore  throat 
may  be  given  a hot  saline  gargle  if  they 
have  a normal  temperature.  Do  not  “paint” 
the  throat.  Any  persistent  sore  throat  or 
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one  associated  with  fever  needs  medical 
care  at  home. 

Respiratory  Irritation  or  Infection. — Re- 
peated or  persistent  signs  of  bronchial  or 
chest  irritation  without  associated  infec- 
tion suggests  an  unfavorable  occupational 
exposure.  A plant  hygiene  survey  is  indi- 
cated. 

Persons  having  acute  respiratory  infec- 
tions with  elevated  temperature,  cough, 
sneezing,  or  nasal  discharge  should  be  sent 
home  for  proper  segregation,  rest,  and  med- 
ical attention.  In  mild  infections,  work 
may  be  continued  if  under  medical  or  nurs- 
ing supervision  simple  measures  will  con- 
trol symptoms  and  prevent  spread. 

Available  medical  evidence  at  the  pres- 
ent time  cannot  support  routine  administra- 
tion of  cold  vaccines  or  vitamin  prepara- 
tions as  methods  of  reducing  the  incidence 
or  severity  of  acute  respiratory  infections. 

Frequent  colds  or  chronic  respiratory 
conditions  require  special  medical  consid- 
eration. 

Abdominal  Distress. — Early  signs  of  oc- 
cupational intoxication  may  be  abdominal 
in  character.  In  any  case  abdominal  dis- 
tress, nausea  or  pain,  especially  if  severe  or 
persistent,  requires  competent  medical  diag- 
nosis and  management. 

Laxatives  should  never  be  dispensed  f rom 
an  industrial  medical  department. 

Dysmenorrhea.  — Painful  menstruation 
not  associated  with  fever  or  gastrointestinal 
disturbances  may  be  treated  with  an  anal- 
gesic ordered  by  the  physician  and  the  pa- 
tient placed  at  rest  with  heat  to  the  lower 
part  of  the  abdomen.  If  there  is  no  relief 
or  if  other  signs  or  symptoms  present  them- 
selves, she  should  be  referred  to  her  phy- 
sician. 

Patients  with  recurrent  severe  dysmenor- 
rhea should  not  be  given  palliative  treat- 
ment. They  should  be  referred  for  exam- 
ination and  treatment. 

Dermatitis 

Management  of  skin  disorders  in  indus- 
try depends  on  cause. 

Specific  Irritants.  — Materials  or  proc- 
esses in  the  plant  capable  of  causing  skin 
disease  should  be  identified  and  special 
orders  provided  for  control.  Competent 


dermatologic  consultation  is  essential  in  all 
obscure  or  refractory  situations. 

Nonspecific  Skin  Disease.  — Nonspecific 
skin  irritation  in  industry  is  almost  entirely 
assignable  to  faulty  personal  hygiene.  The 
nurse  can  do  much  to  improve  washing  rou- 
tine, the  use  of  dependable  protective  cov- 
erings, the  wearing  of  clean  work  clothing, 
maintenance  of  satisfactory  housekeeping 
in  the  plant  and  the  general  maintenance  of 
accepted  hygienic  procedure. 

Pregnancy 

A definite  policy  regarding  employment 
during  pregnancy  should  embrace  the  fol- 
lowing recommendations: 

1.  The  employee  should  notify  the  proper 
authority  in  industry  about  her  pregnancy 
within  the  first  trimester. 

2.  She  should  obtain  a statement  from 
her  own  physician — (a)  that  her  work  is 
not  contraindicated;  (b)  regarding  the 
length  of  time  she  should  work. 

3.  Special  attention  should  be  given  to 
the  nature  of  the  work.  Pulling,  pushing, 
and  lifting  must  be  kept  within  safe  limits. 
Rest  periods  will  tend  to  minimize  emo- 
tional and  physical  instability  during  preg- 
nancy. 

4.  Ordinarily  work  should  terminate  by 
the  thirty-second  week  (within  six  weeks 
of  term).  If  contraindications  arise  with- 
in this  period,  the  employment  should  stop. 

5.  Return  to  work  is  inadvisable  before 
six  weeks  after  delivery  and  then  only  on 
notification  of  the  employer  by  the  physi- 
cian. 

Equipment  and  Supplies 

Space  which  can  command  privacy  and 
which  can  be  kept  clean  and  properly  pre- 
pared for  emergency  and  routine  services 
by  the  nurse  should  be  provided  in  the  plant. 
Special  attention  should  be  given  to  heat- 
ing, light,  ventilation,  and  accessibility. 

The  accompanying  check  list  of  furnish- 
ings and  supplies  suitable  for  a small  plant 
dispensary  should  be  augmented  by  equip- 
ment for  emergency  treatment  or  other  spe- 
cial medical  requirements  as  ordered  by  the 
plant  physician  or  other  medical  adviser. 
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Furnishings  and  Supplies 

General  furnishings: 


1.  Sink 

2.  Instrument  cabinet 

3.  Sterilizer 

4.  Dressing  table 

5.  Leg  rest 

6.  Cot 

7.  Stretcher 

8.  Mirror  10  by  12  in. 


9.  Foot-pedal  waste  can 

10.  Wastebasket 

11.  Storage  cabinet 

12.  Paper  towel  rack 

13.  Adhesive  rack 

14.  Record  file 

15.  Scale 


1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 
9. 

10. 

11. 

12. 


Instruments  and  Supplies: 


Scalpels 

Splinter  forceps 
Tissue  forceps 
Hemostatic  forceps 
Bandage  scissors 
Surgical  scissors 
Hand  magnifying 
glass 
Syringes 

Assorted  hypodermic 
needles 

Assorted  surgeons’ 
needles 
Needle  holder 
Assorted  bandages 


13.  Adhesive  plaster 

14.  Cotton 

15.  Applicators 

16.  Assorted  sutures 

17.  Assorted  splints 

18.  Assorted  jars  and  . 

basins 

19.  Test  tubes 

20.  Safety  razor  and 

blades 

21.  Hot-water  bottle 

22.  Icecap 

23.  Crutches 

24.  Tourniquet 


Drugs  (as  ordered  by  the  physician  or 
medical  adviser)  : 

1.  A stimulant  3.  Analgesics  and  seda- 

2.  An  emetic  tives 

4.  Antiseptics 
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NEOCID — A Generic  Term,  by  Geigy,  of  a Series  of  Insecticidal 
Compositions  of  DDT  for  Use  Against  Insects  Affecting  Man  and  Animal 


The  Geigy  neocid  is  available  in  powder 
form,  in  solution  or  emulsion,  or  as  a dry 
spray  concentrate  (which  may  be  diluted 
with  water),  the  form  used  depending  upon 
local  conditions  and  the  insect  to  be  treated. 

The  use  of  compositions  against  these 
insects  are  today  most  important  and  the 
results  have  been  little  short  of  miraculous. 
It  is  unnecessary  to  repeat  what  has  al- 
ready been  said  about  the  effect  of  neocid 
against  body  lice.  Let  us  merely  state  that 
this  product  has  probably  saved  the  lives 
of  many  thousands  of  our  boys  as  well  as 
many  civilians. 

The  dry  powder  has  been  used  success- 
fully against  head  lice  and  fleas. 

The  liquid  (solution  in  kerosene)  neocid 
has  been  found  extremely  effective  against 
bedbugs  by  spraying  mattresses  and  beds. 
One  application  of  a five  per  cent  spray  is 
reported  still  100  per  cent  effective  after 
300  days. 

The  housewife  is  frequently  bothered 
with  ants  and  cockroaches.  These  pests 
have  been  controlled  successfully  with 
neocid  preparations.  This  includes  the 
large  American  roach  as  well  as  the  small 
German  roach.  Neocid  powder  dusted  into 
cracks  and  on  shelves  will  retain  its  effi- 
ciency for  months.  A two  per  cent  dust 
applied  to  the  ground  has  been  found  very 
effective  against  chiggers.  This  is  good 
news  for  some  of  the  Southern  States, 
where  these  pests  are  a constant  annoyance 
to  man. 

The  most  spectacslar  results  of  all,  how- 
ever, have  been  obtained  with  flies.  These 
insects  are  provided  with  very  delicate 
nerve  receptors  on  the  tips  of  their  legs. 
By  merely  walking  over  a deposit  of  neocid, 
which  may  be  invisible  to  the  naked  eye, 
they  will  be  permanently  affected,  and  al- 
though they  do  not  die  instantly,  they  are 
doomed.  There  is  no  escape.  This  single 
contact  with  the  residue  seems  enough  for 
their  destruction. 

The  Swiss  were  the  first  to  make  this 


practical  observation,  and,  as  early  as  1942, 
they  reported  that  walls  and  ceilings  of 
stables  which  had  been  sprayed  with  a 
neocid  composition  containing  as  little  as 
.05  per  cent  DDT  remained  free  of  flies 
for  over  one  month.  Free  of  flies — this  is 
exactly  what  they  stated  two  years  ago, 
but  skeptics  soon  had  to  admit  that  they 
were  right.  If  the  concentration  of  the 
dry  sprays  is  increased  (which,  of  course, 
leaves  a visible  deposit  on  the  surface  in 
the  case  of  dry  sprays),  the  period  of  ef- 
ficiency has  been  known  to  have  been  ex- 
tended for  as  long  as  three  months.  Farm- 
ers are  naturally  anxious  to  get  this  product 
which,  with  one  or  two  applications,  causes 
barns  to  remain  virtually  free  of  fly  in- 
festation for  the  entire  season. 

Cattle  were  treated  in  Texas  with  DDT 
compositions  and  satisfactory  control  of 
the  horn  fly  (which  is  a major  cattle  pest 
in  the  South)  was  reported. 

The  household  sprays  of  the  future  will 
probably  contain  a percentage  of  DDT  be- 
cause the  addition  of  this  product  consider- 
ably improves  the  present  fly  sprays.  DDT 
will  hardly  be  used  alone  in  these  sprays 
because  it  lacks  the  dramatic  knockdown 
of  pyrethrum  or  the  thiocyanates ; how- 
ever, it  makes  up  for  that  deficiency  with 
positive  and  lasting  “kill.” 

These  few  sketchy  remarks  on  the  gesa- 
rol  and  neocid  preparations  are  nonethe- 
less encouraging  and  convincing.  Of 
course,  the  vaster  the  field  the  more  work 
for  the  entomologist.  Government  and  pri- 
vate laboratories  are  working  feverishly 
on  research  of  these  remarkable  insecti- 
cides. Probably  the  best-equipped  entomo- 
logical stations  in  the  world  are  in  the 
United  States  as  well  as  the  best-trained 
personnel  to  use  these  facilities.  There  is 
wonderful  cooperation  between  the  govern- 
ment and  industry  which  gives  us  the  as- 
surance that  postwar  America  will  lead  in 
the  fight  on  insects. 
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TENNESSEE  DOCTORS  AND  THE  MILITARY  SERVICE 


The  following  is  a list  of  Tennessee  doc- 
tors who  have  applied  for  a commission  in 
the  Army  or  Navy.  The  names  are  ar- 
ranged in  three  categories  as  follows:  first, 
those  who  have  been  commissioned  and  are 
on  duty;  second,  those  who  have  applied 
for  a commission  and  been  rejected  on  phys- 
ical grounds;  third,  those  who  have  been 
honorably  discharged  from  service.  The 
list  under  each  category  is  arranged  ac- 
cording to  counties. 

The  list  is  not  complete  according  to  the 
date  of  publication.  It  is  accurate  in  so  far 
as  our  information  goes  as  of  the  date  £he 
•Journal  goes  to  press. 

THE  HONOR  ROLL  OF  THE  MEDICAL  PRO- 
FESSION IN  TENNESSEE  NOW  SERV- 
ING IN  THE  ARMED  FORCES 


County  Name  Address 

Anderson — P.  M.  Dings  Briceville 

Anderson— A.  K.  Morris  Fork  Mountain 

Anderson — Geo.  M.  Kelley  Lake  City 

Bedford — H.  J.  Shull  Shelbyville 

Blount — R.  H.  Haralson  Maryville 

Blount — Joseph  T.  Marshall  Chattanooga 

Blount — Lowell  E.  Vinsant  Maryville 

Bradley — Dwight  N.  Arnold  Cleveland 

Bradley — A.  L.  Ball  Cleveland 

Bradley — Wm.  A.  Garrott  Cleveland 

Bradley — Claud  H.  Taylor  Cleveland 

Bradley — Madison  S.  Trewhitt  Cleveland 

Campbell — O.  H.  Coleman*  LaFollette 

Campbell — Jos.  McCoin  LaFollette 

Carroll — Robert  D.  Trevathan  Bruceton 

Carter — H.  B.  Damron  Elizabethton 

Carter — E.  L.  Caudill,  Jr.  Elizabethton 

Carter — J.  B.  Warren  Elizabethton 

Carter — W.  W.  Evans  Elizabethton 

Chester — John  Wm.  Baird  Henderson 

Claiborne — E.  A.  McEver  Pruden 

Clay — A.  L.  Buell  Celina 

Cocke — Haynes  B.  Cates  Newport 

Cocke — W.  C.  Ruble,  Jr.  Newport 

Cocke — Glenn  C.  Shults  Newport 

Coffee — G.  W.  Shelton  Manchester 

Cumberland — Price  H.  Duff  Crossville 

Davidson — Geo.  A.  Hatcher  Cedar  Grove,  N.  J. 
Davidson — David  F.  Johnson  Madison  College 
Davidson — James  T.  Allen  Nashville 

Davidson — James  P.  Anderson  Nashville 

Davidson — John  W.  Anderson  Nashville 

Davidson — Jos.  D.  Anderson  Nashville 

Davidson — Ralph  Angelucci Nashville 

Davidson — Ralph  V.  Ashbaugh  Nashville 

Davidson — Robert  D.  Beech  Nashville 

Davidson — F.  T.  Billings  Nashville 


*Deceased. 


Davidson — James  Frazier  Binns  Nashville 

Davidson — R.  W.  Blumberg  Nashville 

Davidson — H.  K.  Brask  Nashville 

Davidson — Robert  N.  Buchanan,  Jr.  Nashville 

Davidson — Ransom  R.  Buchholz  Nashville 

Davidson — F.  W.  Buckner  Nashville 

Davidson — John  C.  Burch  Nashville 

Davidson — Roger  B.  Burrus  Nashville 

Davidson — B.  F.  Byrd,  Jr.  Nashville 

Davidson — Newton  A.  Cannon  Nashville 

Davidson — Henry  M.  Carney  Nashville 

Davidson — Geo.  K.  Carpenter  Nashville 

Davidson — Arthur  H.  Cassady  Nashville 

Davidson — Randolph  Cate  Nashville 

Davidson — Lee  Farrar  Cayce  Nashville 

Davidson — James  C.  Chambliss  Nashville 

Davidson — Jesse  H.  Chandler  (Col.)  Nashville 

Davidson — Sam  C.  Cowan,  Jr.  Nashville 

Davidson — R.  R.  Crutcher  Nashville 

Davidson — Marion  I.  Davis  Nashville 

Davidson — Walter  L.  Diveley  Nashville 

Davidson — Thos.  A.  Donnel  Nashville 

Davidson — R.  L.  Dozier,  Jr.  Nashville 

Davidson — J.  J.  Eberhart  Nashville 

Davidson — P.  C.  Elliott  Nashville 

Davidson — Frank  F.  Ellis  Nashville 

Davidson — Joe  W.  Fenn  Nashville 

Davidson— Ray  O.  Fessey  Nashville 

Davidson — C.  M.  Fishbach  Nashville 

Davidson — Benjamin  P.  Folk  Nashville 

Davidson — Garth  E.  Fort  Nashville 

Davidson — S.  F.  Fowler  Nashville 

Davidson — John  W.  Frazier,  Jr.  Nashville 

Davidson — Thos.  F.  Frist  Nashville 

Davidson — R.  K.  Galloway  Nashville 

Davidson — James  C.  Gardner  Nashville 

Davidson — Dan  C.  Gary  Nashville 

Davidson — Hamilton  V.  Gayden  Nashville 

Davidson — L.  R.  Gayden  Nashville 

Davidson — H.  L.  Gilliand  Nashville 

Davidson — J.  E.  Goldsberry Nashville 

Davidson — David  K.  Gotwald  Nashville 

Davidson — Thos.  Grizzard  Nashville 

Davidson — Laurence  A.  Grossman  Nashville 

Davidson — Carrington  Harrison  Nashville 

Davidson — James  W.  Harrison  Nashville 

Davidson — James  T.  Hayes  Nashville 

Davidson — Harold  B.  Henning  Nashville 

Davidson — Rafael  Hernandez  (Col.)  Nashville 

Davidson — Irving  R.  Hillard  Nashville 

Davidson — Charles  Fowler  Hollabaugh  Nashville 
Davidson — Nathan  P.  Horner  Nashville 

Davidson — Geo.  B.  Hubbard  Nashville 

Davidson — Vernon  Hutton,  Jr.  Nashville 

Davidson — D.  J.  Johns,  Jr.  Nashville 

Davidson — Geo.  S.  Johnson  Nashville 

Davidson — Harry  D.  Jones  Nashville 

Davidson — Sam  Ogle  Jones  Nashville 

Davidson — Allen  Kennedy  Nashville 

Davidson — W.  G.  Kennon,  Jr.  Nashville 

Davidson — G.  E.  Kinzel  Nashville 

Davidson- — James  A.  Kirtley,  Jr. Nashville 
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Davidson — W.  J.  Lee,  Jr Nashville 

Davidson — Herman  Levinson  Nashville 

Davidson — R.  Carl  Light  Nashville 

Davidson — Rudolph  A.  Light  Nashville 

Davidson — Jas.  A.  Loveless  Nashville 

Davidson — J.  P.  Lowe  Nashville 

Davidson — Sol  Lowenstein  Nashville 

Davidson — Jas.  R.  McMillan  Nashville 

Davidson — Robt.  H.  Magruder  Nashville 

Davidson — C.  G.  deGutierrez-Mahoney  Nashville 

Davidson — Travis  H.  Martin  Nashville 

Davidson — James  H.  Matthews Nashville 

Davidson — Benjamin  R.  Mayes  Nashville 

Davidson — Jas.  G.  Mead  Nashville 

Davidson — Chas.  A.  Mella  Nashville 

Davidson — Cleo  M.  Miller  Nashville 

Davidson — Hugh  H.  Mills  Nashville 

Davidson — Theodore  Morford  Nashville 

Davidson — Hugh  J.  Morgan  Nashville 

Davidson — N.  B.  Morris Nashville 

Davidson — Paul  G.  Morrissey,  Jr.  Nashville 

Davidson — S.  R.  Mortland  . Nashville 

Davidson — Max  K.  Moulder Nashville 

Davidson — John  R.  Olson  Nashville 

Davidson — Fred  W.  T.  Overton  Nashville 

Davidson — Wm.  T.  Palm  Nashville 

Davidson — Jos.  H.  Patterson Nashville 

Davidson — Robt.  C.  Patterson,  Jr.  . Nashville 

Davidson — E.  White  Patton Nashville 

Davidson — George  C.  Porter  (Col.)  Nashville 

Davidson — John  C.  Ransmeier  Nashville 

Davidson — S.  B.  D.  Rhea Nashville 

Davidson — John  B.  Riggsbee Nashville 

Davidson — E.  L.  Rippy  Nashville 

Davidson — E.  M.  Robinson  Nashville 

Davidson — Robt.  E.  Rock  Nashville 

Davidson — Louis  Rosenfeld  Nashville 

Davidson — Leon  I.  Runyon  Nashville 

Davidson — A.  F.  Russell  Nashville 

Davidson — Jos.  H.  Sayers,  Jr.  Nashville 

Davidson — Robert  E.  Schell  Nashville 

Davidson — Jesse  F.  Scott  Nashville 

Davidson — Jos.  A.  Scott  Nashville 

Davidson — Ewing  Seligman  Nashville 

Davidson — Maurice  Seligman N ashville 

Davidson — Melvin  M.  Simmons Nashville 

Davidson — Henry  Carroll  Smith  Nashville 

Davidson — Joe  M.  Strayhorn Nashville 

Davidson — Thos.  B.  Stone  Nashville 

Davidson — Wm.  A.  Sullivan  Nashville 

Davidson — A.  J.  Sutherland,  Jr.  Nashville 

Davidson — A.  B.  Thach,  Jr.  Nashville 

Davidson — W.  0.  Tirrill,  Jr.  Nashville 

Davidson — Chas.  C.  Trabue Nashville 

Davidson — H.  M.  Truebger  Nashville 

Davidson — William  H.  Tucker  Nashville 

Davidson — W.  A.  Van  Nortwick  Nashville 

Davidson— Louis  F.  Verdel Nashville 

Davidson — Paul  L.  Warner  Nashville 

Davidson — Thos.  S.  Weaver  Nashville 

Davidson — B.  M.  Weinstein  Nashville 

Davidson — Arthur  L.  White Nashville 

Davidson — Joe  T.  Whitfield Nashville 


Davidson — Claiborne  Williams Nashville 

Davidson — W.  C.  Williams Nashville 

Davidson — Herbert  Wilson,  Jr. Nashville 

Davidson — W.  C.  Winton  Nashville 

Davidson — Jos.  C.  Wood Nashville 

Davidson — Thos.  E.  Wyatt Nashville 

Davidson — Chas.  R.  Yancey Nashville 

Davidson — John  B.  Youmans Nashville 

Davidson — Hugh  Amos  Old  Hickory 

Davidson — Alvin  HawkinS Old  Hickory 

Davidson — A.  S.  Koenig Old  Hickory 

Davidson — E.  B.  Rhea Old  Hickory 

Dickson — W.  M.  Jackson Dickson 

Dyer — W.  E.  Anderson  Dyersburg 

Dyer — J.  Paul  Baird  Dyersburg 

Dyer — C.  L.  Denton Dyersburg 

Dyer — O.  B.  Landrum Dyersburg 

Fayette — John  L.  Armstrong  Somerville 

Franklin — Geo.  L.  Smith Decherd 

Franklin — Kenneth  P.  Brown Huntland 

Gibson — Jas.  0.  Fields  Milan 

Gibson— Basil  T.  Bennett,  Jr.  Trenton 

Gibson — Geo.  Dodson  Humboldt 

Gibson — Roscoe  Faulkner  Trenton 

Gibson — Henry  Jas.  Roberts Trenton 

Greene — Rae  B.  Gibson  Greeneville 

Greene — C.  H.  Henard  Mosheim 

Greene — John  G.  Zirkle  Greeneville 

Hamblen — D.  R.  Roach  Morristown 

Hamblen — D.  J.  Zimmermann  Morristown 

Hamilton — Howard  M.  Ausherman  Chattanooga 

Hamilton — C.  H.  Barnwell Chattanooga 

Hamilton — Alvin  H.  Benz Chattanooga 

Hamilton — Franklin  B.  Bogart  Chattanooga 

Hamilton — F.  G.  Bratley Chattanooga 

Hamilton — Julian  C.  Brooks,  Jr.  Chattanooga 

Hamilton — S.  W.  Brown  Chattanooga 

Hamilton — E.  F.  Buchner  Chattanooga 

Hamilton — Walter  Buckner,  II  Chattanooga 

Hamilton — Douglas  Chamberlain  Chattanooga 

Hamilton — John  W.  Claiborne,  Jr.  Chattanooga 

Hamilton — H.  C.  Darnall  Chattanooga 

Hamilton — J.  R.  Fancher  Chattanooga 

Hamilton — Richard  V.  Fletcher  Chattanooga 

Hamilton — J.  L.  Hamilton  Chattanooga 

Hamilton- — F.  F.  Harris  Chattanooga 

Hamilton — Carl  A.  Hartung Chattanooga 

Hamilton— H.  D.  Hickey Chattanooga 

Hamilton — J.  M.  Higginbotham  Chattanooga 

Hamilton — H.  T.  Holden  Chattanooga 

Hamilton — Jos.  W.  Johnson,  Jr.  Chattanooga 

Hamilton — Howard  H.  Karr  Chattanooga 

Hamilton — Jos.  B.  Killebrew Chattanooga 

Hamilton — J.  J.  Killeffer  Chattanooga 

Hamilton — P.  H.  Livingston  Chattanooga 

Hamilton — T.  A.  Lowery  Chattanooga 

Hamilton — E.  F.  McCall  Chattanooga 

Hamilton — Augustus  McCravey  Chattanooga 

Hamilton— Hugh  B.  Magill  Chattanooga 

Hamilton — Tim  J.  Manson  Chattanooga 

Hamilton — Richard  H.  Mellen  Chattanooga 

Hamilton — Paul  H.  Milton  Chattanooga 

Hamilton — Fay  B.  Murphey  Chattanooga 
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Hamilton— E.  T.  Newell,  Jr 

. . . . Chattanooga 

Knox — C.  E.  Irwin  

Knoxville 

Hamilton — Wm.  E.  North 

. . . . Chattanooga 

Knox — Willard  J.  Irwin 

Knoxville 

Hamilton  R.  L.  Patterson 

. . . . Chattanooga 

Knox — H.  H.  Jenkins 

Knoxville 

Hamilton — C.  Thomas  Read 

. . . Chattanooga 

Knox — J.  0.  Kennedy 

Knoxville 

Hamilton  W.  D.  L.  Record 

...  Chattanooga 

Knox — A.  H.  Lancaster 

Knoxville 

Hamilton  E.  E.  Reisman,  Jr. 

Chattanooga 

Knox — R.  P.  Layman 

Knoxville 

Hamilton — Gilbert  M.  Roberts 

Chattanooga 

Knox — J.  H.  Lesher 

Knoxville 

Hamilton — Robt.  C.  Robertson 

Chattanooga 

Knox — J.  D.  McCullough 

Knoxville 

Hamilton — T.  G.  Ross 

Chattanooga 

Knox — Wm.  T.  McPeake 

Knoxville 

Hamilton  Wm.  J.  Sheridan 

Chattanooga 

Knox — J.  L.  Montgomery  

Knoxville 

Hamilton — M.  J.  Smith,  Jr. 

Chattanooga 

Knox — Wm.  S.  Muse 

Knoxville 

Hamilton — Wm.  A.  Stem 

Chattanooga 

Knox — E.  P.  Nicely 

Knoxville 

Hamilton — John  A.  Steward 

Chattanooga 

Knox — Ralph  Nichols 

Knoxville 

Hamilton  W.  Dean  Steward 

Chattanooga 

Knox — B.  M.  Overholt  

Knoxville 

Hamilton — Paul  R.  Swanson 

Chattanooga 

Knox — Jos.  B.  Parker,  Jr. 

Knoxville  (Inskip) 

Hamilton — Oliver  L.  Von  Canon 

Chattanooga 

Knox — Robt.  F.  Patterson,  Jr. 

Knoxville 

Hamilton — J.  W.  Wilson,  Jr. 

Chattanooga 

Knox — Herschel  Penn 

Knoxville 

Hamilton — Robert  A.  Wise 

Chattanooga 

Knox — Jarrell  Penn 

Knoxville 

Hamilton — J.  C.  Wright 

Chattanooga 

Knox — H.  L.  Pope  

Knoxville 

Hardeman — Geo.  W.  Jackson 

Bolivar 

Knox — John  S.  Powers,  Jr. 

Knoxville 

Hardeman — Wiley  D.  Lewis 

Bolivar 

Knox — John  A.  Range 

Knoxville 

Hardeman — M.  J.  Stewart 

Whiteville 

Knox — Jos.  L.  Raulston,  Jr. 

Knoxville 

Hardin — C.  Whitman  Borg 

Savannah 

Knox — Hugh  C.  Reaves 

Knoxville 

Hardin — S.  L.  Stephenson,  Jr. 

Savannah 

Knox — J.  W.  Riggs 

. Knoxville 

Hawkins — Charles  C.  Johnson 

Pressmen’s  Home 

Knox — J.  S.  Ruffin,  Jr. 

Knoxville 

Hawkins — Landrum  Tucker 

Rogersville 

Knox— J.  H.  Saffold 

Knoxville 

Hawkins — A.  S.  Yates 

Rogersville 

Knox — A.  B.  Shipley 

Knoxville 

Haywood — Robert  C.  Berson 

Brownsville 

Knox — P.  D.  Smith 

Knoxville 

Henderson — R.  M.  Conger 

Lexington 

Knox — J.  M.  Stockman 

Knoxville 

Henry — J.  W.  Didcoct 

Paris 

Knox — Geo.  W.  Tharp 

Knoxville 

Henry — Arthur  C.  Dunlap 

Paris 

Knox — Phil  Thomas 

Knoxville 

Henry — J.  C.  McKissick 

Paris 

Knox — Fred  West 

Knoxville 

Henry — Geo.  H.  McSwain 

Paris 

Knox — Jacob  M.  Williams 

Knoxville 

Jefferson — William  B.  Malcolm 

Dandridge 

Knox — Leon  J.  Willien 

Knoxville 

Jefferson — Frank  L.  Milligan 

Jefferson  City 

Lake — W.  T.  Rainey 

Tiptonville 

Knox — A.  J.  Weber 

Bearden 

Lauderdale — J.  H.  Nunn 

Ripley 

Knox — Malcolm  F.  Cobb 

Concord 

Lauderdale — W.  Val  Sanford* 

Ripley 

Knox— B.  B.  Mitchell* 

Fountain  City 

Lawrence — L.  C.  Harris,  Jr 

Lawrenceburg 

Knox — Charles  M.  Armstrong 

Knoxville 

Lincoln — R.  E.  McCown 

Fayetteville 

Knox — Spencer  Y.  Bell 

Knoxville 

Lincoln — Ben  H.  Marshall 

Fayetteville 

Knox — R.  G.  Brashear 

Knoxville 

Lincoln — M.  C.  Woodfin 

Fayetteville 

Knox — A.  M.  Carr 

Knoxville 

Lincoln — E.  S.  Leek 

Petersburg 

Knox — E.  E.  Carrier 

Knoxville 

Loudon — F.  E.  Hufstedler  . . . 

Lenoir  City 

Knox — Jack  Chesney 

Knoxville 

Loudon — Avery  Leeper 

Lenoir  City 

Knox — L.  W.  Chesney 

Knoxville 

McMinn — S.  B.  McClary,  Jr. 

Etowah 

Knox — H.  S.  Christian 

Knoxville 

McMinn — A.  W.  Reeser 

Athens 

Knox — H.  E.  Christenberry,  Jr. 

Knoxville 

McMinn — Lester  H.  Shields 

Athens 

Knox — Sam  M.  Cooper 

Knoxville 

McNairy — T.  N.  Humphrey 

Selrner 

Knox — Sam  P.  Davidson 

Knoxville 

McNairy — H.  0.  Mason 

Adamsville 

Knox — T.  P.  Day 

Knoxvil  ;e 

Madison — L.  D.  Farragut 

Bemis 

Knox — W.  A.  DeSautelle 

Knoxville 

Madison — Roderick  C.  Webb 

Bemis 

Knox — T.  B.  Drinnen* 

Knoxville 

Madison — Everett  Archer 

Jackson 

Knox — Horton  DuBard 

Knoxville 

Madison — C.  H.  Brown 

Jackson 

Knox — Richard  N.  Duffey 

Knoxville 

Madison— W.  B.  Camp 

Jackson 

Knox — J.  Gilbert  Eblen 

Knoxville 

Madison — William  Grant  Crook 

Jackson 

Knox — Jas.  B.  Ely 

Knoxville 

Madison — J.  E.  Douglass  . . . 

Jackson 

Knox — Frank  Faulkner 

Knoxville 

Madison — R.  S.  Hellmann 

Jackson 

Knox — Peter  J.  Flippin 

Knoxville 

Madison — Frank  A.  Moore 

Jackson 

Knox  Glenn  D.  Grubb 

Knoxville 

Madison — Roy  M.  Neudecker 

Jackson 

Knox — Geo.  G.  Henson 

Knoxville 

Madison — Carl  Rogers 

Jackson 

Knox — Oliver  W.  Hill,  Jr. 

Knoxville 

Madison — A.  R.  Taylor 

Jackson 

Knox — C.  R.  Huffman* 

Knoxville 

Madison — J.  R.  Thompson,  Jr. 

Jackson 

♦Deceased. 

Madison — Charles  H.  Webb 

Jackson 
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Madison — P.  E.  Wylie Jackson 

Madison— Stevens  Byars  Mercer 

Marion — Russell  B.  James  South  Pittsburg 

Marshall — A.  L.  Cooper  Chapel  Hill 

Marshall — H.  B.  Disharoon*  Lewisburg 

Maury — W.  N.  Cook Columbia 

Maury — Robin  Lyles Columbia 

Maury — J.  B.  Miller Columbia 

Maury — E.  K.  Provost Columbia 

Monroe — D.  F.  Heuer,  Jr. Sweetwater 

Monroe — R.  M.  Price Sweetwater 

Montgomery — J.  A.  Culbertson  Clarksville 

Montgomery — John  H.  Ledbetter,  Jr.  Clarksville 

Montgomery — Phillip  Lyle Clarksville 

Morgan — R.  A.  Steadman Wartburg 

Obion — Hal  E.  Bennett Troy 

Obion — Edward  W.  Barksdull  Union  City 

Obion — R.  M.  Darnall  Union  City 

Obion — R.  G.  Latimer,  Jr.  Union  City 

Overton — H.  B.  Nevans Livingston 

Pickett — Floyd  B.  Hay  Byrdstown 

Polk — Henry  S.  Harris Benton 

Polk — J.  H.  Lillard Benton 

Polk — H.  H.  Hyatt  Copperhill 

Putnam— H.  H.  Taylor Cookeville 

Putnam — R.  L.  Akin Monterey 

Roane — L.  A.  Killeffer Harriman 

Roane — G.  D.  Schuessler Oliver  Springs 

Roane — F.  Davis  Owings Rockwood 

Robertson — J.  C.  Lunderman Orlinda 

Robertson — W.  P.  Stone Springfield 

Rutherford — Harvey  W.  Carter  Murfreesboro 

Rutherford — Thos.  G.  Gordon Murfreesboro 

Sevier — John  A.  Conroy Newton,  Mass. 

Sevier — Charles  E.  Pack,  Jr. Sevierville 

Sevier — R.  M.  Perry Sevierville 

Shelby — J.  H.  Adler  Memphis 

Shelby — R.  Roger  Anderson  Memphis 

Shelby — Chas.  G.  Andrews Memphis 

Shelby — J.  M.  Aste  Memphis 

Shelby — Edward  R.  Atkinson Memphis 

Shelby — Chas.  H.  Avent  Memphis 

Shelby — William  Wallace  Aycock  Memphis 

Shelby — J.  C.  Ayres,  Jr.  Memphis 

Shelby — James  M.  Bethea  Memphis 

Shelby — Willard  A.  Barnes Memphis 

Shelby — J.  D.  Biles,  Jr.  Memphis 

Shelby — Samuel  Blackwell Memphis 

Shelby- — W.  B.  Blaisdell,  Jr.  Memphis 

Shelby — W.  T.  Black,  Jr. Memphis 

Shelby — R.  E.  Bland  (Col.)  Memphis 

Shelby — Philip  B.  Bleecker  Memphis 

Shelby — Geo.  M.  Bogardus Memphis 

Shelby — H.  O.  Bourkard  Memphis 

Shelby — C.  G.  Bringle  Memphis 

Shelby — W.  T.  Braun,  Jr.  Memphis 

Shelby — Joseph  A.  Buchignani Memphis 

Shelby — J.  G.  Burd  Memphis 

Shelby — L.  L.  Carter  Memphis 

Shelby — A.  J.  Cates  Memphis 

Shelby—  R.  E.  Ching Memphis 

Shelby — J.  Hughes  Chandler Memphis 


’Deceased. 


Shelby — J.  M.  Chandler Memphis 

Shelby — J.  M.  Chambers,  Jr Memphis 

Shelby — R.  B.  Chrisman,  Jr. Memphis 

Shelby — Isaac  S.  Coe  Memphis 

Shelby — James  H.  Collins Memphis 

Shelby — John  Kerr  Crawford Memphis 

Shelby — Phillip  T.  Crawford  Memphis 

Shelby — J.  A.  Crisler,  Jr. Memphis 

Shelby — J.  A.  Danciger  Memphis 

Shelby — Floyd  M.  Davis  Memphis 

Shelby — Chas.  J.  Deere  Memphis 

Shelby — W.  F.  Dobyns  Memphis 

Shelby — John  M.  Dougall  Memphis 

Shelby — E.  S.  Eddins  Memphis 

Shelby — C.  Barton  Etter Memphis 

Shelby — J.  D.  Evans Memphis 

Shelby — M.  L.  Evans Memphis 

Shelby — Taylor  Farrar  Memphis 

Shelby — Turley  Farrar Memphis 

Shelby — Benj.  Fendler Memphis 

Shelby — L.  F.  Ferrell  Memphis 

Shelby — B.  F.  Floyd  Memphis 

Shelby — Jos.  B.  Fowler Memphis 

Shelby — Dale  E.  Fox  Memphis 

Shelby — Jos.  A.  Gardner,  Jr. Memphis 

Shelby — Geo.  E.  Gish  Memphis 

Shelby — Fred  A.  Goldberg Memphis 

Shelby — L.  I.  Goldsmith  Memphis 

Shelby — David  W.  Goltman  Memphis 

Shelby— Jack  Goltman Memphis 

Shelby — Paul  Hill  Goodman Memphis 

Shelby — H.  B.  Gotten  Memphis 

Shelby — Nicholas  Gotten Memphis 

Shelby — H.  D.  Gray  Memphis 

Shelby — V.  A.  Hall  Memphis 

Shelby — J.  A.  Hanna Memphis 

Shelby — Carl  M.  Harwell,  Jr Memphis 

Shelby — R.  D.  Henderson Memphis 

Shelby — B.  S.  Henry Memphis 

Shelby — A.  L.  Herring  Memphis 

Shelby — C.  H.  Householder Memphis 

Shelby — John  L.  Houston  Memphis 

Shelby — Felix  A.  Hughes Memphis 

Shelby — James  G.  Hughes  Memphis 

Shelby — John  D.  Hughes Memphis 

Shelby — Wm.  E.  Hurt  Memphis 

Shelby — Chas.  W.  Ingle Memphis 

Shelby — Alvin  Ingram  Memphis 

Shelby — Harry  Johnson Memphis 

Shelby — Albert  M.  Jones Memphis 

Shelby — 0.  N.  Jones  Memphis 

Shelby — W.  B.  Key  Memphis 

Shelby — John  C.  King  Memphis 

Shelby — Nathanial  W.  Kuykendall,  Jr.  Memphis 
Shelby — Frank  Linn  Memphis 

Shelby — Chas.  M.  Lobrano Memphis 

Shelby— D.  G.  Lockwood  Memphis 

Shelby — J.  P.  Lockwood Memphis 

Shelby — J.  P.  Long,  Jr.  Memphis 

Shelby — J.  H.  Lotz  Memphis 

Shelby — Wm.  M.  Lovejoy  Memphis 

Shelby — Ezelle  McCann  Memphis 

Shelby — Donald  A.  McCannel  Memphis 

Shelby — 0.  S.  McCown,  Jr.  Memphis 
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Shelby — J.  W.  McElroy Memphis 

Shelby — Eugene  E.  McKenzie  Memphis 

Shelby — W.  F.  Mackey  Memphis 

Shelby — Wm.  Battle  Malone,  II  Memphis 

Shelby — Thomas  P.  Manigan  Memphis 

Shelby — P.  M.  Markle  Memphis 

Shelby — Alfred  D.  Mason,  Jr Memphis 

Shelby — Wm.  P.  Maury,  Jr.  Memphis 

Shelby — R.  A.  Miller  Memphis 

Shelby — R.  W.  Miller  Memphis 

Shelby — E.  D.  Mitchell,  Jr.  Memphis 

Shelby — J.  C.  Mobley,  Jr.  Memphis 

Shelby — Moore  Moore,  Jr.  Memphis 

Shelby — Thos.  Lane  Moore,  Jr.  Memphis 

Shelby — William  Sivley  Moore  Memphis 

Shelby — J.  P.  Moss  Memphis 

Shelby — Henry  Moskowitz  Memphis 

Shelby — Francis  Murphey Memphis 

Shelby — Van  A.  Odle  Memphis 

Shelby — Bedford  T.  Otey  Memphis 

Shelby — Alfred  H.  Page Memphis 

Shelby — Wm.  H.  Parker  Memphis 

Shelby — Ben  Pentecost  Memphis 

Shelby — J.  R.  Pepin  Memphis 

Shelby — M.  L.  Pepper  Memphis 

Shelby — V.  D.  Pettit  Memphis 

Shelby — Raymond  W.  Polk  Memphis 

Shelby — G.  S.  Plog  Memphis 

Shelby — Ira  F.  Porter  Memphis 

Shelby — Hugh  R.  Raines  Memphis 

Shelby — S.  L.  Raines Memphis 

Shelby — R.  Beverley  Ray  Memphis 

Shelby — L.  C.  Ramsay Memphis 

Shelby — Hal  S.  Rhea  ...  Memphis 

Shelby — Chas.  G.  Robinson Memphis 

Shelby — Wm.  A.  Runkle  Memphis 

Shelby — Wm.  T.  Satterfield  Memphis 

Shelby — Schayel  Scheinberg  Memphis 

Shelby — Lee  Jess  Seargeant,  Jr.  Memphis 

Shelby — Lawrence  L.  Sebulsky Memphis 

Shelby — E.  C.  Segerson Memphis 

Shelby — J.  L.  Shaw Memphis 

Shelby — Hugh  Smith  Memphis 

Shelby — P.  A.  Statile  Memphis 

Shelby — S.  D.  Sullenberger  Chattanooga 

Shelby — Bryant  S.  Swindoll  Memphis 

Shelby — B.  S.  Talley  Memphis 

Shelby — R.  C.  Taylor  . Memphis 

Shelby — M.  J.  Tendler  . Memphis 

Shelby — W.  M.  Tipton  Memphis 

Shelby — A.  B.  Tripp  Memphis 

Shelby — I.  F.  Tullis,  Jr.  Memphis 

Shelby — C.  F.  Varner  Memphis 

Shelby — Jack  Viscofsky  Memphis 

Shelby — William  H.  Walker  Memphis 

Shelby — R.  A.  Wallace  Memphis 

Shelby — T.  L.  Waring  Memphis 

Shelby — 0.  S.  Warr,  Jr. Memphis 

Shelby — W.  W.  Watkins Memphis 

Shelby — J.  E.  Watson,  Jr. Memphis 

Shelby — Julian  K.  Welch,  Jr. Memphis 

Shelby — S.  I.  Wener Memphis 

Shelby- — Jos.  E.  Wheeler Memphis 


Shelby — Horace  G.  Williams  Memphis 

Shelby— W.  L.  Wilhelm  Memphis 

Shelby — Harwell  Wilson Memphis 

Shelby — John  M.  Wilson  Memphis 

Shelby — J.  E.  Wilson  Memphis 

Shelby — C.  Frank  Yates  Memphis 

Sullivan — J.  W.  Erwin  Blountville 

Sullivan — W.  C.  Carreras  Bristol 

Sullivan — Tom  Kuhnert  Bristol 

Sullivan — John  Marcy  Bristol 

Sullivan— G.  W.  McCall  Bristol 

Sullivan — B.  W.  Mongle  Bristol 

Sullivan — L.  B.  Snapp,  II  Bristol 

Sullivan — James  F.  Thackston  Bristol 

Sullivan— Myron  J.  Adams Kingsport 

Sullivan — F.  L.  Alloway Kingsport 

Sullivan — R.  W.  Asthalter  Kingsport 

Sullivan — H.  O.  Bolling  Kingsport 

Sullivan — R.  H.  Brown  Kingsport 

Sullivan — H.  S.  Burem  Kingsport 

Sullivan — John  B.  Hamilton  Kingsport 

Sullivan — B.  Roy  Howard  Kingsport 

Sullivan — K.  R.  Kiesau Kingsport 

Sullivan — M.  D.  Massengill,  Jr.  Kingsport 

Sullivan — J.  F.  Morton  Kingsport 

Sullivan — R.  G.  Nichols Kingsport 

Sumner — P.  M.  Huggin Gallatin 

Sumner — Benjamin  A.  Warren  Gallatin 

Tipton — N.  L.  Hyatt Covington 

Tipton — J.  S.  Ruffin,  Jr. Covington 

Tipton — 0.  J.  Swisher Covington 

Unicoi — R.  H.  Harvey Erwin 

Unicoi — W.  C.  Humbert Erwin 

Unicoi — H.  L.  Monroe  Erwin 

Union — Norman  H.  Rucker Luttrell 

Washington — C.  M.  Creech Johnson  City 

Washington — H.  B.  Fuqua  Johnson  City 

Washington — C.  S.  Gresham  Johnson  City 

Washington — W.  D.  Hankins  Johnson  City 

Washington — Harry  Myron,  Jr.  Johnson  City 

Washington — W.  L.  Poole  Johnson  City 

Washington— W.  G.  Preas  Johnson  City 

Washington — Hugh  F.  Swingle  Johnson  City 

Washington — Charles  P.  Wofford  Johnson  City 

Washington — H.  B.  Cupp Mountain  Home 

Washington — John  Busey Mountain  Home 

Washington — Ernest  Marcus  Mountain  Home 

Weakley — Paul  W.  Wilson  Dresden 

Weakley — Madison  H.  Buckley  Martin 

Williamson — Harry  J.  Guffee  Franklin 

Williamson — W.  F.  Roth,  Jr Franklin 

Wilson — 0.  R.  Hill  Lebanon 

Wilson — James  McFarland,  Jr.  Lebanon 

Wilson — W.  K.  Tilley  Lebanon 

DOCTORS  WHO  APPLIED  FOR  COMMISSIONS, 
BUT  REJECTED  ON  PHYSICAL  GROUNDS 
Anderson — Trent  O.  Huff  Clinton 

Anderson — A.  J.  Butler  Clinton 

Carter — John  L.  Chesnut  Elizabethton 

Carter — E.  T.  Pearson  Elizabethton 

Coffee — Wm.  M.  Minnis  Manchester 

Davidson — Carl  E.  Adams  Nashville 

Davidson — E.  E.  Anderson  Donelson 
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Davidson — Joe  E.  Sutherland  Madison  College 
Davidson— J.  J.  Ashby  Nashville 

Davidson — Edward  H.  Barksdale  Nashville 

Davidson — Lynch  D.  Bennett  Nashville 

Davidson— John  M.  Boylin  Nashville 

Davidson — James  L.  Fuqua  Nashville 

Davidson — Chas.  K.  Gardner  Nashville 

Davidson — David  W.  Hailey  Nashville 

Davidson — William  Palmer  Hardy  Nashville 

Davidson — Andrew  N.  Hollabaugh  Nashville 

Davidson— Thos.  M.  Jordan  Nashville 

Davidson — Carl  Kirchmaier  Nashville 

Davidson — G.  Sydney  McClellan  Nashville 

Davidson— Wm.  F.  Orr  Nashville 

Davidson — James  C.  Overall  Nashville 

Davidson — James  N.  Owens  Nashville 

Davidson — Don  C.  Peterson  Nashville 

Davidson — Paul  E.  Purks  Nashville 

Davidson— J as.  S.  Reed  Nashville 

Davidson — Eugene  M.  Regen  Nashville 

Davidson— S.  S.  Riven  Nashville 

Davidson— Trimble  Sharber  Nashville 

Davidson — T.  Emerson  Simpkins  Nashville 

Davidson — D.  W.  Smith  Nashville 

Davidson — Herman  Spitz  Nashville 

Davidson — W.  O.  Vaughn  Nashville 

Davidson — Albert  Weinstein  Nashville 

Davidson — O.  L.  Westbrooks  (Col.)  Nashville 

Davidson— Eston  D.  White  Nashville 

Davidson — W.  W.  Wilkerson,  Jr.  Nashville 

Davidson — V.  J.  Wong  Nashville 

Davidson — J.  H.  Solomon  Old  Hickory 

Franklin — Jeff  C.  Moore  Winchester 

Gibson — Chas.  W.  Davis  Humboldt 

Gibson — Henry  N.  Moore  Milan 

Gibson — F.  A.  Taylor  Trenton 

Greene — John  A.  Brabson  Greeneville 

Hamblen — Y.  A.  Jackson  Morristown 

Hamblen — Maxwell  D.  Raine  Morristown 

Hamilton — Justin  0.  Adams  Chattanooga 

Hamilton — William  D.  Anderson  Chattanooga 

Hamilton — Wesley  A.  Barton  Chattanooga 

Hamilton — William  Ross  Buttram  Chattanooga 

Hamilton — Erwin  M.  Funderburk  Chattanooga 

Hamilton — Orville  C.  Gass  Chattanooga 

Hamilton — Foster  Hampton,  Jr.  Chattanooga 

Hamilton — John  W.  Hocker  Chattanooga 

Hamilton — D.  Isbell  Chattanooga 

Hamilton — D.  B.  Karr  Chattanooga 

Hamilton — Geo.  E.  Lacy  Chattanooga 

Hamilton — Hugh  B.  Magill  Chattanooga 

Hamilton — J.  G.  McMillan  Chattanooga 

Hamilton — Fred  E.  Marsh  Chattanooga 

Hamilton — J.  R.  Martin  Chattanooga 

Hamilton — 0.  B.  Murray  Chattanooga 

Hamilton — Clarence  Shaw  Chattanooga 

Hamilton — H.  J.  Starr  Chattanooga 

Hamilton — W.  E.  Van  Order  Chattanooga 

Hamilton- — J.  J.  Word  Chattanooga 

Hamilton— P.  H.  Dietrich  Ooltewah 

Hardeman — Aubrey  Richards  Whiteville 

Hawkins — John  E.  Kite,  Jr.  Bulls  Gap 

Henry — Barton  McSwain Paris 


Knox — Troy  P.  Bagwell  Knoxville 

Knox — Charles  W.  Black  Knoxville 

Knox — William  E.  Clark Knoxville 

Knox — Earl  Donathan  Knoxville 

Knox — Roy  Fisher Knoxville 

Knox — Louis  E.  Haun  Knoxville 

Knox — John  R.  Hill  Knoxville 

Knox — Geo.  T.  Howard  Knoxville 

Knox — George  L.  Inge  Knoxville 

Knox — Roy  L.  McDonald  Knoxville 

Knox — Edwin  E.  Miller  Knoxville 

Knox — John  Moore  Knoxville 

Knox — Owen  D.  Moore  Knoxville 

Knox — Joel  C.  Morris  Knoxville 

Knox — Bruce  R.  Powers  Knoxville 

Knox — Chas.  C.  Smeltzer  Knoxville 

Knox — V.  I.  Smith Knoxville 

Knox — Geo.  M.  Trotter Knoxville 

Knox — Richard  G.  Waterhouse  Knoxville 

Knox — V.  M.  Williger  Knoxville 

Lawrence— V.  H.  Crowder  Lawrenceburg 

Lawrence— W.  0.  Crowder  Lawrenceburg 

Loudon — J.  P.  Cullum  Lenoir  City 

Madison — Glenn  D.  Batten  Jackson 

Madison — Leland  M.  Johnston  Jackson 

Madison — John  C.  Pearce  Jackson 

Madison — Alvin  Rosenbloom  Jackson 

Marshall — J.  T.  Gordan  Lewisburg 

Maury — H.  C.  Busby  Columbia 

Maury— Leon  S.  Ward  Mt.  Pleasant 

Montgomery — B.  H.  Webster  Clarksville 

Morgan — Wm.  E.  Gallion  Oakdale 

Robertson — Raymond  H.  Hirsch  Whitehouse 

Robertson — J.  E.  Wilkison  Springfield 

Sevier — R.  A.  McCall  Sevierville 

Sevier — J.  Myron  Mittleman  Sevierville 

Shelby — Jacob  Alperin  Memphis 

Shelby — H.  E.  Atherton  Memphis 

Shelby — George  B.  Bland  Memphis 

Shelby — Harold  B.  Boyd  Memphis 

Shelby — James  T.  Bridges  Memphis 

Shelby — Davis  L.  Brown  Memphis 

Shelby — Samuel  Bryan  Memphis 

Shelby — W.  D.  Burkhalter  Memphis 

Shelby — Chas.  H.  Carter  Memphis 

Shelby — Peter  J.  Cavallo  Memphis 

Shelby — E.  D.  Connell  Memphis 

Shelby — Jewell  M.  Dorris  Memphis 

Shelby — George  C.  Furr  Memphis 

Shelby — H.  Wm.  Greenburgh Memphis 

Shelby — A.  J.  Grobmyer,  Jr.  Memphis 

Shelby — Robert  M.  Gross  Memphis 

Shelby — Chas.  Wm.  Harting  Memphis 

Shelby — H.  J.  Jacobson  Memphis 

Shelby — Lyman  Kasselberg  Memphis 

Shelby — Robert  A.  Knight  Memphis 

Shelby — Phil  M.  Lewis Memphis 

Shelby — Frank  O.  McGehee  Memphis 

Shelby — C.  H.  McKay  . Memphis 

Shelby — Jas.  W.  McKinney Memphis 

Shelby — Oliver  S.  Matthews  Memphis 

Shelby — Leroy  H.  Mayfield Memphis 

Shelby — C.  Wilson  Moore Memphis 
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Shelby — Swan  B.  Moss  Memphis 

Shelby — Thos.  C.  Moss Memphis 

Shelby — Roland  H.  Myers  • Memphis 

Shelby — Charles  M.  Oberschmidt  Memphis 

Shelby — Donald  W.  Oelker  Memphis 

Shelby — Chas.  B.  Olim  Memphis 

Shelby — Leo  F.  Pierotti*  Memphis 

Shelby — Michael  J.  Roach,  Jr.  Memphis 

Shelby — Jesse  M.  Roy  Memphis 

Shelby — R.  0.  Rychener  Memphis 

Shelby — Arthur  R.  Sample  Memphis 

Shelby — David  E.  Scheinberg  Memphis 

Shelby — Phillip  C.  Schreier Memphis 

Shelby — Jos.  S.  Stabnick  Memphis 

Shelby — E.  A.  Stanfield,  Jr.  Memphis 

Shelby — 0.  B.  Stegall  Memphis 

Shelby — Edwin  M.  Stevenson Memphis 

Shelby — W.  W.  Taylor  Memphis 

Shelby — John  E.  Whiteleather  Carthage 

Smith — L.  R.  Sloan Carthage 

Sullivan — Wm.  H.  Chappell Kingsport 

Sullivan — W.  A.  Wiley  Kingsport 

Washington — John  McL.  Adams Johnson  City 

Washington — J.  R.  Bowman  Johnson  City 

Washington — T.  P.  McKee  Johnson  City 

Washington — John  F.  Moore  Johnson  City 

Washington — G.  V.  Stanton  Limestone 

Washington — H.  W.  Crouch  . Mountain  Home 


* Deceased. 


Weakley — R.  W.  Brandon,  Jr.  Greenfield 

Weakley — M.  D.  Ingram Dresden 

Williamson — R.  H.  Hutcheson  Franklin 

PHYSICIANS  HONORABLY  DISCHARGED 
FROM  SERVICE 

Chester — Hunter  Steadman  Henderson 

Cocke — Thos.  L.  Harvey  Newport 

Fayette — D.  L.  Brint  Bolivar 

Gibson — J.  O.  Barker  Trenton 

Hamblen — M.  J.  Bellaire  Morristown 

Hamblen — R.  A.  Purvis Morristown 

Hamilton — H.  P.  Hewitt  Chattanooga 

Hickman — Wm.  L.  Phillips  Centerville 

Knox — P.  H.  Cardwell  Knoxville 

Knox — Frank  0.  Nichols Knoxville 

Madison — Henry  H.  Herron Jackson 

McMinn — H.  C.  Miles  Etowah 

Rutherford — R.  C.  Van  Hook  Auburn  town 

Rutherford — J.  K.  Kaufman Murfreesboro 

Shelby- — J.  M.  Brockman Memphis 

Shelby— Harold  Feinstein Memphis 

Shelby — R.  A.  Hennessey Memphis 

Shelby — J.  E.  Holmes Memphis 

Shelby — Charles  K.  Lewis Memphis 

Shelby — G.  E.  Paullus,  Jr Memphis 

Sullivan — Paul  W.  Cox  Kingsport 

Sullivan — Bruce  W.  Mongle Bristol 

Wayne — Dexter  L.  Woods Waynesboro 
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EDITORIAL 


A Physical  Fitness  Program 

Every  member  of  the  State  Association 
is  requested  to  read  an  editorial  and  several 
leading  articles  which  appear  in  the  Jour- 
nal of  the  American  Medical  Association 
for  July  22,  1944,  on  the  physical  fitness 
program  soon  to  be  inaugurated.  The  edi- 
torial is  on  page  850.  The  articles  begin  on 
page  821.  One  is  by  Colonel  L.  G.  Rown- 
tree,  Washington,  D.  C. ; another  by  Dr. 
Carl  Wilzbach,  Cincinnati,  Ohio;  another 
by  Dr.  W.  P.  Jacobs,  Clinton,  South  Caro- 
lina; and  another  by  Dr.  J.  Roswell  Gal- 
lagher and  Dr.  Lucien  Brouha,  Andover, 
Massachusetts. 

This  program  takes  into  account  the  fact 
that  physical  fitness  is  not  purely  and  sim- 
ply and  only  a medical  problem. 

We  doctors  can  correct  many  defects 
when  the  patient  or  the  family  is  willing 
and  anxious  to  have  the  corrections  done. 
We  have  no  means  of  enforcing  recommen- 
dations as  to  habits  of  living  which  will 
be  conducive  to  physical  fitness.  It  is  rec- 
ognized that  a program  which  attracts  the 
interest  of  all  the  people  is  essential. 

Certainly  medicine  will  play  a part  in 
carrying  out  a program  of  physical  fitness. 
Doctors  should  identify  themselves  with 
the  local  program  when  it  is  inaugurated. 


We  must  not  forget  that  the  high  rate 
of  rejections  for  military  service  was  seized 
upon  a few  years  ago  by  the  proponents 
of  communistic  medicine  as  an  argument 
in  favor  of  radical  changes  in  our  system 
of  medical  care. 

A saner  leadership  has  taken  hold  of  this 
problem  of  physical  fitness  and  is  present- 
ing the  idea  of  a well-rounded  program 
calculated  to  bring  about  physical  fitness 
by  all  the  means  which  may  be  used  to  such 
an  end. 


Concerning  the  Wagner-Murray- 
Dingell  Bill 

A number  of  statements  for  and  against 
the  Wagner-Murray-Dingell  Bill  have  been 
made  in  recent  weeks  with  which  members 
of  the  medical  profession  should  be  fa- 
miliar. Among  these  are: 

(1)  A statement  in  the  Democratic  Plat- 
form adopted  at  the  convention  in  Chi- 
cago as  follows: 

“Beginning  March,  1933,  the  Democratic 
administration  . . . provided  social  security, 
including  old-age  pensions,  unemployment 
insurance,  security  for  crippled  and  de- 
pendent children  and  the  blind.  ...  We 
pledge  the  continuance  and  improvement 
of  these  programs. 

“We  offer  these  postwar  programs: 

“A  continuation  of  our  policy  of  full 
benefits  for  exservicemen  and  women  with 
special  consideration  for  the  disabled.  . . . 

“The  enactment  of  such  additional  hu- 
manitarian, labor,  social,  and  farm  legis- 
lation as  time  and  experience  may  require, 
including  the  amendment  or  repeal  of  any 
law  enacted  in  recent  years  which  has  failed 
to  accomplish  its  purpose. 

“We  reassert  our  faith  in  competitive 
private  enterprise  free  from  control  by 
monopolies,  cartels,  or  any  arbitrary  pri- 
vate or  public  authority.” 

(2)  A statement  in  the  Republican  Plat- 
form : 

“We  pledge  our  support  of  the  following: 

“1.  Extension  of  the  existing  old-age  in- 
surance and  unemployment  insurance  sys- 
tem to  all  employees  not  already  covered. 
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“2.  The  return  of  the  public  employment 
office  system  to  the  states  at  the  earliest 
possible  time,  financed  as  before  Pearl  Har- 
bor. 

“3.  A careful  study  of  federal-state  pro- 
grams for  maternal  and  child  health,  de- 
pendent children,  and  assistance  to  the 
blind,  with  a view  of  strengthening  these 
programs. 

“4.  The  continuance  of  these  and  other 
programs  relating  to  health,  and  the  stimu- 
lation by  federal  aid  of  state  plans  to  make 
medical  and  hospital  service  available  to 
those  in  need  without  disturbing  doctor- 
patient  relationships  or  socializing  medi- 
cine. 

“5.  The  stimulation  of  state  and  local 
plans  to  provide  decent  low-cost  housing 
properly  financed  by  the  Federal  Housing 
Administration,  or  otherwise,  when  such 
housing  cannot  be  supplied  or  financed  by 
private  sources.” 

(3)  A statement  in  the  platform  of  the 
Farm  Bureau  Federation  as  follows: 

‘‘We  favor  the  development  of  adequate 
health  and  educational  programs  necessary 
to  equalize  the  opportunities  of  all  children 
and  improve  public  health.  These  will  re- 
quire some  federal  aid,  which  should  be 
strictly  limited  to  grants-in-aid,  and  should 
be  administered  wholly  within  the  state. 
We  are  unalterably  opposed  to  the  federali- 
zation of  medicine  or  central  government 
domination  of  education.” 

(4)  A statement  by  the  Insurance  Eco- 
nomics Society  of  America  as  follows: 

Cost  of  Wagner-Murray-Dingell  Bill 

“The  Insurance  Economics  Society  of 
America,  looking  into  probable  costs  of  the 
program  of  social  security  expanded  as 
provided  in  the  Wagner-Murray-Dingell 
Bill,  comes  to  the  conclusion  that  as  much 
as  $20,000,000,000  a year  might  be  in- 
volved. In  other  words,  anywhere  from  a 
fourth  to  a seventh  of  the  national  income 
would  have  to  go  annually  into  support  of 
the  program,  the  proportion  depending  on 
whether  the  country  was  at  the  time  en- 
joying a ‘good’  year  or  a year  not  so  good. 

“The  matter  of  cost  is  a thing  which 
the  proponents  of  elaborate  social  security 
programs  largely  ignore.  It  is  now,  how- 


ever, a thing  which  cannot  be  ignored  by 
the  careful  student.  Benefits  must  always 
be  measured  against  burdens,  if  they  are 
to  be  real.” 

One  question  which  must  be  answered 
before  we  seriously  entertain  ideas  of  ex- 
tending social  security  is,  “What  will  it  do 
to,  as  well  as  for,  the  country?”  Unless 
that  question  can  be  answered  satisfac- 
torily, we  cannot  afford  to  go  ahead. 

(5)  A statement  by  the  National  Com- 
mittee on  Social  Legislation  of  the  National 
Lawyers’  Guild.  This  statement  is  a 
lengthy  one  in  the  form  of  a bulletin  of 
twenty-seven  pages.  It  is  largely  a re- 
statement of  old  stuff  that  has  appeared  in 
various  publications  in  the  past. 

It  is  worth  noting  at  this  time  that  the 
National  Lawyers’  Guild  takes  a position 
entirely  opposite  to  that  of  the  American 
Bar  Association.  We  can  find  out  very  little 
about  the  National  Lawyers’  Guild.  No 
members  could  be  found  in  Nashville  as  a 
result  of  considerable  inquiry. 

We  seem  to  remember  that  this  organi- 
zation was  in  the  public  print  some  years 
ago  as  a result  of  its  radical  sympathies. 

(6)  It  is  common  knowledge  that  the 
C.  I.  O.  is  for  the  bill  and  that  the  C.  I.  O. 
is  well  organized  for  political  activities. 

The  above  reproductions  show  something 
of  the  lineup  on  the  bill.  It  is  generally 
conceded  that  it  will  not  be  reported  out 
of  committee  this  session,  but  is  to  be  freely 
conceded  that,  in  all  probability,  a similar 
bill  will  be  introduced  at  the  next  session 
of  the  Congress. 


The  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical 
Association 

This  council  has  functioned  for  a long 
period  chiefly  in  the  field  of  medical  edu- 
cation. 

The  council  when  first  organized  was 
concerned  mainly  with  medical  schools. 
The  results  of  the  efforts  of  this  council 
in  bringing  about  an  improvement  in  the 
standards  of  medical  education  in  this  coun- 
try are  known  to  all.  The  council  then 
became  concerned  with  hospitals  as  edu- 
cational institutions. 
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It  is  common  knowledge  that  the  post- 
graduate training  received  by  doctors  in 
their  period  of  internship,  residency,  etc., 
has  an  importance  almost  equal  to  that 
of  pregraduate  education.  The  council  be- 
came concerned,  therefore,  with  postgrad- 
uate education  and  has  done  laudable  work 
in  this  field. 

On  another  page  of  this  issue  of  the 
Journal  is  a statement  by  Dr.  Victor  John- 
son, secretary  of  the  Council  on  Medical 
Education  and  Hospitals,  which  gives  a 
clear  insight  into  the  purposes  and  policies 
of  this  council. 

This  council  has  been  misunderstood  by 
the  medical  profession  and  the  public.  It 
deserves  to  be  thoroughly  understood. 


Farmers  and  the  Wagner-Murray- 
Dingell  Bill 

It  is  of  particular  interest  that  farmers 
of  the  United  States,  as  represented  in  the 
Farm  Bureau  Federation,  have  expressed 
their  attitude  on  the  question  of  a federal- 
ized system  of  medical  care.  This  is  true 
for  several  reasons : first,  the  proponents  of 
radical  change  have  too  often  seized  upon 
the  inadequate  medical  care  in  some  rural 
areas  as  an  argument  to  justify  radical 
changes  in  the  entire  system  of  medical 
care.  Evidently  the  farmers  are  not  pro- 
foundly impressed  with  the  arguments  of 
radical  reformers.  They  are  for  equality 
of  the  benefits  of  scientific  medical  care,  but 
they  are  distinctly  not  in  favor  of  the  adop- 
tion of  a system  dominated  by  federal  bu- 
reaucrats.— The  Nation’s  Agriculture,  July- 
August,  1944.  Page  5,  paragraph  11. 


The  DDT  Powder  for  the  Destruction 
of  Body  Lice 

On  another  page  of  this  issue  of  the 
Journal  will  be  found  an  address  by  A. 
L.  Ahnfeldt,  Lieutenant  Colonel,  Medical 
Corps,  and  Director,  Sanitation  and  Hy- 
giene Division,  Office  of  the  Surgeon  Gen- 
eral, on  the  use  of  the  DDT  powder  in  the 
Army  and  its  effects.  This  at  least  is  one 
of  the  benefits  that  will  come  out  of  the  war. 

The  chemical  formula,  of  course,  is  not 
published  and  will  not  be,  we  understand, 


until  after  the  war.  It  may  not  yet  be 
available  for  general  use. 

There  is  also  a statement  from  the  Geigy 
Company,  Incorporated,  on  neocid.  This 
is  available  for  domestic  use. 


DEATHS 


Dr.  James  Brewer  Cochran 
Dr.  James  Brewer  Cochran,  Dyersburg; 
University  of  Tennessee  Medical  School, 
Memphis,  1933;  aged  thirty-four;  died  July 
18,  1944. 


Dr.  E.  M.  Akins 

Dr.  E.  M.  Akins,  Etowah;  Chattanooga 
Medical  College,  1903;  aged  seventy;  died 
June  29,  1944. 


Dr.  Leo  F.  Pierotti 
Dr.  Leo  F.  Pierotti,  Memphis;  St.  Louis 
University  School  of  Medicine,  1931;  aged 
thirty-eight;  died  July,  1944,  following  a 
heart  attack. 


Dr.  Edwin  D.  Watkins 
Dr.  Edwin  D.  Watkins,  Memphis;  Colum- 
bia University  College  of  Physicians  and 
Surgeons,  New  York,  1906;  aged  sixty-two; 
died  July  31,  1944,  after  a two-month  ill- 
ness. 
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Dr.  Lynch  D.  Bennett,  200  Doctors  Build- 
ing, Nashville,  announces  the  limitation  of 
his  practice  to  gynecology  and  surgery  be- 
ginning August  1,  1944.  Office  hours  by 
appointment. 


The  American  Congress  of  Physical 
Therapy  will  hold  its  twenty-third  annual 
scientific  and  clinical  session  September 
6,  7,  8,  and  9,  inclusive,  at  the  Hotel  Statler, 
Cleveland,  Ohio.  For  further  information 
address  the  American  Congress  of  Physical 
Therapy,  30  North  Michigan  Avenue,  Chi- 
cago 2,  Illinois. 
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A.  M.  A.  Launches  Broad  Program  to 
Improve  Industrial  Health 
Fitness  Plan  Reaching  Down  to  Small  Fac- 
tory Described  by  Dr.  W.  W.  Bauer 
on  Schenley  Program 
The  broad  program  now  under  way  to 
improve  and  safeguard  the  health  of  the 
nation’s  industrial  workers  was  outlined 
here  this  week  by  Dr.  W.  W.  Bauer,  di- 
rector of  the  Bureau  of  Health  Education 
for  the  American  Medical  Association. 

In  an  address  delivered  July  25  on  the 
coast-to-coast  radio  program  of  Schenley 
Laboratories,  Inc.,  makers  of  penicillin, 
Doctor  Bauer  emphasized  that  “when  battle 
lines  extend  from  the  far  corners  of  the 
earth  into  the  remotest  American  hamlet 
where  industrial  production  takes  place,  the 
health  of  the  industrial  worker  takes  equal 
rank  with  that  of  the  fighting  man.” 

“Riveter,  press  operator,  machinist,  in- 
spector, and  draftsman,  not  to  mention 
executive  and  stenographer,”  he  said,  “are 
as  vital  to  victory  as  machine  gunner,  ba- 
zooka team,  ack-ack  gunner,  or  pilot.” 
Accordingly,  Doctor  Bauer  explained,  the 
American  Medical  Association  through  its 
Council  on  Industrial  Health,  in  addition 
to  guiding  the  organization  of  industrial 
health  committees  in  state  and  county  med- 
ical societies  throughout  the  country,  has 
devoted  special  issues  of  the  association’s 
publication  to  the  subject. 

In  furtherance  of  its  purpose  of  improv- 
ing the  health  of  the  production  front,  the 
council  also  has  been  instrumental  in  in- 
troducing its  study  in  the  curriculum  of 
medical  schools  and  postgraduate  courses 
for  positions,  he  said. 

The  small  factory  offers  one  of  the  great- 
est medical  and  health  problems  in  indus- 
try, Doctor  Bauer  said,  owing  to  its  in- 
ability because  of  size  to  provide  unaided 
the  necessary  safeguards  and  prompt  treat- 
ment for  on-the-job-inquiries.  To  assist  in 
relieving  this  situation  a comprehensive  set 
of  standing  orders  for  industrial  nurses 
working  without  the  immediate  supervision 
of  a doctor  has  been  developed  by  the  coun- 
cil in  accord  with  accepted  medical  prac- 
tices. 

Of  equal  value  as  a safety  measure,  Doc- 


tor Bauer  pointed  out,  has  been  the  publi- 
cation in  pamphlet  form  of  a procedure  for 
industrial  physical  examinations  classify- 
ing workers  into  the  following  groups: 
those  fit  for  all  work;  those  fit  for  work 
under  periodic  medical  supervision  with 
limited  physical  exertion,  in  nonhazardous 
work,  or  with  special  consideration  for 
orthopedic  defects,  impaired  vision  or  hear- 
ing, or  psychological  handicaps,  and  those 
unfit  for  work  at  time  of  examination. 


Postgraduate  Course  in  Surgical 
Diagnosis 

The  postgraduate  course  in  surgical 
diagnosis  is  now  nearing  its  close  in  Ten- 
nessee. It  is  climaxed  by  two  of  the  most 
successful  years  in  Tennessee  in  all  history 
of  postgraduate  study  under  the  extension 
plan.  The  program  and  its  success  is  due 
to  the  exceptional,  practical  nature  of  in- 
formation and  material  given  by  the  in- 
structor, Dr.  J.  R.  B.  Branch. 

A circuit  has  just  closed  the  week  of  July 
10  in  North  Middle  Tennessee  in  the  centers 
of  Crossville,  Cookeville,  Harriman,  and 
Carthage  with  an  unusual  average  per- 
centage of  attendance  for  the  circuit  of 
eighty-five  per  cent;  this  during  the  heat 
of  summer  months  and  in  a wartime  period 
when  physicians  are  overburdened  with 
civilian  practice. 

The  course  just  opened  the  week  of  July 
17  in  the  Knoxville  area  with  the  centers 
and  enrollments  as  follows : 


Knoxville 

69 

Maryville 

15 

La  Follette 

17 

Morristown 

9 

Newport 

.....  8 

Total 

118 

This  circuit  will  close  the  week  of  Sep- 
tember 22  and  the  last  will  open  with  the 
centers  of  Chattanooga,  Sweetwater,  Ath- 
ens, Cleveland,  and  Chattanooga  for  colored 
group.  Enrollments  are  already  coming 
in  with  large  numbers  for  the  next  circuit. 
The  program  will  close  finally  December 
1,  1944,  and  the  committee  is  giving  Doctor 
Branch  a leave  of  absence  for  one  month 
in  December,  1944,  when  he  will  visit  the 
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Novak  Gynecological  Clinic  at  Johns  Hop- 
kins University  at  Baltimore,  Maryland, 
where  he  will  spend  the  month  with  Doctor 
Novak  and  associates  preparatory  to  giving 
two  years’  instructions  in  gynecology  to 
Tennessee  physicians. 

We  feel  certain  after  receiving  scores  of 
letters  from  physicians  throughout  Tennes- 
see urging  that  Doctor  Branch  be  retained 
for  another  two  years  that  a great  many 
will  be  pleased  to  learn  of  his  appointment 
by  the  state  committee  and  the  chairman, 
Dr.  W.  L.  Williamson  of  Memphis,  who  an- 
nounces that  Doctor  Branch  has  been 
practically  “drafted”  by  physicians  of  Ten- 
nessee to  give  two  years’  instruction  in 
gynecology,  stressing  office  practice,  en- 
docrinology and  irradiation.  Doctor  Wil- 
liamson states  that  apparently  the  orig- 
inal training  and  qualifications  of  Doctor 
Branch  are  strongest  in  the  field  of  gyn- 
ecology of  any  of  his  accomplishments,  yet 
the  physicians  of  Tennessee  already  know 
of  his  ability  as  an  instructor  and  medical 
teacher  in  surgery.  Many  physicians  have 
already  indicated  they  await  with  interest 
and  keen  anticipation  the  coming  of  this 
course  in  gynecology  to  be  offered  by  Doc- 
tor Branch. 

L.  W.  Kibler, 

Field  Director. 


Southern  Medical  Association  Meeting 
St.  Louis,  November  13-16 
It  was  the  expressed  judgment  of  the 
council  at  the  annual  meeting  last  Novem- 
ber that  Southern  Medical  Association 
meetings  are  essential,  as  essential  in  war- 
times as  in  peace,  if  not  more  so,  that  phy- 
sicians, civilian  and  military,  need  medical 
meetings.  There  are  many  reasons  why 
the  council  believes  our  annual  meetings 
are  essential.  The  council  was  agreed  that 
a meeting  should  be  held  this  year  unless 
conditions  not  then  anticipated  seemed  to 
indicate  a meeting  should  not  be  held.  How- 
ever, it  charged  its  Executive  Committee 
with  the  responsibility  of  a final  decision 
for  a meeting  this  year  and  the  selection 
of  the  place  of  meeting.  The  Executive 
Committee  met  in  St.  Louis  on  April  4 and 
decided  that  there  should  be  a meeting  and 


accepted  the  invitation  of  the  St.  Louis 
Medical  Society  to  meet  in  St.  Louis. 

The  Executive  Committee  has  reviewed 
and  given  careful  consideration  to  a com- 
munication from  the  Office  of  Defense 
Transportation,  Washington,  dated  June 
21,  1944,  file  612-9,  signed  by  J.  M.  Johnson, 
director,  requesting  a cancellation  of  all 
meetings  not  definitely  war  connected.  The 
Executive  Committee  feels  that  our  meet- 
ing at  St.  Louis  will  be  definitely  war  con- 
nected, particularly  as  it  relates  itself  to 
civilian  practice  in  these  wartimes.  The 
committee  holds  to  its  original  viewpoint 
that  Southern  Medical  Association  meetings 
are  essential. 

After  a careful  consideration  of  the 
above-mentioned  communication  from  0.  D. 
T.,  the  Executive  Committee  has  decided 
to  go  ahead  with  plans  for  a meeting  in 
St.  Louis  in  November.  It  does  not  now, 
more  than  four  months  before  the  date  of 
the  meeting,  consider  the  possibility  of  not 
having  that  meeting.  The  committee  will 
consider  this  matter  again  the  latter  part 
of  September  or  early  in  October,  a month 
or  six  weeks  before  the  date  of  the  meet- 
ing, carefully  reviewing  the  whole  situation 
as  it  appears  at  that  time,  and  will  then 
decide  whether  or  not  the  meeting  will  be 
held  or  called  off.  In  the  meantime,  we  are 
to  go  ahead  with  perfecting  and  completing 
plans  for  a meeting  in  St.  Louis  in  No- 
vember. 

C.  P.  Loranz, 

Secretary-Manager. 
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Bennie-Dillon  Building,  Nashville 


The  Lessons  to  Be  Learned  from  a Study  of  Infants’ 
Deaths.  E.  L.  Potter,  Journal  of  American  Medical 
Association,  1944,  124:  336. 

Birth  rates,  total  death  rates,  and  death  rates  for 
infants  under  one  year  of  age  have  all  shown  a 
gradual  decline  during  the  years  for  which  sta- 
tistics are  available.  In  1915,  the  birth  rate  for 
the  United  States  was  25  per  10,000  estimated 
population;  in  1940,  it  was  only  17.9.  The  death 
rate  under  one  year  dropped  from  99.9  per  thou- 
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sand  live  births  in  1915  to  48.7  in  1940.  Had  the 
infant  death  rates  for  1915  prevailed  in  1940,  there 
would  have  been  approximately  123,000  more  deaths 
under  one  year  of  age  during  that  year  than  ac- 
tually occurred. 

Deaths  under  one  month  of  age  have  decreased 
at  a slightly  less  rapid  rate  (35.5  in  1927;  29  in 
1940)  than  those  under  one  year,  and  those  under 
one  day  have  shown  almost  no  decrease  since  1927 
(15.1  in  1927;  13.9  in  1940).  Under  one  year  of 
age  the  decrease  has  been  most  striking  in  gastro- 
intestinal infections  and  communicable  diseases. 
Infants  under  one  month  of  age  are  less  affected  by 
these  conditions,  and  those  under  one  day  of  age 
not  at  all. 

The  factors  concerned  in  infants’  deaths  are 
manifold  and  include  the  genetic  constitution  of  the 
parents,  their  state  of  health,  their  social  status, 
the  environmental  emotional  and  physical  state  of 
the  mother  during  pregnancy,  the  length  of  gesta- 
tion, the  position  of  the  fetus  in  utero,  the  length 
and  conduct  of  labor,  the  method  of  delivery,  the 
presence  of  abnormalities  in  the  uterus,  placenta, 
and  umbilical  cord,  the  immediate  postnatal  care 
of  the  infant,  and  the  later  care  of  the  infant. 

In  order  to  do  the  greatest  amount  of  good,  those 
states  which  most  frequently  contribute  to  an  un- 
favorable outcome  should  be  first  attacked.  The 
three  major  fields  into  which  effort  must  be  di- 
rected are  those  necessary  to  control  the  three 
major  causes  of  neonatal  deaths — prematurity, 
birth  trauma,  and  infections. 

Prematurity 

Prematurity  is  a direct  cause  of  approximately 
one-fourth  of  all  deaths  occurring  under  one  month 
of  age  and  is  a contributing  factor  in  at  least  an 
additional  one-fourth.  The  ideal  method  of  de- 
creasing the  number  of  deaths  from  this  cause 
would  be  in  preventing  the  premature  onset  of 
labor;  however,  no  one  has  succeeded  in  doing  this 
except  in  a few  isolated  cases  and  it  is  necessary, 
therefore,  to  improve  the  environment  into  which 
the  infant  is  born  if  its  chances  of  survival  are  to 
be  increased. 

The  immediate  reason  why  the  majority  of  other- 
wise normal  premature  infants  die  is  inability  to 
obtain  oxygen  through  the  inadequately  developed 
lung.  The  nearer  the  infant  is  to  term  the  greater 
is  the  capillary  area  which  is  in  direct  contact  with 
the  alveolar  lumens.  If  the  number  of  capillaries 
in  contact  with  the  air  and  capable  of  receiving 
oxygen  is  too  small  to  support  life,  the  infant  can- 
not survive. 

The  kidneys  in  a premature  infant  are  incom- 
pletely developed  at  birth.  Glomerular  develop- 
ment continues  until  about  the  thirty-fourth  or 
thirty-sixth  week  of  intrauterine  life,  and  prior 
to  this  time  an  incomplete  complement  of  glo- 
meruli is  present.  Even  at  the  normal  time  of 
birth,  tubular  development  is  very  incomplete  and 
in  the  premature  period  the  infant  is  handicapped 
by  greater  immaturity  of  the  tubular  system. 


In  order  to  provide  the  infant  with  the  greatest 
chance  of  survival  it  is  necessary  to  place  it  in 
an  environment  which  will  compensate  as  far  as 
possible  for  the  incompleteness  of  development. 
The  higher  the  percentage  of  oxygen  which  is 
present  in  the  inspired  air,  the  greater  the  absorp- 
tion which  is  possible.  The  more  easily  assimilable 
the  food  which  is  given,  the  less  will  be  the  effect 
of  incompletely  developed  digestive  glands.  Human 
milk  is  the  food  of  choice  for  all  premature  infants. 

To  give  the  premature  infant  the  greatest  chance 
for  survival  it  should  be  under  the  care  of  a 
physician  who  is  cognizant  of  its  special  needs,  and 
of  an  attendant  who  is  specially  trained  to  take 
care  of  it.  It  should  be  in  a place  where  constant 
heat  is  available  for  maintenance  of  body  tempera- 
ture, where  humidity  can  be  controlled,  where 
oxygen  can  be  administered,  and  where  breast  milk 
is  available.  It  should  be  disturbed  as  little  as 
possible  and  kept  free  from  the  possibility  of  in- 
fections. 

Birth  Trauma 

Birth  trauma  is  the  second  principal  cause  of 
death  which  properly  directed  effort  should  be  able 
to  reduce.  Intracranial  hemorrhage  is  the  most 
common  form  of  fatal  injury  and  is  almost  always 
due  to  abnormal  pressure  on  the  head.  This  may 
result  from  cephalopelvic  disproportion,  abnormal 
position  of  the  head,  abnormalities  of  uterine  con- 
tractions, or  the  improper  application  of  forceps. 
Hemorrhage  may  occur  despite  the  most  careful 
observation  of  the  patient  and  the  application  of 
the  greatest  skill  in  the  management  of  labor  and 
delivery. 

Any  attempt  to  decrease  the  number  of  birth  in- 
juries must  be  primarily  directed  toward  improved 
education  of  the  physician  and  improvement  of  the 
environment  in  which  birth  is  accomplished.  By 
expending  effort  in  this  direction,  decreases  in  the 
number  of  deaths  from  other  causes  will  also  be 
brought  about.  The  greater  the  skill  of  the  ob- 
stetrician, the  better  will  he  be  able  to  cope  with 
all  emergencies,  and  the  fewer  will  be  the  deaths 
from  all  causes  attendant  on  labor  and  delivery. 

Infections 

The  third  principal  cause  of  death  is  infection. 
The  lungs  are  the  part  of  the  body  most  frequently 
involved,  although  in  some  localities  there  is  still  a 
high  incidence  of  umbilical  and  cutaneous  infections. 
Epidemic  diarrhea  takes  an  annual  toll  of  lives 
which  might  be  prevented.  The  elimination  of  all 
pathogenic  bacteria  from  the  environment  of  the 
infant  during  delivery  and  after  birth  should  be 
attempted. 

Except  for  malformations,  the  other  conditions 
leading  to  infant  death  occur  with  considerably 
less  frequency.  Although  syphilis  accounts  for 
relatively  few  deaths  in  most  communities,  it  is  one 
cause  that  could  be  completely  eliminated.  Abnor- 
mal fetal  development,  in  our  present  stage  of 
knowledge,  is  almost  the  only  condition  which  is 
not  susceptible  to  amelioration. 


286 


ABSTRACTS  OF  CURRENT  LITERATURE 


August,  1944 


Our  greatest  need  at  the  present  time  is  for 
greater  dissemination  of  information  which  is  al- 
ready available.  When  one  states  that  the  causes 
of  infant  death  are  little  understood,  it  is  merely 
an  indication  that  one  is  little  interested  in  under- 
standing. If  all  infants  could  be  delivered  by 
skilled  obstetricians  in  places  suitable  for  birth 
and  could  be  subsequently  cared  for  in  a way  known 
to  give  the  best  chance  for  survival,  the  general 
death  rates  would  be  greatly  decreased. 


Fetal  and  Neonatal  Mortality  in  Pregnancies  Compli- 
cated by  Diabetes  Mellitus.  H.  C.  Miller,  D.  Hur- 

witz,  and  K.  Kuder.  Journal  of  American  Medical 

Association,  1944,  124:  271. 

The  fetal  mortality  in  pregnancies  complicated 
by  diabetes  mellitus  is  about  thirty  per  cent,  and 
the  cause  remains  obscure.  The  use  of  insulin  has 
not  given  a lower  mortality.  Infants  born  of 
diabetic  mothers  may  have  cardiac  hypertrophy, 
large  numbers  of  nucleated  red  cells  in  the  periph- 
eral blood  soon  after  birth,  hyperplasia  of  the 
islands  of  Langerhans,  and  are  apt  to  be  over- 
weight. The  fact  that  this  syndrome  is  sometimes 
present  before  the  onset  of  signs  and  symptoms  of 
diabetes  indicates  that  the  anatomic  changes  are 
not  related  to  the  hyperglycemia  in  the  mother. 

The  material  for  this  study  was  obtained  from 
the  hospital  records  of  all  diabetic  pregnant  women 
and  their  offspring  admitted  to  the  Boston  Lying- 
In  Hospital,  the  New  Haven  Hospital,  and  the  New 
York  Hospital  since  1930,  1928,  and  1933,  respec- 
tively, and  did  not  include  any  case  in  which  the 
fetus  weighed  less  than  1,000  grams. 

The  findings  of  these  authors  show  that  the  belief 
is  no  longer  tenable  that  hyperglycemia  of  the 
mother  causes  the  larger  number  of  fetal  deaths, 
the  excessive  weight  of  some  of  the  infants,  and 
the  hyperplasia  of  the  islands  of  Langerhans. 
Fetal  deaths  and  the  birth  of  unusually  large 
babies  occur  with  about  the  same  incidence  before 
the  diabetes  become  manifest  as  afterward.  This 
is  true  also  of  the  hyperplasia  of  the  islands  of 
Langerhans,  the  cardiac  hypertrophy,  and  the  ex- 
cessive erythropoiesis  in  the  fetal  liver.  Many 
explanations  are  still  needed  before  the  relationship 
between  fetal  production  of  hyperglycemia  in  the 
mother  is  clarified. 

The  material  presented  shows  that  there  is  an 
increased  fetal  and  neonatal  mortality  even  from 
fifteen  to  twenty  years  before  the  clinical  symptoms 
and  signs  of  diabetes  can  be  recognized,  and  the 
findings  in  the  dead  infants  are  the  same  as  those 
of  infants  borne  by  mothers  with  hyperglycemia. 
It  shows  also  that  the  size  of  the  fetus  per  se  is  not 
the  cause  of  fetal  death  because  the  mortality  rate 
is  no  higher  among  the  infants  who  weigh  4.5 
kilograms  or  more  at  birth  than  among  those  who 
weigh  between  2.5  and  4.5  kilograms.  Also  the 
fetal  mortality  in  the  presence  of  mild  diabetes 
not  requiring  insulin  and  in  the  absence  of  other 


maternal  complications  of  pregnancy  is  four  times 
higher  than  that  in  the  nondiabetic  population. 

The  presence  of  glycosuria  in  the  last  months  of 
pregnancy  in  women  whose  carbohydrate  metabo- 
lism is  otherwise  apparently  normal  is  associated 
with  a fetal  and  neonatal  mortality  that  is  as  high 
as  that  among  the  offspring  of  women  with  definite 
diabetic  symptoms. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


The  Value  of  Ophthalmic  Treatment  in  the  Field.  G. 

C.  Dansey-Browning.  American  Journal  of  Ophthal- 
mology, July,  1944. 

Five  hundred  fourteen  ophthalmic  battle  cas- 
ualties, treated  in  a mobile  ophthalmic  unit  during 
the  Libyan  campaign  are  analyzed.  An  average  of 
thirty-six  hours  elapsed  between  the  time  of  the 
initial  wound  and  the  preliminary  examination. 
After  application  of  a dressing  at  the  regimental 
aid  post,  the  only  treatment  received  during  this 
time  was  the  oral  administration  of  sulfonamides. 

Although  operative  interference  was  confined  to 
the  absolute  minimum,  some  200  “major”  opera- 
tions had  to  be  performed.  There  were  sixty- 
seven  cases  of  intraocular  foreign  body.  Because 
of  prolapse  of  the  iris,  twenty-one  of  these  were 
operated  in  the  field.  The  sclera  was  sutured  in 
nine  cases  and  simple  conjunctival  flaps  were  made 
for  seven  other  wounds.  Five  cases  developed 
panophthalmitis  and  thirteen  showed  a cyclitis  at 
the  end  of  the  first  month.  Seventeen  globes  were 
enucleated. 

Among  the  twenty-two  cases  of  intraorbital  for- 
eign body  with  perforation  of  the  globe  were  five 
cases  with  traumatic  cataract.  Two  cases  were 
subsequently  reported  to  have  retinal  detachment 
and  in  one  the  vitreous  was  filled  with  hemorrhage. 
One  case  developed  retinitis  proliferans.  Two  eyes 
were  enucleated.  In  thirty-one  cases  of  nonpene- 
trating intraorbital  foreign  body  the  main  damage 
was  caused  by  concussion.  There  were  four  cases 
of  optic  atrophy.  Five  had  lid  injuries,  and  there 
were  two  cases  of  orbital  cellulitis  which,  resolved 
under  oral  sulfonamide  therapy.  There  were  twelve 
cases  of  hemorrhage  into  the  vitreous. 

Out  of  192  cases  of  conjunctival,  scleral,  and 
corneal  foreign  body,  only  one  developed  a hypopyon 
ulcer.  One  case  with  a scleral  foreign  body  de- 
veloped a pyocyaneus  abscess  which  resolved  quick- 
ly and  without  ill  effects. 

There  were  eighty-seven  disorganized  globes. 
No  cases  of  sympathetic  ophthalmitis  have  been 
reported  from  this  series.  Compared  with  Wurde- 
mann’s  figures  of  casualties  in  1916,  where,  out  of 
2,000  ophthalmic  casualties  only  698  eyes  were  re- 
tained, the  total  of  114  eyes  lost  in  this  series  of 
514  indicates  that  the  modern  policy  of  treatment 
in  the  field  had  not  had  adverse  end  results. 


August,  1944 


ABSTRACTS  OF  CURRENT  LITERATURE 


287 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Regression  of  Bone  Metastases  from  Breast  Cancer  After 
Ovarian  Sterilization.  Max  Ritvo,  M.D.,  and  Oscar 
S.  Peterson,  Jr.,  M.D.,  Boston,  Massachusetts.  The 
American  Journal  of  Roentgenology  and  Radium 
Therapy,  February,  1944,  Vol.  51,  No.  2,  page  220. 
The  authors  reported  on  a series  of  cases  that 
they  have  treated  at  the  Pondville  Hospital  which 
have  benefited  from  roentgen  ovarian  sterilization. 
When  the  first  evidence  of  bone  metastases  was 
seen,  then  roentgen  sterilization  was  performed. 

Their  technique  is  to  administer  a total  dosage 
of  2,000  to  3,600  r with  the  following  factors:  “two 
to  four  fields,  each  measuring  about  fifteen  by 
fifteen  centimeters  are  used  over  the  lower  portions 
of  the  abdomen  and  lower  back,  the  rays  being 
directed  into  the  pelvis.  The  filtration  is  five- 
tenths  millimeter  of  copper  and  one  millimeter  of 
aluminum,  giving  a half-value  layer  of  one  milli- 
meter of  copper.  Two  hundred  kilovolts  is  the 
usual  voltage  and  the  target  skin  distance  is  fifty 
centimeters.  One  field  is  exposed  daily  in  rotation 
and  the  customary  single  dose  is  200  r.” 

They  summarize  the  benefits  that  may  be  ex- 
pected in  properly  selected  cases  as  follows:  “(1) 
there  is  usually  prompt  and  effective  relief  of  pain ; 
this  may  be  of  considerable  duration  and  fre- 
quently lessens  or  temporarily  obviates  the  need 
for  morphia  and  other  habit-forming  narcotics;  in 
some  instances,  roentgen  therapy  abolishes  pain 
when  sedatives  have  failed  to  give  relief;  (2)  the 
lesions  in  the  bones  regress  partially  and  in  some 
instances  entirely  reossify  to  disappear  complete- 
ly; (3)  fractures  with  their  resultant  deformities 
and  prolonged  disabilities  may  be  prevented;  (4) 
there  is  great  improvement  in  the  patient’s  general 
condition  with  increased  appetite  and  gain  in 
weight;  (5)  there  is  marked  prolongation  of  the 
patient’s  usefulness,  many  being  able  to  continue 
their  regular  occupations  for  considerable  periods 
with  consequent  benefit  not  only  to  the  individual, 
but  to  the  family  and  the  community;  (6)  there  is 
striking  betterment  of  the  patient’s  mental  status 
with  helpfulness  and  optimism  replacing  the  feel- 
ing of  hopelessness  and  despair  which  so  commonly 
occurs.” 

They  believe  that  routine  ovarian  sterilization 
of  all  patients  with  cancer  of  the  breast  in  the 
premenopausal  age  is  not  advisable. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  Jr.,  M.D. 
307  Doctors  Building,  Knoxville 


Podophyllin  Treatment  of  Condylomata  Acuminata. 
Major  O.  S.  Culp,  Major  Magid,  and  Captain  I.  W. 
Kaplan,  Medical  Corps,  Army  of  the  United  States, 


Station  Hospital,  Camp  Bowie,  Texas.  Journal  of 

Urology,  June,  1944. 

In  this  article  the  results  obtained  in  a series 
of  100  patients  with  condylomata  acuminata  (vene- 
real warts)  treated  with  podophyllin  is  presented. 

Kaplan,  in  1942,  reported  twenty  patients  with 
condylomata  acuminata,  treated  with  twenty-five 
per  cent  podophyllin  in  mineral  oil.  All  patients 
were  cured  promptly  without  any  complications  or 
toxic  manifestations. 

The  100  cases  in  this  report  were  treated  at  the 
station  hospital  since  May,  1943.  All  were  males. 
Three  had  chancres  and  one  had  gonorrhea.  The 
remaining  ninety-six  had  no  venereal  disease.  All 
but  seven  were  treated  as  outpatients  while  on 
full  field  duty.  The  number  of  growths  in  each 
case  varied  from  one  to  many,  the  average  being 
six. 

Sixty-two  cases  were  treated  by  applying  the 
twenty-five  per  cent  podophyllin  in  mineral  oil  to 
the  growth  with  a cotton  applicator.  There  was 
little  or  no  discomfort.  Fifty-six  of  these  required 
only  one  application,  five  required  two,  and  one 
three  applications. 

In  thirty-five  patients  the  podophyllin  was  ap- 
plied in  the  form  of  a paste,  prepared  by  mixing 
the  powder  with  water  until  the  desired  consistency 
was  obtained.  Only  two  cases  in  the  group  re- 
quired more  than  one  application. 

Most  of  the  lesions  disappeared  in  two  to  three 
days,  six  days  being  the  longest  period  before  a 
cure  was  obtained. 

In  six  cases  balanitis  occurred,  but  subsided 
within  five  days. 

All  cases  were  cured  and  there  were  only  two 
recurrences  of  the  growths  reported.  However, 
follow  up  was  unsatisfactory  because  of  movement 
of  combat  organizations. 


BOOK  REVIEW 


New  and  Nonofficial  Remedies,  1944,  Containing  De- 
scriptions of  the  Articles  Which  Stand  Accepted  by 
the  Council  on  Pharmacy  and  Chemistry  of  the  Amer- 
ican Medical  Association  on  January  1,  1944.  Cloth. 
Price,  postpaid,  $1.50.  Pp.  778.  Chicago:  American 
Medical  Association,  1944. 

The  current  volume  of  New  and  Nonofficial  Rem- 
edies reflects  two  important  and  forward-looking 
decisions  of  the  council — namely,  to  use  the  metric 
system  exclusively  in  all  its  publications  and  to 
consider  for  acceptance  contraceptive  preparations 
offered  for  use  as  prescribed  by  physicians.  These 
decisions  in  turn  reflect  the  vigorous  and  progres- 
sive leadership  of  the  council  in  the  service  of 
medicine. 

The  chapter  on  contraceptives  is  quite  compre- 
hensive; with  the  acceptance  of  more  preparations, 
it  will  undoubtedly  assume  a large  place  in  new 
and  nonofficial  remedies.  The  council  has  thus  far 
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accepted  some  contraceptive  jellies  and  creams, 
contraceptive  diaphragms,  diaphragm  inserts, 
syringe  applicators,  and  fitting  rings.  It  is  under- 
stood that  a number  of  additional  preparations 
have  been  submitted  for  council  consideration  since 
the  book  went  to  press.  This  chapter  represents  a 
courageous  and  long-needed  innovation. 

Some  of  the  new  preparations  that  appear  in 
this  volume  are:  succinylsulfathiazole,  a new  sul- 
fonamide, a proprietary  brand  being  “Sulfasuxi- 
dine”;  diodrast  concentrated  solution,  a prepara- 
tion of  the  already  accepted  diodrast,  for  use  in  a 
special  diagnostic  procedure  for  visualization  of 
the  circulatory  system  and  also  cholangiography; 
a preparation  of  sodium  benzoate  for  use  as  a 
liver  function  test;  mersalyl  and  theophylline,  ac- 
cepted under  the  name  Salyrgan-Theophylline  Tab- 
lets, proposed  as  an  adjunct  to  intravenous  injec- 
tion of  the  already  accepted  drug;  zinc  insulin 
crystals  and  zinc  insulin  injection  crystalline;  teta- 
nus toxoid;  and  concentrated  oleovitamin  A and 
D,  a dosage  of  the  pharmacopoeial  preparation. 

A glance  at  the  preface  shows  that  certain  gen- 
eral articles  have  been  revised  to  bring  them  up 
to  date.  More  or  less  important  revisions  have 
been  made  of  the  following  chapters:  Barbituric 
Acid  Derivatives,  Estrogenic  Substances;  Para- 
thyroid; Ovaries;  Sulfonamide  Compounds;  Vita- 
mins, especially  the  sections,  Vitamin  B Complex 
and  Vitamin  D.  In  this  connection  it  is  worth 
noting  that  each  chapter  in  the  book  is  reviewed 
annually,  or  more  often  if  indicated,  by  the  re- 
sponsible referee  for  such  revision. 

This  volume  is  of  paramount  interest  to  all  those 
concerned  with  rational  and  modern  drug  therapy. 


Annual  Reprint  of  the  Reports  of  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical  Asso- 
ciation for  1943.  Cloth.  Price,  postpaid,  $1.00.  Pp. 
150.  Chicago:  American  Medical  Association,  1944. 
The  present  volume  of  reprints  contains  only 
eight  reports  on  rejected  articles;  it  is  interesting 
to  note  that  objections  to  these  are  on  a much 
higher  plane  than  those  it  was  necessary  to  urge 
against  the  flagrantly  quackish  preparations  of 
earlier  days. 

Perhaps  the  most  noteworthy  of  the  nineteen 
general  and  “status”  reports  in  this  volume  is  the 
one  declaring  the  council’s  intention  of  using  hence- 
forth only  the  metric  or  centimeter-gram-second 
system  in  its  publications.  The  report  itself  gives 
some  interesting  and  readable  history  on  the  sub- 


ject of  weights  and  measures.  Of  most  timely 
interest  to  the  general  physician  as  well  as  the 
endocrine  specialist  is  the  report  on  nomenclature 
of  endocrine  preparations.  The  report  gives  a cur- 
rently quite  complete  list  of  the  available  commer- 
cial preparations,  including  those  not  accepted  by 
the  council  as  well  as  those  which  stand  accepted. 
Another  report  in  the  field  of  endocrinology  is  that 
recognizing  the  use  of  estrogens  in  the  treatment 
of  prostatic  carcinoma. 

Attention  should  be  called  to  at  least  two  of  the 
reports  concerned  with  vitamin  preparations — 
namely,  the  status  report  giving  the  council’s  de- 
cision that  the  evidence  does  not  yet  warrant  the 
acceptance  of  cod-liver  oil  preparations  for  external 
use,  and  the  report  announcing  the  council’s  rec- 
ognition of  the  use  of  massive  doses  of  vitamin  D 
in  arthritis,  and  in  this  volume  includes  a current 
comment  from  The  Journal  titled  “Hope  (false)  for 
the  Victims  of  Arthritis,”  which  i'e-emphasizes  this 
objection. 

The  status  report  on  xanthine  compounds  gives 
a much-needed  delimitation  of  the  therapeutic 
claims  that  may  be  recognized  for  aminophylline 
and  its  related  xanthine  derivatives.  Of  similar 
interest  is  the  report  on  the  local  use  of  sulfona- 
mides in  dermatology,  and  in  the  same  category 
may  be  mentioned  the  report  on  agents  for  the 
treatment  of  trichomonas  vaginitis,  which  points 
out  that  the  present  aim  should  not  be  for  new 
medicaments  in  this  field,  but  for  further  informa- 
tion, especially  concerning  failures  with  those  that 
have  been  used.  In  another  status  report  the 
council  sets  forth  its  conclusion  that  present  evi- 
dence does  not  justify  claims  for  advantage  of 
oral  use  of  sodium  sulfonamides  over  the  free 
drug. 

In  line  with  its  decision  to  consider  for  accept- 
ance various  contraceptive  preparations,  the  coun- 
cil published  a status  report  on  conception  control, 
which  is  concluded  in  this  volume.  The  report 
comprises  a series  of  concise  statements  on  the 
various  preparations  and  methods  of  control,  pre- 
pared by  Dr.  Robert  Latou  Dickinson,  together 
with  a statement  of  criteria  by  which  the  council 
will  consider  the  acceptability  of  contraceptive  jel- 
lies, creams,  and  syringe  applicators  and  nozzles, 
diaphragms  and  caps. 

It  cannot  be  too  often  said  that  this  volume,  as 
well  as  the  other  publications  of  the  council,  re- 
mains of  paramount  interest  to  all  who  are  con- 
cerned with  rational  use  of  therapeutic  agents. 
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THE  SOCIAL  SECURITY  SNOWBALL 

The  following  is  reproduced  by  courtesy 
of  the  Insurance  Economics  Society  of 
America,  176  West  Adams  Street,  Chicago 
3,  Illinois.  Mr.  Ernest  V.  Sullivan  is  the 
educational  director. 

The  society  is  in  position  to  supply  the 
article  in  leaflet  form  in  large  quantities. 
It  touches  a subject  of  real  concern  to  all 
citizens. 


Over  the  years,  the  more  compulsory  so- 
cial insurance  we  have,  the  greater  the 
temptation  to  add  to  our  program.  That 
is  a simple  way  of  explaining  what  may  be 
called  the  dynamic  theory  of  compulsory 


social  insurance.  You  may  not  want  more, 
your  neighbor  may  not  want  more,  but  al- 
ways there  are  plenty  of  people  willing  to 
listen  to  and  to  entertain  proposals  further 
extending  the  current  program. 

In  every  country  where  compulsory  so- 
cial insurance  has  been  known,  and  some 
have  had  systems  established  from  thirty 
to  sixty  years,  those  systems  have  contin- 
ually expanded,  particularly  their  cost. 

Even  though  we  have  had  such  a system 
for  only  seven  to  eight  years,  costs  in  the 
United  States  have  increased  enormously, 
as  shown  by  the  chart  on  the  cover  of  this 
leaflet,  comparing  them  to  a snowball  roll- 
ing down  hill  and  gathering  size  as  it  rolls. 

In  the  fiscal  year  1935-1936,  just  before 
the  Social  Security  Act  of  1935  came  into 
effect,  this  country  was  annually  expending 
about  $678,000,000  on  a variety  of  social 
functions  which,  grouped  together,  might 
be  labeled  as  the  social  security  system  of 
that  day. 

By  1940-1941  social  security  benefits  and 
costs  had  reached  $3,500,000,000,  including 
old-age  and  survivors  insurance,  unemploy- 
ment insurance,  and  other  items  which 
could  properly  be  included  as  a part  of  our 
social  security  system. 

Today  the  American  public  is  being  asked 
to  adopt  additional  proposals,  which,  if  ac- 
cepted, would  bring  immediate  annual  dis- 
bursals for  social  security  to  $9,500,000,000 
annually,  and  increase  them  each  year  over 
a period  of  some  twenty-five  years  to  an 
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ultimate  annual  total,  if  we  include  such 
“social”  services  as  public  works,  vocational 
training,  etc.,  approaching  $20,000,000,000. 

This  pattern  of  continuous  expansion  is 
similar  to  experience  in  other  countries — 
and  it  may  mean  more  and  more  proposals, 
involving  more  and  more  money,  if  those 
now  pending  should  be  adopted. 

This  dynamic  aspect  of  compulsory  so- 
cial insurance  has  not  been  as  yet  widely 
discussed.  But  it  has  a meaning  to  every 
individual,  which  can  be  loosely  illustrated 
by  reference  to  taxes  for  social  security. 
Before  1935,  we  had  no  such  taxes.  Today 
these  amount  to  one  per  cent  on  the  first 


$3,000  of  pay  roll.  Next  year,  they  may 
be  two  per  cent,  or  they  may  remain  at  one 
per  cent,  depending  upon  Congressional  ac- 
tion. If  the  Wagner-Murray-Dingell  bill 
or  a similar  law  were  to  be  enacted,  they 
would  jump  to  six  per  cent,  and  there 
would  be  additional  indirect  taxes. 

In  fact,  it  all  boils  down  to  a question  of 
whether  or  not  people  want  to  undertake 
the  risk  of  being  compelled  to  give  up  con- 
trol of  more  and  more  of  their  earnings. 
An  alternative  is  self-reliance — continuing 
to  purchase  security  voluntarily,  as  private 
individuals,  on  a basis  enabling  each  to 
determine  what  he  or  she  wants  to  pay 
and  to  continue  to  pay. 
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DIARRHEA  IN  ADULTS* 

FREDERICK  E.  MARSH,  M.D.,  Chattanooga 

Under  ordinary  circumstances  and  in 
temperate  climates,  chronic  diarrhea  is  not 
a common  symptom.  However,  because  of 
the  global  character  of  the  present  World 
War,  an  increased  incidence  of  diseases  as- 
sociated with  diarrhea  will  be  seen  in  the 
future.  These  patients  will  be  observed, 
not  only  by  physicians  in  the  armed  forces, 
but  also  by  those  in  civilian  practice  due  to 
the  steady  influx  of  individuals  harboring 
various  infectious  agents  in  the  gastroin- 
testinal tract.  In  the  postwar  period,  it 
will  be  increasingly  important  for  the  phy- 
sician to  be  familiar  with  the  diverse  causes 
of  chronic  diarrhea. 

The  following  is  a classification  of  chronic 
diarrhea  by  Bockus: 

I.  Gastrogenous  Diarrhea 

A.  Achylia,  achlorhydria 

1.  Gastritis  (especially  alcoholic),  severe 
anemia,  carcinoma,  linitis  plastica 

B.  Following  gastroenterostomy 

1.  Rapid  emptying 

2.  Gastrojejunitis 

3.  Gastrocolic  fistula 

4.  Achlorhydria 

II.  Diseases  of  the  Intestines 

A.  Infectious  agents 

1.  Bacillary  dysentery 

2.  Other  bacterial  agents  (typhoid,  para- 
typhoid and  Salmonella  strains,  strep- 
tococcic, gonococci,  B.  aerogenes  cap- 
sulatus,  etc.) 

3.  Fungi  (Monilia  and  similar  strains) 

4.  Lymphopathia  venereum 

5.  Syphilis  of  the  intestines  (?) 

B.  Parasitic  causes 

1.  Protozoa 

a.  Amebic  colitis 

b.  Flagellates  (Giardia  lamblia,  Trich- 
omonas hominis,  Chilomastix  mes- 
nili) 

c.  Infusoria  (Balantidium  coli) 

d.  Leishmania  donovani  (kala  azar) 

2.  Helminths 

a.  Strongyloides  stercoralis  (Strongy- 
loidiasis) 

b.  Trichinella  spiralis  (Trichinosis) 

c.  Cestodes  (tapeworms) 

C.  Common  ulcerative  diseases 

1.  Chronic  nonspecific  enteritis  and  en- 
terocolitis 

2.  Chronic  ulcerative  colitis 


*Read  befoi'e  Tennessee  State  Medical  Associa- 
tion, Nashville,  April  11,  12,  13,  1944. 


3.  Tuberculosis  of  the  intestines 
I).  Other  intestinal  diseases 

1.  Malignant  lesions 

2.  Diverticulitis 

3.  Colonic  polyposis  with  secondary  co- 
litis 

4.  Megacolon  with  impaction 

5.  Factitial  proctosigmoiditis 

E.  Colitis  secondary  to  toxic  drugs 
1.  Mercury,  arsenic,  alcohol 

III.  Functional  Colonopathies 

A.  Chronic  constipation 

B.  Prolonged  use  of  purgatives 

C.  Fecal  impaction 

D.  Mucous  colitis  (colonic  neurosis) 

IV.  Defects  in  Absorption 

A.  Idiopathic  steatorrhea  (celiac  disease, 
nontropical  sprue) 

B.  Tuberculous  mesenteric  glands 

C.  Deficiency  states 

1.  Hypoproteinemia,  avitaminoses,  pella- 
gra, sprue 

D.  Intestinal  carbohydrate  dyspepsia 

V.  Pancreatic  Disease 

A.  Diabetes 

B.  Pancreatic  insufficiency 

VI.  Gall  Bladder  and  Biliary  Tract  Disease 

A.  Fistula  between  biliary  and  intestinal 
tracts 

B.  Concomitant  achlorhydria,  pancreatic  in- 
sufficiency or  gastroduodenitis 

VII.  Diarrhea  of  Nervous  Origin 

A.  Emotional  diarrhea  (hypermotility) 

B.  Reflex:  extracolonic  abdominal  disease 

1.  Pelvic  abscess  or  inflammation 

2.  Appendiceal  abscess 

3.  Renal  or  gall-bladder  colic,  etc. 

C.  Organic  diseases  of  central  nervous  sys- 
tem 

1.  Tabes  dorsalis,  etc. 

2.  Intracranial  disease  (increased  intra- 
cranial pressure) 

VIII.  Constitutional  Disorders 

A.  Chronic  nephritis,  diabetes,  allergy 

B.  Hyperthyroidism 

1.  Achlorhydria 

2.  Neurogenic  gastrointestinal  hypermo- 
tility 

C.  Amyloid  disease  (probably  due  to  amyloid 
changes  in  the  intestinal  mucosa) 

Although  the  causes  of  diarrhea  are 
many,  the  symptoms  lend  themselves  read- 
ily to  a critical  diagnostic  study.  The  stool 
can  be  examined  microscopically  and  can 
be  studied  after  culture ; the  lower  ten 
inches  of  the  large  bowel  can  be  inspected 
through  the  sigmoidoscope;  the  entire  gas- 
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trointestinal  tract  can  be  studied  by  the 
X ray  after  a barium  meal  and  a barium 
enema. 

The  diarrheas  of  parasitic  origin  may 
occur  at  any  age,  but  are  most  frequently 
seen  in  young  people.  The  same  may  be 
said  of  bacillary  dysentery.  Ulcerative 
colitis  of  the  idiopathic  type  most  often  oc- 
curs in  persons  between  the  ages  of  four- 
teen and  thirty  years.  Diarrhea  of  gastric 
origin  and  that  due  to  cancer  of  the  large 
bowel  generally  affects  patients  in  middle 
or  beyond  middle  life.  Diarrhea  caused 
by  pancreatic  disease  most  often  occurs  in 
middle-aged  or  elderly  patients. 

Exacerbations  of  chronic  diarrhea 
brought  about  by  states  of  emotional  ten- 
sion and  mental  conflict  should  suggest  a 
functional  type  of  diarrhea.  However,  it 
should  be  kept  in  mind  that  a disorder  of 
the  psyche  will  aggravate  any  type  of  diar- 
rhea. Alternating  diarrhea  and  constipa- 
tion should  suggest:  (1)  cancer  of  the  colon, 
(2)  diverticulosis  of  the  colon,  (3)  neu- 
rosis of  the  colon,  (4)  diarrhea  of  chronic 
constipation  and  laxative  habits,  and  (5) 
diarrhea  of  gastric  origin.  If  diarrhea  oc- 
curs in  association  with  abdominal  crampy 
pain,  one  should  suspect  ulcerative  colitis, 
diverticulitis  or  cancer  of  the  colon.  The 
functional  types  of  diarrhea  are  not,  as  a 
rule,  accompanied  by  abdominal  pain.  The 
diarrhea  of  nutritional  and  gastric  origin 
are  also  in  most  instances  not  accompanied 
by  abdominal  pain.  Allergy  is  suggested 
when  diarrhea  occurs  repeatedly  after  cer- 
tain articles  of  food. 

As  regards  the  character  of  the  feces, 
persistent  bloody  stools  with  tenesmus  and 
griping  pains  should  suggest:  (1)  one  of 
the  two  types  of  dysentery  (amebic  or  bacil- 
lary), (2)  idiopathic  ulcerative  colitis,  (3) 
carcinoma  of  the  distal  colon,  (4)  tuber- 
culous colitis,  (5)  diffuse  polyposis.  The 
passage  of  large,  pale  or  grayish  stools  is 
usually  the  result  of  steatorrhea.  Excreta 
of  this  character  will  call  to  mind  the  pos- 
sibility of  either  faulty  intestinal  absorp- 
tion or  pancreatic  insufficiency. 

The  presence  of  liquid  stools,  yellowish 
green  in  appearance,  is  due  to  large  amounts 
of  bile.  This  type  of  stool  is  seen  in  as- 
sociation with  a gastric  hypermotility  in- 


duced by  vigorous  catharsis  and  also  fol- 
lowing severe  attacks  of  gastroenteritis. 
Large  amounts  of  bile  in  the  stools  may 
occur  when  there  is  a fistula  between  the 
biliary  tract  and  the  alimentary  canal.  The 
sudden  appearance  of  diarrhea  of  this  type 
in  a jaundiced  patient  who  has  had  biliary 
colic  should  cause  one  to  think  of  an  in- 
ternal biliary  fistula. 

The  following  slide  illustrates  the  most 
common  causes  of  diarrhea,  in  the  order 
of  their  frequency,  as  seen  by  Bockus  and 
his  associates  at  the  University  of  Pennsyl- 
vania Postgraduate  Hospital : 

1.  Diarrhea  of  nervous  origin  (emotional  diar- 
rhea, neurogenic  mucous  colitis,  and  neurogenic 
gastrointestinal  hypermotility) . 

2.  Chronic  ulcerative  colitis. 

3.  Carcinoma  of  the  colon. 

4.  Gastrogenous  diarrhea,  including  the  diarrhea 
following  gastrojejunostomy  and  gastrojejunocolic 
fistula. 

5.  Constitutional  disorders,  including  allergy, 
goiter,  diabetes,  and  nephritis. 

6.  Nonspecific  regional  enteritis  and  ileocolitis. 

7.  Nutritional  deficiency  states. 

8.  Diarrhea  due  to  constipation  and  the  use  of 
laxatives. 

9.  Defects  in  intestinal  absorption  (steatorrhea 
and  mesenteric  glandular  disease). 

10.  Amebic  colitis. 

11.  Bacillary  dysentei-y. 

12.  Diseases  of  the  gall  bladder  and  pancreas. 

13.  Tuberculous  enterocolitis. 

Nervous  or  functional  diarrhea  occurs  in 
nervous  sensitive  individuals  who  exhibit 
a gastrointestinal  hypermotility.  The  gas- 
trocolic reflex  is  triggerlike  in  its  action 
as  evidenced  by  a frequent  desire  to  have 
a stool  after  meals.  Many  of  these  patients 
give  a history  of  two  or  three  stools  daily 
since  childhood.  Following  any  emotional 
strain,  the  stools  are  increased  to  five  or 
six  daily ; in  many  cases  the  stools  exceed 
this  number.  The  diarrhea  may  continue 
for  several  weeks,  but  finally  they  are  re- 
duced to  the  usual  two  or  three  stools  daily. 

Patients  with  a nervous  type  of  diarrhea 
should  eat  sparingly  when  upset  emotion- 
ally. When  the  patient  is  first  seen,  it  is 
well  to  give  a powder  containing  extract 
of  belladonna,  phenobarbital,  bismuth  sub- 
nitrate and  kaolin.  Psychotherapy  will 
help  to  improve  the  symptom  sufficiently 
to  restore  fairly  normal  habits  of  defeca- 
tion. 
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Mrs.  E.  T.  came  to  my  office  with  a chief 
complaint  of  diarrhea.  She  was  having 
five  or  six  stools  daily,  unaccompanied  by 
abdominal  pain,  mucus  or  blood.  She  stated 
she  had  had  always  two  or  three  stools 
daily.  Her  husband  had  been  drinking  to 
excess  and  had  been  unable  to  meet  the 
current  home  expenses.  A frank  discus- 
sion regarding  the  functional  nature  of 
her  ailment  and  advice  about  a job  for  her- 
self have  reduced  the  number  of  stools  to 
the  usual  two  or  three  daily. 

Ulcerative  Colitis. — Abdominal  pain  in 
this  disease,  although  slight  in  mild  cases, 
is  a very  frequent  complaint.  The  pain  is 
associated  with  a desire  to  defecate  and 
is  usually  abrupt,  being  ushered  in  with 
diarrhea  and  often  associated  with  the  pas- 
sage of  bloody  mucus.  In  the  acute  ful- 
minating type,  the  stools  may  be  very  fre- 
quent and  consist  almost  entirely  of  blood, 
mucus,  and  pus. 

Loss  of  weight  and  strength  are  depend- 
ent entirely  upon  the  severity  of  the  dis- 
ease and  the  associated  systemic  toxemia. 
In  mild  cases  with  little  or  no  diarrhea 
and  no  bleeding  of  consequence,  the  patient 
may  feel  entirely  well,  whereas  in  the  se- 
vere form  loss  of  weight  and  progressive 
weakness  are  very  prominent  features  from 
the  onset  of  the  disease. 

The  temperature  may  or  may  not  be 
elevated.  In  cases  of  the  severe  type  in 
which  there  is  marked  systemic  absorption 
and  also  interference  with  nutrition,  a 
septic  type  of  temperature  is  often  ob- 
served. In  the  majority  of  patients  dur- 
ing the  acute  phase  of  the  disease,  there 
will  be  a very  moderate  elevation  of  pulse 
and  temperature. 

The  triad  on  which  the  diagnosis  of  ul- 
cerative colitis  is  made  is:  (1)  barium 
enema  studies,  (2)  sigmoidoscopy,  (3)  a 
history  of  bloody  diarrhea. 

In  the  management  of  these  cases  a 
smooth,  low  residue  diet,  high  in  proteins 
and  reasonably  high  in  carbohydrate,  is 
indicated.  Iron  and  calcium  are  usually 
needed  because  of  the  loss  of  these  minerals 
due  to  the  diarrhea ; also  vitamin  B in  large 
doses  should  be  given  orally  or  injected  in- 
tramuscularly. Crude  liver  is  always  a 
valuable  therapeutic  agent  given  either 


orally  or  intramuscularly.  Anemia  and 
hypoproteinemia  may  be  overcome  by  giv- 
ing whole  blood  or  by  giving  plasma. 

Vaccines,  both  autogenous  and  nonspe- 
cific, have  been  used,  following  which  some 
patients  go  into  a period  of  remission. 

The  sulfonamides  have  been  used  with 
benefit,  but  no  actual  cures  have  been  re- 
ported. They  seem  to  overcome  the  more 
acute  toxic  manifestations  of  the  disease. 

General  measures  consist  of  such  seda- 
tives as  the  bromides,  barbiturates,  and 
small  doses  of  opium  to  alleviate  discomfort 
and  reduce  the  number  of  stools.  A tea- 
spoonful of  equal  parts  of  kaolin,  bismuth 
subnitrate,  and  calcium  lactate  four  times 
a day  has  a good  palliative  effect  on  the 
disease  in  many  instances. 

Ulcerative  colitis  is  primarily  a medical 
problem  and  surgery  should  be  done  only 
when  medical  treatment  has  failed. 

Cancer  of  the  Colon. — The  symptoms  of 
cancer  of  the  colon  are:  (1)  irritation  of 
the  bowel  as  evidenced  by  diarrhea,  gas 
consciousness,  and  pain  ; (2)  ulceration  with 
bleeding  from  the  bowel;  (3)  peritoneal 
irritation  with  fever  and  leucocytosis ; (4) 
weight  loss,  cachexia,  etc.  The  right  side 
of  the  colon  has  a large,  roomy  lumen  with 
liquid  or  mushy  contents.  Tumors  in  this 
region  of  the  bowel  are  often  large  and 
ulcerated  and  cellular  in  type.  Diarrhea 
occurs  a little  more  often  than  constipation 
in  these  cases.  Constitutional  symptoms 
are  frequent  on  account  of  the  great  ab- 
sorptive powers  of  the  right  side  of  the 
colon. 

Tumors  of  the  left  side  of  the  colon  are 
often  firm  and  fibrous,  tending  to  encircle 
the  bowel  and  reduce  the  caliber  of  the 
lumen.  Hence,  the  clinical  manifestations 
of  cancer  of  the  left  portion  of  the  colon 
are  those  of  obstruction,  which  is  often 
abrupt  in  onset.  Diarrhea  is  seen  in  about 
twenty  per  cent  of  these  cases  and  is  usu- 
ally of  the  intermittent  type. 

Constitutional  Disorders,  Including  Al- 
lergy, Goiter,  Diabetes,  and  Nephritis. — 
The  occurrence  of  diarrhea  repeatedly 
after  eating  certain  foods  suggests  the  pres- 
ence of  allergy.  Diarrhea  also  is  a common 
symptom  of  hyperthyroidism  and  is  often 
the  first  sign  of  this  disease. 
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Nonspecific  Regional  Enteritis  and  Ileo- 
colitis.— If  diarrhea  is  of  small  bowel  or- 
igin, the  stools  are  large  in  amount  and 
free  of  mucus,  pus,  or  blood.  The  stools 
may  be  watery  and  at  times  contain  large 
quantities  of  bile.  The  pain,  due  to  chronic 
inflammation  of  the  small  bowel,  is  usually 
not  severe,  shifts  from  one  site  to  another 
and  is  often  described  as  distention  bloat- 
ing or  a crampy  sensation.  These  patients 
slowly  but  progressively  lose  weight  and 
strength,  and  often  develop  a moderate  de- 
gree of  hvpochronic  anemia  and  evidences 
of  nutritional  deficiency.  Upon  opening 
the  abdomen  of  a patient  with  a fully  de- 
veloped chronic  distal  regional  ileitis,  the 
terminal  ileum  for  a distance  varying  be- 
tween several  centimeters  and  several  feet 
appears  thickened,  rigid,  and  hoselike. 
When  palpated,  the  most  involved  portion 
of  the  ileum  seems  to  lack  a lumen.  Upon 
opening  the  resected  intestine  three  abnor- 
malities are  seen:  (1)  marked  thickening 
of  the  bowel  wall,  (2)  marked  nan’owing 
of  the  lumen  of  the  intestine,  (3)  varying 
degrees  of  mucosal  ulceration,  destruction, 
and  hyperplasia. 

In  many  of  the  chronic  cases,  surgical 
treatment  must  be  recommended  as  a life- 
saving measure.  The  most  important  in- 
dications for  surgical  intervention  in  the 
treatment  of  regional  enteritis  and  entero- 
colitis are:  (1)  almost  complete  intestinal 
obstruction,  (2)  recurring  attacks  of  acute 
intestinal  obstruction,  (3)  extensive  stenos- 
ing  lesions  with  nutritional  deficiency  which 
fails  to  respond  to  medical  treatment,  (4) 
cases  associated  with  an  external  fistula, 
(5)  cases  with  abscess  formation  and  signs 
of  sepsis,  (6)  terminal  ileitis  and  proximal 
colitis  before  the  involvement  reaches  the 
sigmoid  loop,  (7)  perforation  with  peri- 
tonitis. 

Roentgen  ray  examination  of  the  small 
bowel  is  an  essential  procedure.  Such  in- 
vestigation may  demonstrate  regional  types 
of  enteritis,  tumor  of  the  small  bowel  and 
obstruction  of  various  types. 

Nutritional  Deficiency  States. — The  chief 
nutritional  deficiency  states  in  which  diar- 
rhea is  a prominent  symptom  are  pellagra 
and  sprue.  In  pellagra,  the  diarrhea  is 
often  severe  and  accompanied  by  pain,  the 


stools  being  serous  or  bloody,  and  often 
diarrhea  alternates  with  constipation.  In 
sprue,  the  diarrhea  is  associated  with  very 
little  pain.  The  stools  are  copious,  foul, 
pale,  semisolid,  and  gaseous  in  type.  Other 
symptoms  noted  are  abdominal  distention, 
a sore  beefy  tongue  and  anemia,  and  weight 
loss. 

Diarrhea  Due  to  Constipation  and  the 
Use  of  Laxatives. — The  prolonged  use  of 
laxatives  often  leads  to  a chronic  catarrhal 
inflammation  of  the  bowel  or,  in  other 
words,  to  a chronic  simple  colitis.  If  the 
contents  of  the  bowel  remain  for  an  un- 
usually long  period  of  time  in  a dilated 
cecum,  fermentation  is  produced  which  is 
followed  by  diarrhea.  In  another  form  of 
constipation,  the  feces  may  be  impacted 
and  there  are  periods  of  diarrhea  accom- 
panied by  abdominal  pain  and  distention. 
In  spastic  conditions  there  may  develop  an 
irritability  of  the  lower  bowel  with  fre- 
quent expulsion  of  small  round  scybala  or 
the  passage  of  watery  stools  containing 
mucus. 

Defects  in  Intestinal  Absorption  (steator- 
rhea and  mesenteric  glandular  disease). — 
Idiopathic  steatorrhea  is  described  as  the 
passage  of  too  much  fat  in  too  many  bowel 
movements  over  too  long  a time,  giving 
rise  to  secondary  nutritional  defects.  These 
are  general  manifestations  of  nutritional 
deficiency  such  as  dermatitis,  hemorrhagic 
tendencies,  glossitis,  cheilosis,  edema,  and 
peripheral  neuritis.  Another  name  for  this 
condition  is  nontropical  sprue. 

The  treatment  for  the  condition  consists 
of  liver  extract,  calcium,  iron,  and  a high 
protein,  moderately  high  carbohydrate  diet. 

Amebic  dysentery  will  not  be  discussed 
since  it  is  being  dealt  with  in  detail  by 
another  speaker  on  the  program. 

Disease  of  the  Gall  Bladder  and  Pancreas. 
— Pancreatic  insufficiency — i.e.,  failure  of 
the  external  secretion  is  followed  by  stea- 
torrhea. This  consists  in  the  presence  of 
neutral  unspilled  fats  in  the  stools.  Above 
thirty  per  cent  of  the  dried  weight  of  the 
stool  being  fat  will  suggest  pancreatic  in- 
sufficiency. The  chief  symptom  is  diar- 
rhea with  foul  stools. 

Tuberculous  Enteritis. — In  this  condition 
diarrhea  is  the  most  serious  symptom.  It 
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may  come  on  early  in  the  disease,  but  is 
usually  seen  in  the  later  stages  and  is  asso- 
ciated with  ulceration,  especially  of  the 
large  bowel.  The  lesion  is  sometimes  lim- 
ited to  the  cecum.  The  associated  catarrhal 
condition  of  the  bowel  may  account  for 
the  diarrhea  and  in  some  cases  amyloid 
degeneration  of  the  mucous  membrane  is 
the  cause.  Perforation  of  a tuberculous 
ulcer  may  occur. 

Bacillary  Dysentery.  — Writers  of  all 
times  have  discussed  the  association  of 
bacillary  dysentery  with  war  and  famines. 
During  the  Civil  War  there  were  1,585,000 
cases  with  44,558  deaths  in  the  Federal 
army.  In  the  first  World  War,  182,500 
lives  were  lost  in  the  German  army.  In 
this  present  World  War,  it  has  become  an 
important  disease  in  the  army.  Poor  sani- 
tation is  the  most  potent  factor  in  the 
spread  of  the  disease.  There  are  two  forms : 
(1)  Acute  type  consisting  of  Flexner  and 
Shiga  strains  of  bacillus  and  characterized 
by  sudden  onset  of  colicky  abdominal  pain, 
tenesmus,  and  diarrhea.  The  stools  con- 
sist of  mucopurulent  material  streaked 
with  blood.  (2)  Chronic  form.  When  the 
disease  lasts  longer  than  six  weeks,  it  is 
classified  as  “chronic.”  Clinically,  it  is  a 
chronic  diarrhea  with  constant  or  inter- 
mittent passage  of  blood  and  mucus  in  the 
stools.  There  is  a steady  loss  of  weight 
and  strength  and  eventually  exhaustion  or 
intercurrent  disease  takes  the  victim  away 
from  his  suffering. 

The  recognition  of  dysentery  itself  rarely 
is  difficult.  Some  cases  of  ulcerative  colitis 
may  cause  confusion,  but  local  examination 
by  the  sigmoidoscope  and  results  of  cul- 
ture should  make  the  diagnosis  clear.  The 
dysentery  bacillus  may  be  obtained  by  cul- 
ture from  the  stools. 

In  acute  cases  the  mucous  membrane  of 
the  large  intestine  is  swollen,  of  a deep  red 
color,  and  presents  elevated  coarse  corru- 
gations and  folds.  In  addition  to  the  in- 
tense hyperemia  there  are  hemorrhagic 
areas.  Over  the  surface,  there  is  a super- 
ficial necrotic  layer  which  may  be  in 
patches  or  uniform  over  large  areas.  Fol- 
lowing the  necrosis  there  is  superficial  ul- 
ceration, but  the  edges  are  not  undermined 
as  in  amebic  dysentery.  In  cases  of  great 


intensity  the  colon  may  be  stiff  and  thick 
and  the  mucous  membrane  greatly  in- 
creased in  thickness  and  in  places  gan- 
grenous. 

DISCUSSION 

DR.  JACK  WITHERSPOON  (Nashville)  : Doc- 

tor Marsh  has  given  us  a fine  paper.  It  is  well 
planned,  complete,  and  sound.  The  classification 
tables  ai-e  useful  to  orient  us  in  the  many  causes 
of  diarrhea  in  adults  and  the  pathological  and 
functional  basis  of  the  symptoms. 

The  passage  of  food  through  the  normally  func- 
tioning intestinal  tract  usually  occurs  in  twenty- 
four  to  thirty-six  hours.  Segmentally,  we  think 
of  seven  to  ten  seconds  in  the  esophagus,  food  be- 
gins to  leave  the  stomach  in  a few  minutes  and 
the  stomach  is  usually  emptied  in  three  to  four 
hours,  and  is  in  the  distal  ileum  and  head  of  the 
colon  in  eight  hours. 

Passage  through  the  colon  is  more  orderly  and 
delayed,  and  when  this  function  has  been  tested 
with  colored  beads  they  may  appear  in  the  feces  at 
twenty  hours  or  be  delayed  for  two  or  three  days. 

A patient  may  complain  that  food  rushes  through 
his  bowel,  but  when  he  is  given  a capsule  contain- 
ing ten  grains  of  carmine  dye,  the  red  color  may 
not  appear  until  the  next  day  and  the  patient  is 
chagrined  and  disappointed. 

If  the  diarrhea  is  due  to  disease  of  the  small 
intestine,  he  will  have  rapid  passage  of  the  dye 
even  in  two  or  three  hours,  but  if  the  diarrhea 
is  due  to  ulceration  or  tumor  of  the  colon,  he  will 
have  numerous  stools  before  the  dye  appears. 

Those  of  us  who  have  tried  to  rid  the  colon  of 
barium  for  further  X-ray  examination  have  found 
that  Epsom  Salts  and  other  salines  will  produce 
large  watery  evacuations,  but  the  barium  remains 
in  the  ascending  and  transverse  colon. 

Diarrhea  is  a functional  disturbance  of  the  bowel 
and  there  is  increased  motility,  but  there  is  also 
a marked  disturbance  in  absorption  and  excretion 
into  the  bowel. 

A gross  examination  of  the  excreta  will  some- 
times tell  us  if  the  small  or  large  bowel  is  the  site 
of  disease.  If  the  stools  are  watery  or  bile  stained, 
if  they  are  fermented,  acid,  or  greasy,  we  think  of 
the  small  bowel.  If,  on  the  other  hand,  they  are 
mixed  with  mucus  with  or  without  blood,  or  if  they 
are  small  and  purulent,  we  can  look  for  a disease 
in  the  large  bowel. 

Pain  before  loose  bowel  movements  usually  means 
small  intestine  irritation. 

Pain  with  bowel  movements  may  mean  anal 
fissure  or  rectal  cancer,  and  pain  after  bowel 
movement,  especially  pain  in  the  left  abdomen, 
after  a loose  movement  of  mucus,  suggests  the 
nervous  spasm  of  mucous  colitis  or  spastic  colon. 

In  acute  gastroenteritis  or  enterocolitis  the  tak- 
ing of  food  is  promptly  followed  by  the  desire  for 
bowel  movement.  The  small  bowel  resists  the 
presence  of  any  solid  food. 

I enjoyed  the  parts  of  Doctor  Marsh’s  paper 
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where  he  discusses  the  recognition  and  management 
of  individual  disease.  I am  sorry  he  did  not  give 
us  the  benefit  of  his  experience  with  amebiasis. 
Amebic  dysentery  is  the  most  common  chronic 
dysentery  we  see  in  adults  in  our  section  of  the 
country.  It  is  more  common  than  ulcerative  colitis 
and  more  frequently  seen  than  bacillary  dysentery 
in  the  adult  population.  It  is  much  more  frequent- 
ly diagnosed  in  our  offices  than  in  the  hospitals, 
for  the  hospital  laboratories  are  notoriously  care- 
less in  examining  stools  for  protozoan  parasites, 
and  the  diagnosis  is  largely  based  on  examination 
of  stool  after  a purge. 

In  the  office  we  can  do  more  careful  sigmoido- 
scopic  examinations  and  a stool  can  be  obtained 
with  little  trouble  and  immediately  examined  un- 
der personal  supervision.  Meleny  and  Keller,  in 
two  surveys,  ten  years  apart,  found  the  same  high 
incidence  of  infection,  and  Faust  has  repeatedly 
shown  there  is  no  harmless  amoeba  histolytica, 
though  years  may  elapse  in  carriers  without  symp- 
toms. 

When  an  adult  has  blood  and  mucus  in  the  stool 
and  cancer  of  the  colon  can  be  ruled  out,  it  is  well 
to  give  two  weeks  of  carbosone  for  a therapeutic 
trial. 

Soldiers  returning  from  this  war  will  again 
bring  in  amebic  dysentery.  The  army  doctors  will 
take  care  of  the  bacillary  disease,  but  amebiasis 
will  not  be  cured  by  a short  course  of  emetin  treat- 
ment. 

Again  I wish  to  speak  my  appreciation  of  Doctor 
Marsh’s  paper. 

DR.  W.  H.  WITT  (Nashville) : Some  thirty  years 
ago  Doctor  Cabot  of  Boston  studied  the  statistics 
of  the  Massachusetts  General  Hospital  on  a great 
many  different  subjects.  I would  like  to  make  just 
a little  reference  to  some  of  his  findings.  We  have 
not  learned  so  very  much  about  examinations  of 
the  intestines  in  these  many  years.  Some  of  his 
reports  were  very  interesting  and  I would  like  to 
refer  to  one  statement  that  occurred  to  me  while 
Doctor  Marsh  was  talking  about  tuberculous  en- 
terocolitis. In  a great  number  of  autopsy  cases 
of  tuberculous  enterocolitis — well  defined  patho- 
logically— the  great  majority  of  them  were  con- 
stipated and  did  not  have  a diarrhea. 

In  Cabot’s  nearly  300  cases  of  acute  enterocolitis 
the  cause  was  undiscovered  in  253  and  was  discov- 
ered in  fifty-three.  In  chronic  diarrhea,  in  158 
cases,  after  careful  study,  the  cause  was  found  in 


eleven  and  was  not  found  to  be  an  organic  origin 
in  147.  The  great  majority  of  cases  of  diarrhea 
studied  over  a number  of  years  showed  cause  un- 
known. 

For  a number  of  years  when  I held  clinics  at 
Vanderbilt  once  a week,  I had  a kind  of  habit  of 
presenting  cases  of  chronic  diarrhea  whenever  I 
could  find  them,  and  I think  I am  perfectly  right  in 
saying  that  in  some  ten  or  fifteen  years  from  time 
to  time  cases  of  chronic  diarrhea  admitted  to  Van- 
derbilt Hospital  more  frequently  had  the  cause  not 
found  than  found.  In  other  words,  the  nervous 
element  is  very  large  in  many  cases  of  diarrhea. 
When  people  are  taken  away  from  home,  From 
home  surroundings,  and  put  in  a hospital,  the  diar- 
rhea will  correct  itself,  and  they  will  go  on  back 
and  have  the  diarrhea  again. 

Diarrhea  of  pernicious  anemia  is  extremely  sug- 
gestive of  cancer  sometimes.  Five  per  cent  of  the 
cases  of  chronic  diarrhea  studied  by  Cabot  were 
from  that  origin.  The  diarrhea  that  suggests  can- 
cer of  the  pancreas  is  exceedingly  interesting  and 
may  be  the  first  suggestion  we  get  that  the  patient 
has  a cancer  of  the  pancreas.  He  begins  to  have 
steatorrhea,  and  when  the  examination  is  made 
you  can  look  forward  to  other  things,  but  it  may 
be  weeks  and  months  before  thei’e  is  a mass  or 
before  there  is  jaundice  which  indicates  he  has  a 
cancer. 

The  doctor  referred  to  diverticulitis.  A recur- 
rent soreness  in  the  left  abdomen  with  frequently 
a diarrhea,  not  invariably,  of  course,  with  fever, 
local  soreness,  is  exceedingly  suggestive  of  a di- 
verticulitis and  should  be  handled  on  that  basis. 
One  of  the  more  recent  textbooks  of  medicine  only 
a few  years  ago,  when  it  came  to  that  point,  said, 
“We  will  not  discuss  the  treatment  of  diverticulitis 
in  this  text,  it  being  a surgical  disease.”  Now, 
there  never  was  a bigger  piece  of  foolishness  than 
that.  Not  all  cases,  but  practically  all  cases  of 
acute  diverticulitis  are  not  surgical  lesions  at  all; 
they  are  lesions  for  the  internist  to  look  after. 

DR.  CHARLES  ROBERTS  THOMAS  (Chatta- 
nooga) : I apologize  for  appearing  on  this  program 
twice,  but  I want  to  say  that  my  face  got  very, 
very  red  three  or  four  years  ago  when  I forgot 
that  adults  sometimes  have  intussusception.  I had 
presented  a case  very  much  like  this,  with  pain, 
tumor  mass,  mucus,  and  blood,  that  I thought  was 
a carcinoma  and  turned  out  to  be  an  intussuscep- 
tion. 
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The  members  of  this  audience  are  par- 
ticipating in  the  one  hundred  tenth  annual 
meeting  of  a state  medical  association  which 
was  founded  on  May  3,  1830,  by  forty-seven 
Tennessee  physicians.  It  is  unfortunate 
that  these  farsighted  men  could  not  have 
lived  to  enjoy  the  advances  in  drug  ther- 
apy of  the  past  hundred-odd  years.  They 
would  have  seen  the  words — “physician,” 
a person  skilled  in  the  art  of  healing,  and 
“doctor,”  a teacher,  a learned  man — attain 
their  greatest  significance. 

Physicians  are  asked  repeatedly:  What’s 
new  in  the  treatment  of  disease?  What 
great  advances  in  treatment  have  been 
made  in  the  last  generation?  Who  has  con- 
tributed most  to  these  advances?  Are  these 
new  and  startling  agents  safe  for  use?  Will 
there  be  enough  for  civilians?  The  ques- 
tions indicate  a keen  curiosity  on  the  part 
of  the  public,  and  that  the  public  is  well 
informed  through  the  radio  and  press.  Sat- 
isfactory answers  are  an  effective  means  of 
informing  the  inquirer  that  the  medical  pro- 
fession has  done  voluntarily  a marvelous 
job  in  increasing  life  expectancy,  curing 
disease,  and  improving  the  health  of  the 
community.  As  a result  of  these  improve- 
ments and  the  tremendous  strides  that  have 
been  made  in  the  prevention,  diagnosis,  and 
treatment  of  disease,  the  United  States  as 
a healthy  nation  is  second  to  none. 

In  the  early  days  of  history  man  learned 
to  doctor  his  wounds  partly  by  accident, 
partly  by  intelligent  application  of  his  ob- 
servations. Of  course,  his  treatments  were 
crude  and  frequently  empirical  at  best.  He 
covered  his  wounds  with  saliva,  compresses 
of  wet  leaves,  mud  and  herbal  extracts; 
protected  his  broken  bones  with  splints ; 
and  combatted  his  pain  with  extremely 
weird  concoctions  and  devices.  Man’s  ac- 
tions were  governed  by  spirits  which  were 
supposed  to  be  in  every  surrounding  article. 
As  a result,  superstitions  arose  and  subse- 
quently the  “medicine  man”  appeared.  In 
time  he  was  chosen  frequently  because  of 
some  peculiar  mental  or  physical  aspect 
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which  set  him  apart  from  the  other  mem- 
bers of  his  tribe.  Perhaps  he  was  moody, 
crippled,  or  subject  to  fits.  As  a man  of 
mystery  he  capitalized  on  the  prestige 
which  he  held  and  gained  at  times  tremen- 
dous power.  Illness  was  supposed  to  be 
due  to  evil  spirits  and  the  medicine  man 
subjected  himself  and  the  patient  to  great 
ordeals  consisting  of  dances,  loud  noises, 
evil  smelling  and  tasting  brews,  even  body 
assault  to  exorcise  them.  It  is  not  uncom- 
mon to  find  reference  in  early  medical  writ- 
ings to  animal  fats,  animal  organs,  excre- 
ment, blood  and  milk  from  a pregnant 
woman  used  as  standard  treatment.  “The 
saliva  of  a robust  young  man  taken  fast- 
ing is  an  antidote  against  the  bites  of  ser- 
pents and  mad  dogs  . . . nails  from  the 
fingers  and  toes  given  internally,  either  in 
substance  or  infused  in  wine,  make  a good 
emetic.  . . . Fresh  urine,  two  or  three  glasses 
drunk  in  the  morning  fasting,  is  good 
against  gout,  hysterical  vapors,  and  ob- 
structions. It  may  also  be  applied  exter- 
nally in  gout  and  in  skin  complaints.” 
Medicines  as  such  had  not  yet  come  into 
prominence. 

As  man  passed  through  the  centuries, 
many  of  the  older  teachings  were  fostered 
and  a number  of  promising  scientists  were 
executed  because  their  scientific  reasoning 
did  not  conform  with  the  commonly  ac- 
cepted beliefs.  There  was  a time  when 
individuals  were  sure  they  could  cure  their 
colds  by  standing  in  front  of  a mirror  and 
sneezing;  the  cold  was  supposed  to  leave 
the  patient  and  enter  the  reflection  in  the 
mirror.  A cui’e  for  mental  ills  involved 
placing  the  patient  in  an  empty  tub,  the 
doctor  climbing  up  on  a stepladder  and 
throwing  a pail  of  cold  water  on  the  vic- 
tim’s head.  The  ancient  Romans  thought 
they  could  get  rid  of  a fever  by  paring  a 
sick  person’s  nails,  then  secretly  fastening 
the  clippings  with  wax  to  a neighbor’s 
door,  and  so  pass  on  the  disease.  Even  now 
many  people  in  certain  areas  of  the  United 
States  believe  that  cramps  can  be  relieved 
by  wearing  a ring  made  of  a coffin  nail 
removed  from  a graveyard.  Parents  of 
children  with  whooping  cough  have  been 
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advised  to  catch  a live  fish,  have  the  child 
cough  into  the  mouth  of  this  fish,  and  then 
throw  the  fish  quickly  into  the  water.  It 
was  not  entirely  in  jest  that  Oliver  Wen- 
dell Holmes  said,  “I  firmly  believe  that  if 
the  whole  materia  medica  could  be  sunk 
to  the  bottom  of  the  sea,  it  would  be  all 
the  better  for  mankind  and  all  the  worse 
for  the  fishes.” 

Eventually  man  reached  a stage  where 
accurate  observations  were  recorded  and 
intelligent  interpretations  placed  upon  these 
observations.  Now  the  medical  profession 
has  at  its  command  serums  and  vaccines, 
blood  substitutes,  pain  relievers,  sulfona- 
mides, penicillin,  and  a varied  list  of  other 
useful  members  of  the  medical  armamen- 
tarium. Most  of  these  agents  have  been 
developed  since  the  turn  of  the  century.  In 
fact,  a greater  percentage  of  our  most  ef- 
fective compounds  consists  of  drugs  dis- 
covered or  made  practical  since  the  first 
World  War.  The  effect  of  these  discoveries 
on  the  health  of  the  population  is  evident, 
especially  when  we  compare  sickness  and 
death  rates  in  several  well-known  wars. 
During  the  Crimean  War  the  French  lost 
eight  men  from  disease  for  every  one  killed 
in  battle.  The  Russians  suffered  a loss  of 
twenty  men  from  disease  to  each  man  killed 
in  fighting.  The  most  common  causes  of 
disease  fatalities  were  cholera,  dysentery, 
typhus,  and  wound  infections.  Practically 
all  major  operations  caused  death. 

During  the  Spanish-American  War  seven 
men  died  from  disease  to  one  in  battle. 
During  the  Civil  War  fifty  per  cent  of  the 
wounded  succumbed.  By  the  time  of  World 
War  I the  knowledge  of  therapeutics  was 
progressing,  and  because  of  the  basic  prin- 
ciples which  had  been  learned  further  prog- 
ress was  rapid.  Only  six  per  cent  of  the 
United  States  Army,  seven  per  cent  of  the 
Navy,  and  twelve  per  cent  of  the  marines 
who  were  wounded  died.  In  the  present 
conflict  the  death  rate  for  the  wounded 
has  been  slightly  over  three  per  cent  for 
these  three  services.  The  average  annual 
death  rate  overseas  has  been  only  five-tenths 
per  thousand  as  compared  with  a rate  of 
12.8  per  thousand  during  World  War  I. 
About  fifty  per  cent  of  the  hospitalized  are 
now  being  returned  to  active  duty. 

On  the  battle  front  much  of  this  prog- 
ress can  be  attributed  to  quick  treatment 


of  the  wounded,  immediate  relief  of  pain, 
administration  of  blood  substitutes,  rapid 
evacuation,  and  good  surgery  and  nursing 
technic.  Of  equal  value  has  been  the  pre- 
vention and  treatment  of  infectious  proc- 
esses and  other  complicating  factors  with 
which  all  members  of  the  medical  profes- 
sion are  familiar.  Fighting  men  now  have 
protection  against  tetanus,  yellow  fever, 
smallpox,  diphtheria,  typhoid,  and  other 
diseases.  Wound  infections  may  be  pre- 
vented and  treated  by  the  sulfonamides  and 
penicillin.  If  complications  such  as  pneu- 
monia, osteomyelitis  and  staphylococcal  bac- 
teremia arise,  the  physician  has  extremely 
active  drugs  at  his  command  to  combat 
them.  The  effectiveness  of  these  drugs 
as  lifesaving  measures  may  be  seen  in  the 
death  rates  for  pneumonia  and  meningitis 
in  the  troops  during  World  War  I and 
World  War  II: 

World  War  I 

Pneumonia  20-30% 

Meningitis  33-37% 

World  War  II 

Pneumonia  up  to  1% 

Meningitis  5% 

The  venereal  disease  rate  in  the  Army  in 
the  Civil  War  was  214  per  1,000  men;  in 
the  Spanish-American  conflict,  133;  World 
War  I,  107 ; 1940,  42.5,  and  1943,  27.  Treat- 
ment will  now  effect  cures  in  ninety-nine 
per  cent  of  cases. 

Civilians,  too,  need  the  benefit  of  im- 
proved drug  therapy,  for  from  them  come 
members  of  the  fighting  forces  and  equip- 
ment for  fighting.  In  1942  accidents  killed 

93.000  people  and  injured  9,000,000.  Two 
to  three  per  cent  of  the  entire  population 
were  ill  each  day ; one-tenth  of  the  popula- 
tion became  a hospital  bed  patient;  there 
was  a hospital  entry  every  two  and  one- 
half  seconds;  one  operation  every  five  and 
one-half  seconds ; and  one  birth  every  twen- 
ty seconds.  During  1943  the  number  of 
patients  admitted  to  hospitals  is  over  15,- 

300.000  as  compared  with  12,500,000  in 
1942 ; one  patient  entered  the  hospital  every 
two  seconds.  There  was  an  increase  of 

250.000  births  (total,  1,900,000  during 
1943). 

Those  who  are  interested  in  industry  are 
probably  aware  that  during  1942  one 
worker  was  killed  every  twenty'  minutes 
and  one  disabled  every  five  minutes,  result- 
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ing  in  a loss  of  over  four  billion  dollars 
and  a man  power  loss  equal  to  the  stoppage 
of  1,750  factories,  each  employing  one  thou- 
sand men. 

To  save  these  lives,  to  decrease  the  pe- 
riods of  illness,  and  to  prevent  unnecessary 
illness,  many  organizations  and  countless 
scientific  workers  are.  contributing  untold 
hours  of  effort  toward  the  prevention  of 
disease  and  accidents,  and  the  development 
of  new  treatment  measures.  Chemists  iso- 
late active  principles  and  prepare  syn- 
thetic compounds.  Pharmacologists  deter- 
mine the  effectiveness  of  such  agents  in 
animals,  the  clinical  researchers  evaluate 
them  in  their  clinics,  and  finally  the  com- 
pounds appear  in  finished  form  for  general 
use  by  the  medical  profession.  Bacteriolo- 
gists, pharmacists,  physiologists,  nurses, 
and  many  other  specialists  contribute  some 
part  in  the  development,  use,  and  control 
of  these  drugs. 

It  is  impossible  to  list  in  one  paper  all 
the  more  recently  discovered  compounds, 
but  familiar  examples  are  insulin  and  other 
endocrine  principles,  vitamins,  liver  ex- 
tracts for  pernicious  anemia,  blood  substi- 
tutes, analgesics,  sedatives,  anesthetics,  car- 
diac and  respii’atory  stimulants,  diuretics 
and  anti-infectives,  such  as  the  sulfona- 
mides and  penicillin.  Some  of  these  dis- 
coveries have  followed  only  tedious  and  pre- 
meditated research.  Others  have  been  part- 
ly accidental  in  nature,  but  of  course  their 
subsequent  value  has  been  made  evident 
only  by  careful  observation  and  investiga- 
tion. For  example,  digitalis  is  available 
because  a physician  listened  to  an  old  wom- 
an’s tale  concerning  a brew  of  weeds  which 
was  supposed  to  have  a miraculous  effect 
on  removing  body  fluids.  The  original  con- 
coction contained  probably  about  sixteen  or 
seventeen  weeds,  but  the  active  ingredients 
were  subsequently  determined  as  digitalis 
principles.  The  therapeutic  value  of  atro- 
pine can  be  traced  to  a pharmacist’s  ap- 
prentice who  rubbed  his  eyes  while  filling  a 
prescription,  one  of  the  ingredients  of 
which  contained  atropine.  The  origin  of 
strophanthin  treatment  has  been  credited 
to  a botanist  on  David  Livingstone’s  expe- 
dition who  put  his  toothbrush  into  a pocket 
contaminated  with  native  arrow  poison. 
Epsom  salts  followed  a farmer’s  curiosity 
about  a well  from  which  his  cows  refused 
to  drink — his  curiosity  was  satisfied. 


The  precursors  of  sulfanilamide  were  de- 
termined by  a chemist  who  was  interested 
in  developing  dyes  which  would  stick  more 
firmly  to  woolens.  Twenty-five  years  later 
his  work  was  examined  again  by  individuals 
who  were  concerned  with  physiologic 
changes  and  within  four  years  the  world 
first  learned  of  the  “sulfa  drugs.”  Several 
thousand  sulfonamide  compounds  have  been 
developed  in  the  last  seven  years,  and  yet 
only  a handful  have  stood  up  under  rig- 
orous trials  for  uses,  toxicology,  dosage, 
etc.,  which  are  now  demanded  by  an  exact- 
ing medical  profession.  These  include  sul- 
fanilamide, sulfapyridine,  sulfathiazole,  sul- 
fadiazine, sulfamerazine,  sulfapyrazine,  sul- 
faguanidine,  and  succinylsulfathiazole,  and, 
of  course,  the  sodium  salts  of  those  which 
are  suitable  for  parenteral  administration. 
The  beneficial  effects  of  the  sulfonamides 
is  demonstrated  in  the  pneumonia  mortality 
rates  for  1937  and  1942.  In  1937  the  death 
rate  per  one  hundred  thousand  population 
was  85.7,  and  in  1942  the  rate  was  31.9 — 
a decrease  of  sixty-three  per  cent  in  the 
death  rate  from  pneumonia. 

Penicillin  is  another  example  of  a com- 
pound which  is  said  to  have  been  discovered 
accidentally,  but  the  usefulness  of  which 
has  only  followed  extremely  careful  re- 
search. Many  other  antibiotic  agents  have 
become  commonly  known  and  unfortunately 
much  confusion  has  arisen  over  their  value 
and  identity.  However,  with  the  coopera- 
tive attitude  that  is  being  shown  between 
drug  manufacturers,  teaching  centers,  the 
Council  on  Pharmacy  and  Chemistry,  Unit- 
ed States  Pharmacopeia  Revision  Commit- 
tee, the  United  States  Food  and  Drug  Ad- 
ministration, and  other  well-known  bodies, 
this  confusion  will  be  kept  at  a minimum. 
Like  the  sulfonamides,  penicillin  has  marked 
bacteriostatic  and  slight  bactericidal  action. 
It  is  useful  in  the  treatment  of  gram  positive 
infections,  such  as  those  caused  by  staphylo- 
coccal, streptococcal,  and  pneumococcal  or- 
ganisms, and  of  little  value  against  infec- 
tions caused  by  gram  negative  organisms, 
with  the  exception  of  meningococci  and 
gonococci.  It  is  of  some  value  against 
anaerobic  bacteria  infections,  and  may 
prove  useful  in  the  treatment  of  certain 
spirochetal  and  virus  infections. 

The  full  value  of  penicillin  remains  to  be 
determined  and  this  would  be  helped  if 
adequate  supplies  were  available  for  wide- 
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spread  use  in  civilian  practice;  supplies  are 
limited  and  over  eighty  per  cent  goes  to 
the  armed  forces.  Nevertheless,  no  civilian 
patient  who  needed  penicillin  and  had  an 
infection  which  would  respond  to  such  ther- 
apy has  been  refused  the  drug;  the  at- 
tending physician  only  needs  to  telephone, 
write  or  wire  Dr.  Chester  Keefer  of  Bos- 
ton, who  is  in  charge  of  civilian  distribu- 
tion. During  1943  manufacturers  produced 
only  twenty-one  billion  Oxford  units,  which 
is  sufficient  for  about  21,000  cases,  assum- 
ing that  the  average  case  required  a mil- 
lion units.  Before  the  end  of  1944  plants 
manufacturing  penicillin  in  the  United 
States  will  be  making  nine  or  more  pounds 
of  penicillin  per  month.  This  will  not  be 
sufficient  to  meet  all  the  needs  of  the  armed 
forces  and  civilians,  but  will  permit  more 
extensive  use  than  at  present.  These  nine 
pounds  will  be  sufficient  for  the  treatment 
of  250,000  severe  cases,  many  more  mild 
cases.  The  average  cost  of  penicillin  for  a 
severe  illness  is  about  thirty-five  dollars 
($3.25  per  100,000  units).  At  the  moment 
there  is  only  enough  penicillin  each  month 
for  the  treatment  of  40,000  severe  cases. 
Nevertheless,  the  penicillin  program  has 
advanced  so  far  that  the  Chemical  Bureau 
of  the  War  Production  Board  has  an- 
nounced that  no  further  major  expansions 
in  plant  construction  will  now  be  approved. 

Of  course,  much  progress  has  been  made 
in  the  prevention  and  treatment  of  dis- 
ease, but  the  need  for  further  progress  is 
plainly  evident.  For  example,  in  the  United 
States  there  are  7,000  insects  capable  of 
spreading  disease  and  destroying  crops, 
clothing,  and  furniture.  The  damage  each 
year  from  these  insects  is  estimated  at  two 
billion  dollars.  Fungi  alone  cause  a loss  of 
another  billion  dollars.  One  insect-borne 
disease  is  malaria,  and  in  the  United  States 
there  are  possibly  one  million  cases  with 
an  annual  toll  of  five  thousand  lives.  Fifty 
per  cent  or  more  of  our  fighting  troops  in 
certain  tropical  areas  can  be  expected  to 
become  infected  with  malaria. 

At  the  fall  of  Bataan  eighty  per  cent  of 
the  troops  had  malaria.  Many  malaria- 
infected  troops  will  be  brought  back  to  the 
shores  of  this  country,  and  so  long  as  mos- 
quitoes capable  of  carrying  this  organism 
are  in  this  country  physicians  will  have 
to  be  constantly  on  the  alert  for  malaria 


measures.  Many  insect  pests  were  discov- 
ered in  packages  arriving  from  abroad  at 
Christmas.  As  a result  the  United  States 
Department  of  Agriculture  urged  immediate 
burning  of  all  material  in  these  packages. 
Other  so-called  tropical  diseases  which  may 
be  brought  back  to  the  United  States  in- 
clude dysentery  (bacillary  and  amebic), 
filariasis,  leishmaniasis,  schistosomiasis, 
trypanosomiasis,  relapsing  fever,  and  a va- 
riety of  fungus  infections.  Fortunately, 
there  are  available  quinine  and  atabrine  for 
malaria,  vaccines  for  yellow  fever  and 
plague,  pentavalent  antimony  compounds 
for  leishmaniasis,  and  sulfonamides  and 
iodine  and  arsenic-containing  compounds 
for  bacillary  and  amebic  dysentery. 

The  public’s  needs  will  be  met,  infections 
and  other  diseases  successfully  controlled, 
death  rates  continually  brought  lower  and 
life  expectancy  increased.  An  indication 
of  the  progress  which  has  occurred  in  the 
health  of  the  United  States  nation  is  seen 
in  the  deaths  per  100,000  population  for  five 
common  diseases  during  1900  and  1940 : 


1900  19 uo 

Pneumonia  150  25 

Diphtheria  ,40  1 

Typhoid  31  1 

Meningitis  7 .5 

Smallpox  ...  2 .01 


It  has  been  estimated  that  over  265,000 
lives  have  been  saved  in  this  forty-year 
period : 


Pneumonia  165,000 

Diphtheria  50,000 

Typhoid  and  paratyphoid  40,000 

Meningitis  8,000 

Smallpox  2,000 


This  saving  has  been  effected  purely  by 
the  application  of  sound  medical  principles 
aided  by  improvements  in  drugs  for  the 
recognition  and  treatment  of  diseases.  As 
a result,  life  expectancy  has  increased  from 
49.2  years  in  1900  to  63.3  years  in  1940. 

Contributions  to  the  drugs  that  are  now 
on  the  market  have  been  made  by  many 
professions,  many  business  enterprises,  and 
many  educational  centers.  The  ten  largest 
United  States  pharmaceutical  houses  spend 
over  $10,000,000  each  year  for  research. 
Foundations,  hospitals,  and  universities 
contribute  enormous  sums  or  the  equal  by 
virtue  of  supplies,  equipment,  personnel, 
and  time.  The  guiding  influence  has  been 
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the  need  of  the  physician  and,  of  course,  the 
public.  Such  need  may  be  estimated  when 
we  stop  to  realize  that  sulfonamides  are 
produced  at  the  rate  of  ten  million  pounds 
per  year ; aspirin,  8,500,000  pounds ; pheno- 
barbital,  300,000  pounds;  quinacrine  (ata- 
brine),  550,000  pounds;  1,250  tons  of  syn- 
thetic vitamins  (for  example,  75,000  pounds 
of  riboflavin  and  160,000  pounds  of  nico- 
tinic acid  amide)  ; vitamin  A,  138,000,000,- 
000,000  units;  and  penicillin,  hundreds  of 
billions  of  units.  The  total  sales  of  all  drugs 
during  1943  is  unknown  by  the  writer  at  the 
moment,  but  he  is  aware  that  over  230,000,- 
000  prescriptions  were  issued. 

The  need  for  careful  examination  of  the 
drugs  on  the  market  is  evident.  The  devel- 
opment of  a new  agent  is  almost  always 
attended  with  enthusiasm  and  enthusiastic 
claims.  Often  honest  differences  of  opin- 
ion exist  between  investigating  physicians 
over  the  effectiveness  of  a compound.  Is 
it  surprising  then  that  the  manufacturer 
should  reflect  this  enthusiasm  since  suc- 
cessful existence  in  the  business  world  de- 
pends upon  the  sale  of  such  agents?  The 
Food  and  Drug  Administration  since  1938 
has  not  permitted  new  compounds  to  be  sold 
in  interstate  commerce  unless  they  are  safe 
for  use  and  bear  adequate  labelling,  which 
includes  proper  warnings.  The  body  that 
has  been  foremost  in  attempting  to  assure 
truthfulness  in  advertising  claims  for  prep- 
arations used  by  the  physicians  has  been 
the  Council  on  Pharmacy  and  Chemistry. 
This  agency,  like  all  other  councils  and 
bureaus  of  the  American  Medical  Asso- 
ciation, is  yours.  It  is  part  of  the  medical 
profession.  It  operates  under  a grant  from 
the  Board  of  Trustees  and  has  absolutely 
no  commercial  dependence  on  any  manu- 
facturer. The  council  accepts  no  remunera- 
tion for  its  consideration  of  agents  for  in- 
clusion in  New  and  Nonofficial  Remedies. 
The  council  has  been  in  operation  for  forty 
years,  and  so  long  as  drugs  are  advertised 
with  claims  there  will  be  a need  for  its 
continued  existence;  it  can  never  be  ex- 
pected that  all  drugs  will  be  sold  with  only 
recognized  claims.  The  council’s  history 
and  activities  were  reviewed  in  the  Feb- 
ruary 12  issue  of  the  Journal  of  the  Amer- 
ican Medical  Association  and  it  is  unneces- 
sary to  go  into  detail  at  this  time.  Never- 


theless, it  is  important  for  the  medical  pro- 
fession to  know  that  its  association  main- 
tains such  bodies  which  give  freely  of  their 
time  to  promote  rational  therapeutics,  and 
that  these  bodies  welcome  inquiries  from 
physicians.  Not  only  do  they  welcome  in- 
quiries, but  they  are  glad  to  receive  sug- 
gestions and  each  suggestion  will  be  given 
immediate  attention.  I sincerely  hope  that 
every  member  of  this  audience  will  make 
more  and  more  use  of  the  councils  and  bu- 
reaus which  have  been  established  at  the 
headquarters  of  the  American  Medical  As- 
sociation, not  only  because  these  offices  can 
provide  information,  but  because  they  are 
your  councils  and  your  bureaus,  and  as 
such  you  should  take  just  as  much  interest 
in  them  as  if  they  were  your  bonds  or 
savings  accounts. 

There  is  an  old  saying,  “Medicine  is  the 
only  profession  that  labors  incessantly  to 
destroy  the  reason  for  its  own  existence.” 
There  is  much  truth  in  this  statement. 
The  secretary  of  the  council  is  in  constant 
communication  with  committees  and  rep- 
resentatives of  the  United  States  Phar- 
macopeia, National  Research  Council,  re- 
search and  other  medical  centers  and  many 
government  agencies,  and  sits  with  several 
committees.  This  contact  permits  him  to 
observe  the  developments  that  are  occur- 
ring throughout  the  entire  nation,  and  he  is 
convinced  that  drug  therapy  will  be  sub- 
jected to  further  improvements  just  as 
dramatic  as  those  which  have  occurred  dur- 
ing the  past  forty  years.  He  is  also  con- 
vinced that  the  medical  profession  will 
apply  these  developments  as  anxiously  and 
willingly  as  it  has  in  the  past,  often  even 
to  the  point  of  personal  sacrifice.  This 
past  record  of  enthusiastic  voluntary  prog- 
ress and  the  results  obtained  should  provide 
some  thought  for  those  who  insist  that  the 
only  way  to  get  a job  done  is  by  regimen- 
tation. The  medical  profession  does  not 
need  regimentation  to  discharge  its  duties. 
Indeed,  the  insigne  of  the  Tennessee  State 
Medical  Association  offers  adequate  evi- 
dence that  this  society,  like  all  other  medical 
societies,  is  aware  of  its  responsibilities.  I 
quote  from  the  inscription:  “The  Science  of 
Medicine,  an  important  department  in  the 
Science  of  Humanity.” 
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THE  PERFORMANCE  OF  THE  INTERNIST  IN  WORLD  WAR  II* 

HUGH  J.  MORGAN,  Brigadier  General,  Chief  Consultant  in  Medicine,  U.  S.  Army 


The  military  aspect  of  any  program  has 
a natural,  vital  appeal  to  us  nowadays. 

I am  happy  to  be  the  representative  of 
the  Surgeon  General  of  the  Army,  Major 
General  Norman  T.  Kirk,  at  this  meeting 
and  to  bring  you  greetings  from  him  and 
his  colleagues.  I shall  discuss  briefly  the 
role  of  the  internist  in  this  war. 

We  are  duly  impressed  in  World  War  II 
by  the  ability  of  the  surgeons  to  save  lives 
which  in  the  last  war  they  could  not  save. 
Those  of  us  who  saw  men  die  by  the  score 
in  evacuation  hospitals  from  shock,  gas  gan- 
grene, and  sepsis  can  fully  appreciate  the 
triumphs  of  1944  war  surgery.  The  1917 
supply  of  well-trained  Army  and  Navy  sur- 
geons has  been  multiplied  many,  many 
times  in  the  1944  Army  and  Navy.  Thanks 
to  the  improvements  in  medical  education 
and  postgraduate  training  of  the  past  twen- 
ty-five years,  good  surgery  is  commonplace 
and  not  exceptional  in  Army  hospitals  in 
the  forward  areas.  Shock  in  1944  can  be, 
and  is,  treated  effectively  at  the  front, 
thanks  to  physiologically-minded  surgeons 
and  to  readily  available  blood  substitutes. 
Sepsis  no  longer  kills  commonly  because  it 
is  prevented  and  cured  by  good  surgery, 
sulfonamides,  and  penicillin.  Therefore,  it 
is  no  wonder  that  an  enormous  number 
of  battle  wounds  which  do  not  kill  out- 
right are  now,  in  this  war,  for  the  first 
time  within  the  effective  range  of  surgical 
treatment.  The  death  rate  for  battle  cas- 
ualties now,  in  World  War  II,  is  3.3  per 
cent;  it  was  8.1  per  cent  in  World  War  I. 
Thus,  the  surgeons  save  ninety-seven  out  of 
one  hundred  wounded  men  who  are  ad- 
mitted to  Army  hospitals.  We  join  with 
them  in  rejoicing,  and  we  congratulate  them 
on  these  extraordinary  achievements. 

During  this  war  the  preventive  medi- 
cine program  of  the  United  States  Public 
Health  Service  and  of  the  armed  forces 


*An  address  given  by  Hugh  J.  Morgan,  brigadier 
general,  chief  consultant  in  medicine,  United  States 
Army,  at  the  annual  meeting  of  the  Tennessee 
State  Medical  Society,  Nashville,  Tennessee,  April 
11,  1944. 


has  been  amazingly  successful,  too.  Among 
our  troops  the  incidence  of  lethal  disease 
has  been  kept  at  a level  which  establishes 
a new  low  for  any  army  in  any  war  in 
history.  In  spite  of  the  fact  that  the  Army 
and  Navy  are  scattered  over  the  world,  and 
in  regions  where  disease  is  rife,  yellow 
fever,  louse  typhus,  typhoid,  leprosy,  schis- 
tosomiasis, plague,  and  other  threats  have 
not  materialized.  The  health  of  our  Army 
and  Navy  is  better  than  at  any  time  in  their 
existence.  For  this  we  acclaim  the  pre- 
ventive medicine  services  — civilian  and 
military — and  we  do  it  wholeheartedly  and 
with  unbounded  enthusiasm. 

But  what  of  internal  medicine  in  this 
war?  In  spite  of  all  that  has  been  said 
about  the  surgeons,  we  know  that  many 
of  the  men  whose  lives  are  now  saved  by 
them  will  not  fight  again — and  our  fighting 
men  are  the  men  who  will  win  this  war. 
The  chief  objective  of  the  Army  and  Navy 
Medical  Departments  is  to  maintain  the 
highest  effective  rate  possible  in  combat 
units,  and  this  is  done  chiefly  through  pre- 
ventive and  curative  medicine.  In  spite  of 
an  extraordinarily  good  preventive  medi- 
cine record,  disease  has  occurred.  When 
it  occurs,  the  internists  go  into  action. 
What  is  their  record  in  this  war? 

As  is  to  be  expected,  internal  medicine 
has  established  a record  of  accomplishment 
in  the  Army  and  Navy  which  reflects  the 
extraordinary  achievements  of  the  past 
twenty-five  years  in  civilian  practice.  Those 
of  us  here  who,  in  1917-1918,  took  care  of 
soldiers  and  sailors  with  sinusitis,  bron- 
chitis, pneumonia  (lobar  and  postinfluen- 
zal), cerebrospinal  meningitis,  septic  dis- 
ease, tuberculosis,  dysentery,  syphilis,  gon- 
orrhea— to  mention  the  diseases  most  fre- 
quently encountered  in  military  practice — 
will  appreciate  the  significance  of  the  fol- 
lowing figures.  Obviously,  they  are  neither 
absolutely  accurate  nor  final;  nevertheless, 
they  are  both  informative  and  significant: 
Meningitis 

Per  Cent 

World  War  I (overseas) — fatality  rate  38 

World  War  II  (overseas)  fatality  rate  4 
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Pneumonia 

World  War  I — fatality  rate  28 

World  War  II — fatality  rate  .7 

Tuberculosis 

World  War  I — fatality  rate  17.3 

World  War  II — fatality  rate  1.8 

Dysentery 

World  War  I — fatality  rate  1.6 

World  War  II — fatality  rate  .05 


What  of  the  omnipresent  problem  of  the 
venereal  diseases  in  the  Army?  You  will 
be  relieved  to  learn  that  in  this  war  the 
venereal  diseases  have  finally  made  good 
their  escape  from  the  awkward  and,  as  we 
now  view  it,  medieval  clutches  of  the  uro- 
logical surgeon  who,  armed  with  sound, 
syringe,  silver  salts,  irrigating  can,  and  a 
long,  strong  index  finger  indulged  his  sim- 
ple faith  in  dilatations  and  irrigations  of 
the  posterior  urethra,  and  chiropractic  ma- 
nipulations of  prostate  and  seminal  vesicles. 
Nowadays  gonorrhea  is  being  allowed  to 
remain  a simple  pyogenic  infection  of  the 
anterior  urethra,  the  secretions  from  which 
are  provided,  by  the  good  God,  with  nat- 
ural drainage  and  with  frequent  physio- 
logical irrigation.  I am  happy  to  report 
that  at  last  in  the  Army  the  venereal  dis- 
eases are  officially  assigned  to  the  beneficent 
care  of  the  internist.  As  a result,  the 
complications  of  the  disease  have  become 
practically  nonexistent.  The  venereal  dis- 
ease admission  rates  for  World  War  II  are 
one-third  of  those  for  World  War  I.  The 
days  lost  from  duty  as  a result  of  venereal 
diseases  in  World  War  II  are  thirty-three 
per  cent  less  than  in  World  War  I. 

Finally,  let  us  examine  the  record  of 
preventive  and  curative  medicine  in  this 
war  as  reflected  in  the  annual  death  rate 
per  1,000  for  all  diseases  in  the  Army,  ex- 
cluding altogether  surgical  conditions.  The 
World  War  II  rate  is  about  one-twenty-fifth 
of  the  World  War  I rate.  The  former  was 


15.6  per  thousand  per  annum.  The  latter 
is  .6.  This  is  a way  of  saying  that  a divi- 
sion of  10,000  men  in  1918  would  experi- 
ence 150  deaths  per  annum  from  diseases 
(excluding  injuries).  This  same  division 
in  1944  loses  six  men  by  death  from  dis- 
ease. This  is  a reduction  in  death  rate 
greater  than  ninety-five  per  cent. 

What  are  these  extraordinary  results  due 
to?  They  are  due  to  (1)  high  level  of  pro- 
fessional competence  in  internal  medicine 
in  the  Army;  (2)  careful  placement  of 
this  professional  competence  where  it  will 
do  the  most  good  in  the  Army;  (3)  provi- 
sion for  medical  officers  of  adequate  diag- 
nostic and  therapeutic  facilities  with  which 
to  work;  (4)  the  extraordinary  devotion 
to  duty  of  Army  and  Navy  doctors. 

Thus,  in  the  Army  and  Navy  Medical 
Department  achievements  in  internal  med- 
icine, American  medicine  sees  the  fruit  in 
the  war  effort  of  its  long  years  of  work — 
its  efforts  (a)  to  foster  research  which  pro- 
vides the  diagnostic  and  therapeutic  tools; 
(b)  to  educate  and  train  medical  men  in 
the  use  of  these  diagnostic  and  therapeutic 
tools. 

This  war  will  be  won  by  effectives — men 
kept  healthy  by  preventive  medicine  and, 
when  this  fails,  restored  to  health  by  in- 
ternal medicine.  The  maintenance  of  the 
lowest  noneffective  rate  possible  is  the  chief 
objective  of  the  medical  departments  of  the 
armed  services.  This  task  falls  principally 
upon  the  internists.  Our  record  in  dealing 
with  noneffectiveness  thus  far  has  been 
good.  Indeed,  as  you  have  seen,  it  has 
been  superb.  It  reflects  in  the  armed 
forces  the  extraordinary  effectiveness  of 
internal  medicine  as  practiced  in  the  United 
States.  Let  us,  in  civilian  and  military 
medicine,  resolve  to  make  it  better  by  la- 
boring earnestly  and  diligently,  and  with 
complete  devotion  to  duty,  in  our  important 
segment  of  the  war  effort. 
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A Report  from  the  Bureau  of  Medical 
Economics 

Significant  changes  in  the  prepayment 
plans  endorsed  or  supervised  by  state  and 
county  medical  societies  have  made  neces- 
sary a report  of  developments  since  the 
publication  by  the  Bureau  of  Medical  Eco- 
nomics early  in  1943  of  the  report  on  “Med- 
ical Service  Plans.”  That  report  described 
the  form  of  organization,  types  of  contracts, 
and  some  phases  of  administration  which 
existed  at  the  time  it  was  written.  These 
details  are  not  repeated  in  the  surveys 
which  follow. 

One  generalization  seems  safe  concern- 
ing these  plans — all  show  an  increase  in 
membership  during  the  past  year.  It  ap- 
pears now  that  most  of  the  plans  are  on 
a sound  financial  basis,  having  overcome 
the  mistakes  and  difficulties  which  arose 
during  their  formative  period  and  having 
profited  by  the  exchange  of  information 
with  other  similar  organizations.  While 
numerous  minor  alterations  in  the  details 
of  contracts  with  subscribers  and  physi- 
cians have  been  made,  it  now  appears  that 
the  basic  features  of  the  plans  have  been 
determined  and  that  future  changes  will 
be  in  the  nature  of  detailed  improvements 
in  service  and  administration. 

Nearly  all  the  plans  are  now  supplying 
a surgical  service  only  in  connection  with 
hospital  care,  although  some  are  extending 
a more  general  medical  service  in  relation 
to  special  groups.  Several  plans  are  con- 
sidering the  possibility  of  such  an  extension 
of  service,  but  are  delaying  action  pending 
further  experience  to  determine  actuarial 
conditions.  The  plans  in  North  Carolina 
are  operated  by  hospital  associations  with 
separate  contracts  for  medical  or  surgical 
service  which  have  been  approved  by  the 
state  medical  association. 

The  statements  made  in  this  study  are 
based  on  the  reports  of  the  administrators 
of  the  several  plans  or  of  officials  of  the 
medical  societies  concerned  or  fi-om  official 


* Reprinted  from  the  Organization  Section  of  The 
Journal  of  the  American  Medical  Association,  Feb- 
ruary 5,  1944,  Vol.  124,  pp.  371-373.  Copyright, 
1944,  by  American  Medical  Association. 
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medical  journals  of  such  medical  societies. 
No  information  was  obtained  from  the 
medical  service  plans  in  the  states  of  Ore- 
gon and  Washington,  although  requests  for 
such  information  were  sent  repeatedly  to 
the  officials  of  the  state  medical  societies 
of  those  states. 

In  other  areas  developments  in  the  field 
of  medical  service  plans  have  not  pro- 
gressed beyond  the  stage  of  preliminary 
study,  experimentation,  the  passage  of  a 
state  enabling  act  or  other  preliminary 
preparation  necessary  to  an  orderly  devel- 
opment. The  developments  in  this  field  are 
shown  graphically  in  a report  prepared  this 
week  for  the  readers  of  The  Journal  of  the 
American  Medical  Association  and  all  oth- 
ers interested  in  this  subject. 


California  Physicians’  Service 

SAN  FRANCISCO 

A.  E.  Larsen,  M.D.,  Medical  Director 

California  Physicians’  Service  in  Novem- 
ber, 1943,  had  a beneficiary  membership 
of  87,6704  Of  these  there  were  51,550 
“commercial  members”  representing  those 
enrolled  directly  in  the  service.  The  Rural 
Health  Program  included  5,000  and  is  con- 
ducted in  cooperation  with  the  Farm  Se- 
curity Administration.  This  program  “has 
now  small  units  covering  some  nineteen 
counties  and  is  a starting  nucleus  for  fur- 
ther development  in  these  programs,  which 
are  covering  the  great  majority  of  the  agri- 
cultural areas  in  the  state.”  War  housing 
projects  have  approximately  31,120  clients. 
The  experimental  character  of  these  proj- 
ects has  necessitated  several  changes  in 
the  financial  arrangements  and  in  some 
other  respects,  but  are  now  reported  to 
be  proceeding  satisfactorily.  After  pass- 
ing through  some  financial  crises,  the  en- 
tire plan  had  a unit  stabilization  fund  of 
$39,299  at  the  close  of  September,  1943. 

The  Executive  Committee  of  the  Cali- 
fornia Medical  Association  authorized  a 
survey  of  the  California  Physicians’  Serv- 
ice by  John  R.  Mannix,  director  of  the 
Michigan  Hospital  Service.  His  report, 

'California  & West.  Med.  59:  347  (December), 
1943. 
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published  in  California  and  Western  Medi- 
cine in  November,  1943,  discusses  the  rea- 
sons for  the  apparently  slow  growth  in 
membership  and  recommends  a number  of 
actions  to  be  taken.  The  Council  of  the 
California  Medical  Association  has  ap- 
proved most  of  these  l’ecommendations  and 
has  voted  to  employ  a full-time  executive 
secretary  for  sufficient  time  to  develop  the 
proposed  changes. 

Colorado  Medical  Service,  Inc. 

DENVER 

William  S.  McNary,  Executive  Director 

A report  of  October  31,  1943,  showed 
4,108  active  contracts  of  enrollment  cover- 
ing seventy  groups  and  10,089  subscribers. 
A reserve  of  $2,795.66  had  been  accumu- 
lated during  the  previous  eighteen  months, 
which  covered  the  period  since  organiza- 
tion. During  this  period  $33,858.25  had 
been  received  from  subscribers  and  $27,- 
977.17  paid  in  fees  to  participating  phy- 
sicians. 

The  Denver  County  Medical  Society  has 
approved  a plan  for  enrollment  of  groups 
without  income  limits,  the  individuals  re- 
ceiving service  who  are  above  the  previous 
limits  to  be  paid  on  an  indemnity  basis. 


Group  Hospital  Service,  Inc. 

WILMINGTON,  DELAWARE 
H.  V.  Maybee,  Managing  Director 

The  independent  surgical  contract  has 
been  abandoned  and  a rider  to  the  hospitali- 
zation contract  substituted.  This  is  be- 
cause of  the  decision  to  issue  surgical 
contracts  only  to  subscribers  to  the  hos- 
pital service.  Since  the  offering  of  the 
surgical  service,  May  1,  1943,  11,000  mem- 
bers have  been  acquired  and  a reserve  of 
over  $11,000  accumulated.  Only  seventy- 
five  per  cent  of  the  fee  schedule  has  been 
paid  to  physicians,  but  sufficient  reserves 
in  excess  of  the  amount  mentioned  have 
now  been  set  aside  to  pay  the  additional 
twenty-five  per  cent. 


Massachusetts  Medical  Service 

BOSTON 

James  C.  McCann,  M.D.,  President 

Enabling  legislation  was  procured  on 
May  22,  1941.  The  Council  of  the  Massa- 


chusetts Medical  Society  voted  a fund  of 
$25,000  for  the  initial  expenses  in  estab- 
lishing the  Massachusetts  Medical  Service. 
The  Commissioner  of  Insurance  ruled  that 
$5,000  of  this  amount  could  be  used  for 
initial  expenses,  but  the  remaining  $20,000 
had  to  be  placed  on  deposit  under  a letter 
of  trust  with  the  requirement  that  the 
amount  should  not  be  further  reduced  until 
after  a surplus  of  $225,000  had  been 
reached. 

The  program  was  initiated  with  a sur- 
gical-obstetric contract  to  be  broadened, 
first,  to  complete  hospital  coverage  and 
later  to  as  near  complete  medical  coverage 
as  is  feasible.  The  program  is  to  be  admin- 
istered on  a contract  basis  with  the  Blue 
Cross  organization. 

During  the  first  six  months,  ended  in 
June,  1943,  growth  was  slow — only  7,000 
being  enrolled — but  at  the  end  of  the  next 
six  months  23,000  in  two  hundred  groups 
had  enrolled.  In  a number  of  instances  the 
employer  had  paid  all  premiums.  This  was 
permitted  as  a substitute  for  an  increase 
in  wages. 

Some  liberalization  of  group  enrollment 
has  been  found  possible  without  endanger- 
ing actuarial  safety.  This  has  been  accom- 
plished by  substituting  specific  tested  stand- 
ards for  a fixed  percentage  of  group  mem- 
bership. These  standards  are  based  on  (1) 
the  “seasoning”  of  the  group  as  deter- 
mined by  the  period  of  enrollment  in  “Blue 
Cross”  hospitalization  plans,  (2)  the  loss 
ratio  shown  by  such  experience,  and  (3) 
the  “cultural”  level  of  the  group.  The  plan 
is  now  operating  on  what  is  considered  a 
sound  financial  basis  and  has  set  up  re- 
serves to  meet  obstetric  care  and  tonsillec- 
tomies, which,  under  the  contract,  are  not 
available  during  the  first  year  of  enroll- 
ment. It  is  expected  that  a surplus  will 
soon  be  accumulated  which  will  make  it 
possible  to  extend  coverage  to  hospitalized 
medical  cases. 


Michigan  Medical  Service 

DETROIT 

Jay  C.  Ketchum,  Executive  Vice-President 
The  number  of  subscribers  has  increased 
from  440,000  on  March  1,  1943,  to  600,- 
455  on  November  30,  1943.  The  deficit  as 
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shown  by  the  audit  of  December  31,  1942, 
was  $439,778.04;  September  30,  1943,  it 
had  been  reduced  to  $270,382.57.  Total  in- 
come from  fees  in  the  nine  months  ended 
September  30,  1943,  was  $2,428,125.70. 
Final  audit  for  December  31,  1943,  had  not 
been  completed  in  time  for  this  report, 
but  the  deficit  was  estimated  to  have  been 
reduced  to  about  $150,000. 

Premium  rates  are  now  sixty  cents  a 
month  for  the  individual  subscriber  in  a 
group,  increasing  five  cents  for  each  fifteen 
per  cent  of  females  in  the  group  to  a max- 
imum of  ninety  cents,  $1.60  for  individual 
and  spouse  and  $2.25  for  a family. 


Surgical  Care,  Inc. 

KANSAS  CITY,  MISSOURI 

F.  K.  HELSBY,  Director,  Group  Hospital  Service 

A state-wide  plan  was  prepared  on  De- 
cember 11,  1937,  and  an  enabling  act  has 
been  enacted.  Jackson  and  Wyandotte 
counties  (Kansas  City)  operated  a plan, 
Surgical  Care,  Inc.,  during  1943  which  has 
paid  all  claims  100  per  cent  from  earned 
income.-  As  of  December  15,  1943,  6,500 
persons  had  been  enrolled  in  two  hundred 
groups. 

New  groups  are  being  enrolled  daily,  and 
the  administration  considers  that  the  oper- 
ation of  the  plan  has  been  successful  so  far. 


Medical  Service  Administration  of 
New  Jersey 

NEWARK 

Norman  M.  S:ott,  M.D.,  Medical  Director 

The  Medical  Society  of  New  Jersey  has 
approved  of  the  organization  of  two  non- 
profit medical  service  corporations  under 
the  provisions  of  an  act  passed  by  the  state 
legislature  in  1940. 

These  corporations  operate  nonprofit 
medical  service  plans  for  the  payment  of 
medical  services  with  money  received  from 
their  subscribers  or  with  grants  received 
from  governmental  agencies  for  payment 
of  medical  care  rendered  needy  persons. 

■ 

The  administrative  policies  of  these  cor- 
porations are  governed  by  boards  of  trus- 
tees consisting  of  eight  members  nomi- 

2Lockwood,  Ira  H. : “Prepayment  Plan  for  Cases 
Requiring  Surgery  and  Hospitalization.”  Kansas 
City  M.  J.,  14:  14  (November-December),  1943. 


nated  by  the  Medical  Society  of  New  Jer- 
sey. They  are  under  supervision  of  the 
New  Jersey  Department  of  Banking  and 
Insurance. 

Medical  Service  Administration  of  New 
Jersey. — The  administration  operates  med- 
ical service  plans  for  the  benefit  of  selected 
low  income  groups,  the  medical  indigent 
and  the  indigent. 

Farm  Security  Medical  Plan. — The  ad- 
ministration has  operated  the  Farm  Se- 
curity Administration  Medical  Plan  for  the 
benefit  of  Farm  Security  clients  in  New 
Jersey  since  May,  1941.  This  plan  pro- 
vides payment  for  medical  care  rendered 
in  the  home  of  the  patient  or  office  of  the 
physician.  It  does  not  include  cost  of 
hospitalization  or  medical  care  rendered 
in  a hospital.  Physicians’  fees  are  $1.50 
for  office  calls  and  $2.50  for  home  calls. 
Subscription  rates  are  $16  for  individuals, 
$20  for  husband  and  wife,  $21  for  a family 
of  three,  $22  for  a family  of  four,  $23  for 
a family  of  five,  and  $24  for  a family  of 
six  or  more. 

During  recent  months  the  plan  has  fre- 
quently had  deficits  owing  to  unsatisfactory 
enrollment  and  high  sick  rates. 

City  of  Newark  Medical  Plan. — This  plan 
replaces  the  former  arrangements  under 
which  indigent  persons  in  the  City  of  New- 
ark were  cared  for  by  city  physicians.  The 
plan  provides  for  free  choice  of  physicians 
and  payment  by  the  Medical  Service  Ad- 
ministration Plan  for  medical  care  ren- 
dered to  persons  whose  names  appear  on 
the  rolls  of  the  Newark  Department  of 
Welfare  who  are  confined  to  their  homes 
because  of  illness.  The  plan  does  not  in- 
clude payment  for  office  calls,  this  type  of 
service  being  rendered  through  existing 
clinic  facilities.  Physicians  are  paid  $2.00 
for  a day  visit  and  $3.00  for  a night  visit, 
the  adequacy  and  eligibility  of  service  being 
passed  on  by  a committee  of  the  Essex 
County  Medical  Society,  which  reviews  the 
bills  each  month.  Expenditures  by  the 
Medical  Service  Administration  Plan  for 
this  care  are  reimbursed  monthly  by  the 
Newark  Department  of  Welfare,  plus  ten 
per  cent  toward  administrative  costs. 

Arrangements  are  now  being  completed 
for  the  inclusion  of  certain  selected  med- 
ically indigent  groups  under  this  plan. 
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The  Medical-Surgical  Plan  of  New  Jer- 
sey.— This  plan  is  organized  as  a separate 
corporation  in  order  to  facilitate  account- 
ing methods  and  avoid  support  of  other 
plans  by  money  received  from  its  sub- 
scribers. 

As  of  November  30,  1943,  Medical-Sur- 
gical Plan  had  total  effective  enrollment 
of  14,977  persons  covered  by  6,940  con- 
tracts. 

From  its  earned  income  it  has  paid  all 
organization  and  administrative  expenses 
and  paid  physicians  for  all  eligible  services 
in  accordance  with  100  per  cent  of  its  pre- 
determined schedule  of  payments. 

For  the  eleven  months  ended  November 
30,  1943,  its  expenditures  from  its  earned 
income  were: 

Per  Cent  of  Earned 

Expenditures  Subscription  Income 

Claims  (paid  and  accrued)  61.38 

Solicitation  9.83 

Administration  15.03 

Reserve  13.76 

100.00 


Medical  and  Surgical  Care,  Inc. 

UTICA,  NEW  YORK 

H.  C.  Stephenson,  Managing  Director 

In  ten  months  ended  October  31,  1943, 
the  total  receipts  were  $111,851.14,  with 
$39,346.47  as  funds  on  hand,  of  which  $15,- 
029.91  was  earned  surplus.  In  September, 
1943,  it  had  sold  9,629  contracts  covering- 
19, 215  persons.3  Some  enrollment  is  ob- 
tained from  farm  bureau  and  granges,  and 
clients  of  the  Farm  Security  Administra- 
tion have  been  enrolled  for  four  years  for 
hospitalization,  and  the  plan  is  now  con- 
sidering their  enrollment  for  a low-cost 
surgical  plan.  There  are  no  income  limits 
as  the  indemnity  plan  is  used,  with  total 
payments  in  one  year  restricted  to  $225 
for  the  subscriber,  $125  for  one  dependent, 
and  $350  for  any  three  or  more  persons 
covered  by  a contract. 

The  success  of  the  original  plan  led  to 
the  oTer  of  a “low-cost”  plan  with  lower 
enrollment  rates  and  somewhat  restricted 
benefits  and  limits  of  $200,  $100,  and  $325 
to  the  classes  mentioned.  A rider  to  con- 


Bulletin  62,  Public  Relations  Bureau,  Medical 
Society  of  the  State  of  New  York,  January  1,  1944. 


tracts  is  also  offered  covering  general  med- 
ical services,  also  on  the  indemnity  plan, 
paying  $2.00  for  office  and  hospital  calls 
and  $3.00  for  home  calls  for  subscribers 
and  $1.00  and  $1.50  for  corresponding  serv- 
ices to  dependents.  Calls  are  limited  to 
fifty-two  for  subscriber  and  one  hundred 
fifty  for  subscriber  and  all  dependents  in 
one  year. 


Medical  Expense  Fund  of  New  York, 
Inc.3 

BROOKLYN 

F.  E.  Elliott,  M.D.,  Secretary-Treasurer 
This  is  the  pioneer  of  the  four  medical 
plans  now  operating  in  this  state.  It  has 
some  5,000  subscribers,  almost  an  equal 
number  of  participating  physicians.  Six- 
teen of  its  trustees  are  physicians ; eight 
are  laymen.  In  1942  Medical  Expense,  Inc., 
met  all  its  obligations  in  full.  Mr.  Row- 
land H.  George  is  president;  Dr.  Frederic 
E.  Elliott,  secretary-treasurer ; Dr.  Charles 
Gordon  Heyd,  chairman  of  the  general  ad- 
visory board. 


Western  New  York  Medical  Plan,  Inc. 

BUFFALO 

Carl  M.  Metzger,  Executive  Director 

The  December  1,  1943,  membership  was 
22,000,  having  doubled  since  March  1,  1943. 
Operating  on  the  indemnity  plan,  the  phy- 
sician renders  his  bill,  of  which  the  plan 
pays  the  amount  stipulated  in  the  contract 
and  notifies  the  patient  and  the  physician 
of  the  amount,  if  any,  still  due.  Since  the 
indemnity  schedule  roughly  corresponds  to 
the  prevailing  fees  charged  in  the  income 
group  up  to  $3,000,  the  physician  is  urged 
to  consider  the  economic  status  of  the  indi- 
vidual patient  and  to  accept  the  indemnity 
payable  by  the  corporation  as  a full  dis- 
charge of  the  liability  of  the  patient,  if 
such  patient  is  within  the  average  income 
group. 

Although  seventy-five  per  cent  is  the. 
basis  of  settlement,  with  a subsequent  pay- 
ment at  the  end  of  the  year,  since  the 
introduction  of  the  new  contract,  the  plan 
has  paid  the  doctor  the  full  amount  of  the 
indemnity  schedule. 
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Medical  Service  Association,  Inc. 

DURHAM,  NORTH  CAROLINA 
E.  D.  Mallard,  Assistant  Secretary 


Memberships  are  sold  by  the  Hospital 
Care  Association,  which  also  administers 
the  plan.  The  subscription  rates  apply  to 
both  organizations  and  are  distributed  as 
shown : 


Male  employees  

Female  employees  

Employees,  one  dependent 
Family,  all  children  under 
eighteen  


To  To 

Medical  Hospital- 


Weekly 

Service 

ization 

$0.33 

$0.20 

$0.13 

.37 

.20 

.17 

.55 

.25 

.30 

.65 

.25 

.40 

Two  dollars  a day  is  paid  for  the  first 
eight  days  to  the  physician  caring  for  a 
patient  in  the  hospital  with  a nonsurgical 
illness.  Not  more  than  two  consultation 
fees  of  $5.00  each  are  paid.  A total  of  $50 
is  allowed  for  medical  care  in  one  year. 
Surgeons  receive  $75  for  major  and  $15 
for  minor  operations  requiring  hospitaliza- 
tion. Twenty-five  dollars  is  paid  for  a de- 
livery. On  October  30,  1943,  there  were 
4,177  enrollments  in  the  Medical  Service 
Association  covering  13,031  persons. 


that  surgical  claims  have  absorbed  about 
seventy-five  per  cent  of  the  income. 


Medical  Service  Association  of 
Pennsylvania 

HARRISBURG 

Ralph  W.  Davies,  Field  Director 

There  were  approximately  8,500  sub- 
scribers as  of  January  1,  1944.  The  fol- 
lowing income  limits  on  enrollment  have 
been  established  with  the  provision  that 
those  earning  above  these  limits  are  en- 
rolled on  an  indemnity  or  credit  basis:  in- 
dividual, $30  weekly;  with  one  dependent, 
$45 ; and  with  more  than  one  dependent, 
$60  weekly. 

When  the  income  of  any  subscriber  has 
exceeded  these  limits  for  the  twenty-five 
preceding  weeks,  the  physician  may  make 
an  additional  charge  for  his  services  and 
the  association  will  pay  only  the  amount 
specified  in  the  fee  schedule.  A revision  of 
the  fee  schedule  is  now  in  process  and  the 
maximum  allowance  will  be  increased  from 
fifty  to  seventy-five  units.  The  basic  value 
of  the  unit  is  $2.00. 


Hospital  Savings  Association  of  North 
Carolina,  Inc. 

CHAPEL  HILL 

E.  B.  CRAWFORD,  Executive  Director 

In  December,  1943,  there  were  approxi- 
mately 210,000  participants  in  the  plan,  of 
whom  40,000  were  covered  by  a combined 
program  of  hospitalization  and  surgical 
care.  There  are  no  income  limits,  but 
eighty  per  cent  of  the  membership  has 
incomes  under  $1,500  a year. 

There  is  a state-wide  plan  for  Farm  Se- 
curity Administration  under  government 
contract.  Approximately  2,500  families 
are  covered  (14,000  persons)  and  hospitali- 
zation furnished  for  only  $12  annually. 
The  surgical  plan  pays  physicians  on  a fee 
schedule,  and  payments  are  on  an  indem- 
nity basis  toward  regular  charges.  Sur- 
gical care  is  limited  to  $75  a year  per  per- 
son. There  has  been  no  accurate  break- 
down of  costs  between  the  hospitalization 
and  the  surgical  plan,  but  it  is  estimated 


Dallas  County  Medical  Plan 

DALLAS,  TEXAS 

The  State  Medical  Association  of  Texas 
in  1941  asked  the  state  legislature  for  an 
enabling  act  to  permit  the  establishment 
of  prepayment  plans  by  medical  societies, 
but  the  legislature  did  not  enact  such  a 
law,  and  there  is  now  some  doubt  of  its 
necessity.  The  Dallas  County  Medical  Plan 
has  continued  to  operate  successfully  with 
no  significant  changes.  The  monthly  sub- 
scription rate  was  increased  on  July  1, 
1943,  from  $1.50  to  $1.75,  and  the  $5.00 
deductible  clause  dropped.  There  were  378 
subscribers  as  of  December  1,  1943. 4 

The  Council  on  Medical  Economics  of 
the  state  medical  association  has  worked 
out  a plan  for  the  state  which  the  council 
reports  would  “have  solved  important  prob- 
lems” had  legislation  been  enacted  to  per- 
mit its  expansion/’  Texas  is  largely  a rural 

"Report  received  from  Dr.  D.  W.  Carter,  Jr., 
secretary-treasurer,  Dallas  County  Medical  Plan. 

5Texas  State  J.  Med.,  38:  89  (June),  1942. 
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state,  and  especial  attention  has  been  given 
to  Farm  Security  Administration  pro- 
grams, which  in  1943  were  conducted  in 
122  counties  and  served  33,793  persons.6 

Migratory  camps  are  conducted  in  eight 
localities.  Experimental  programs  are  con- 
ducted by  the  Farm  Security  Administra- 
tion in  Cass  County  covering  2,379  families, 
or  one-third  of  the  population  in  an  “over- 
all medical  program,”  and  in  Wheeler  Coun- 
ty serving  1,000  families.  These  two  pro- 

'Texas  State  J.  Med.,  39:  88  (June),  1943. 


grams  are  subsidized  by  the  Farm  Security 
Administration  at  a cost  of  $75,000. 

Utah  Medical  and  Hospital  Benefit 
Association 
salt  lake  city 

W.  H.  Tibbals,  Executive  Secretary 

Because  of  apparent  inability  to  secure 
sufficient  volume,  it  has  been  deemed  best 
to  urge  the  hospitals  to  organize  a Blue 
Cross  Plan  for  the  purpose  of  handling  hos- 
pitalization on  a service  basis.  This  is  now 
in  process. 
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The  following  is  a list  of  Tennessee  doc- 
tors who  have  applied  for  a commission  in 
the  Army  or  Navy.  The  names  are  ar- 
ranged in  three  categories  as  follows:  first, 
those  who  have  been  commissioned  and  are 
on  duty;  second,  those  who  have  applied 
for  a commission  and  been  rejected  on  phys- 
ical grounds;  third,  those  who  have  been 
honorably  discharged  from  service.  The 
list  under  each  category  is  arranged  ac- 
cording to  counties. 

The  list  is  not  complete  according  to  the 
date  of  publication.  It  is  accurate  in  so  far 
as  our  information  goes  as  of  the  date  the 
•Journal  goes  to  press. 


THE  HONOR  ROLL  OF  THE  MEDICAL  PRO- 
FESSION IN  TENNESSEE  NOW  SERV- 
ING IN  THE  ARMED  FORCES 


County  Name 

Anderson — P.  M.  Dings 
Anderson — A.  K.  Morris 
Anders'on— Geo.  M.  Kelley 
Bedford — H.  J.  Shull 
Blount — R.  H.  Haralson 
Blount — Joseph  T.  Marshall 
Blount — Lowell  E.  Vinsant 
Bradley — Dwight  N.  Arnold 
Bradley — A.  L.  Ball 
Bradley — Claud  H.  Taylor 
Bradley — Madison  S.  Trewhitt 
Campbell — O.  II.  Coleman* 
Campbell — Jos.  McCoin 
Carroll — Robert  D.  Trevathan 
Carter — H.  B.  Damron 
Carter — E.  L.  Caudill,  Jr. 
Carter — J.  B.  Warren 
Carter— W.  W.  Evans 
Chester — John  Wm.  Baird 
Claiborne— E.  A.  McEver 
Clay— A.  L.  Buell 
Cocke — Haynes  B.  Cates 
Cocke — W.  C.  Ruble,  Jr. 

Cocke — Glenn  C.  Shults 
Coffee — G.  W.  Shelton 
Cumberland — Price  H.  Duff 
Davidson — Geo.  A.  Hatcher 
Davidson — David  F.  Johnson 
Davidson — James  T.  Allen 
Davidson — James  P.  Anderson 
Davidson — John  W.  Anderson 
Davidson — Jos.  D.  Anderson 
Davidson — Ralph  Angelucci 
Davidson — Ralph  V.  Ashbaugh 
Davidson — Robert  D.  Beech 
Davidson — F.  T.  Billings 


Address 
Briceville 
Fork  Mountain 
Lake  City 
Shelbyville 
Maryville 
Chattanooga 
Maryville 
Cleveland 
Cleveland 

Cleveland 

Cleveland 
LaFollette 
LaFollette 
Bruceton 
Elizabethton 
Elizabethton 
Elizabethton 
Elizabethton 
Henderson 
Pruden 
Celina 
Newport 
Newport 
Newport 
Manchester 
Crossville 
Cedar  Grove,  N.  J. 
Madison  College 
Nashville 
Nashville 
Nashville 
Nashville 
Nashville 
Nashville 
Nashville 
Nashville 


Davidson — James  Frazier  Binns  Nashville 


Deceased. 


Davidson — R.  W.  Blumberg  Nashville 

Davidson — H.  K.  Brask  . . Nashville 

Davidson — Robert  N.  Buchanan,  Jr.  Nashville 

Davidson — Ransom  R.  Buchholz  Nashville 

Davidson — F.  W.  Buckner  Nashville 

Davidson — John  C.  Burch  Nashville 

Davidson — Roger  B.  Burrus  Nashville 

Davidson— B.  F.  Byrd,  Jr.  Nashville 

Davidson — Newton  A.  Cannon  Nashville 

Davidson — Henry  M.  Carney  Nashville 

Davidson — Geo.  K.  Carpenter  Nashville 

Davidson — Arthur  H.  Cassady  Nashville 

Davidson — Randolph  Cate  Nashville 

Davidson — Lee  Farrar  Cayce  Nashville 

Davidson — James  C.  Chambliss  Nashville 

Davidson — Jesse  H.  Chandler  (Col.)  Nashville 

Davidson — Sam  C.  Cowan,  Jr.  Nashville 

Davidson — R.  R.  Crutcher  Nashville 

Davidson — Marion  I.  Davis  Nashville 

Davidson — Walter  L.  Diveley  Nashville 

Davidson — Thos.  A.  Donnel  Nashville 

Davidson — R.  L.  Dozier,  Jr.  Nashville 

Davidson — J.  J.  Eberhart  Nashville 

Davidson — P.  C.  Elliott  Nashville 

Davidson — Frank  F.  Ellis  Nashville 

Davidson — Joe  W.  Fenn  Nashville 

Davidson — Ray  O.  Fessey  Nashville 

Davidson — C.  M.  Fishbach  Nashville 

Davidson — Benjamin  P.  Folk  Nashville 

Davidson — Garth  E.  Fort  Nashville 

Davidson — S.  F.  Fowler  Nashville 

Davidson — John  W.  Frazier,  Jr.  Nashville 

Davidson — Thos.  F.  Frist  Nashville 

Davidson — R.  K.  Galloway  Nashville 

Davidson — James  C.  Gardner  Nashville 

Davidson — Dan  C.  Gary  Nashville 

Davidson — Hamilton  V.  Gayden  Nashville 

Davidson — L.  R.  Gayden  Nashville 

Davidson — H.  L.  Gilliand  Nashville 

Davidson — J.  E.  Goldsberry  Nashville 

Davidson — David  K.  Gotwald  Nashville 

Davidson — Thos.  Grizzard  Nashville 

Davidson — Laurence  A.  Grossman  Nashville 

Davidson — Carrington  Harrison  Nashville 

Davidson — James  W.  Harrison  Nashville 

Davidson — James  T.  Hayes  Nashville 

Davidson — Harold  B.  Henning  Nashville 

Davidson — Rafael  Hernandez  (Col.)  Nashville 

Davidson — Irving  R.  Hillard  Nashville 

Davidson — Charles  Fowler  Hollabaugh  Nashville 
Davidson — Nathan  P.  Horner  Nashville 

Davidson — Geo.  B.  Hubbard  Nashville 

Davidson — Vernon  Hutton,  Jr.  Nashville 

Davidson — D.  J.  Johns,  Jr.  Nashville 

Davidson — Geo.  S.  Johnson  Nashville 

Davidson — Harry  D.  Jones  Nashville 

Davidson — Sam  Ogle  Jones  Nashville 

Davidson — Allen  Kennedy  Nashville 

Davidson — W.  G.  Kennon,  Jr.  Nashville 

Davidson — G.  E.  Kinzel  Nashville 

Davidson — James  A.  Kirtley,  Jr.  Nashville 

Davidson — W.  J.  Lee,  Jr.  Nashville 
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Davidson — Herman  Levinson  Nashville 

Davidson — R.  Carl  Light  Nashville 

Davidson — Rudolph  A.  Light  Nashville 

Davidson — Jas.  A.  Loveless  Nashville 

Davidson — J.  P.  Lowe  Nashville 

Davidson — Sol  Lowenstein  Nashville 

Davidson- — Jas.  R.  McMillan  Nashville 

Davidson — Robt.  H.  Magruder  Nashville 

Davidson — C.  G.  deGutierrez-Mahoney  Nashville 
Davidson — Travis  H.  Martin  Nashville 

Davidson — James  H.  Matthews Nashville 

Davidson — Benjamin  R.  Mayes  Nashville 

Davidson — Jas.  G.  Mead Nashville 

Davidson — Chas.  A.  Mella  Nashville 

Davidson — Cleo  M.  Miller  Nashville 

Davidson — Hugh  H.  Mills  Nashville 

Davidson — Theodore  Morford  Nashville 

Davidson — Hugh  J.  Morgan  Nashville 

Davidson — N.  B.  Morris  Nashville 

Davidson — Paul  G.  Morrissey,  Jv.  Nashville 

Davidson — S.  R.  Mortland  Nashville 

Davidson — Max  K.  Moulder  Nashville 

Davidson — John  R.  Olson  Nashville 

Davidson — Fred  W.  T.  Overton  Nashville 

Davidson — Wm.  M.  Palm  Nashville 

Davidson — Jos.  H.  Patterson  Nashville 

Davidson — Robt.  C.  Patterson,  Jr.  Nashville 

Davidson — E.  White  Patton  Nashville 

Davidson — George  C.  Porter  (Col.)  Nashvilfe 

Davidson — John  C.  Ransmeier  Nashville 

Davidson — S.  B.  D.  Rhea  Nashville 

Davidson — John  B.  Riggsbee  Nashville 

Davidson — E.  L.  Rippy  Nashville 

Davidson — E.  M.  Robinson  Nashville 

Davidson — Robt.  E.  Rock  Nashville 

Davidson — Louis  Rosenfeld  Nashville 

Davidson— Leon  I.  Runyon  Nashville 

Davidson — A.  F.  Russell  Nashville 

Davidson — Jos.  H.  Sayers,  Jr.  Nashville 

Davidson — Robert  E.  Schell  Nashville 

Davidson — Jesse  F.  Scott  Nashville 

Davidson- — Jos.  A.  Scott  Nashville 

Davidson — Ewing  Seligman  Nashville 

Davidson — Maurice  Seligman  Nashville 

Davidson — Melvin  M.  Simmons  Nashville 

Davidson — Henry  Carroll  Smith  Nashville 

Davidson — Joe  M.  Strayhorn  Nashville 

Davidson — Thos.  B.  Stone  Nashville 

Davidson — Wm.  A.  Sullivan  Nashville 

Davidson — A.  J.  Sutherland,  Jr.  Nashville 

Davidson — A.  B.  Thach,  Jr.  Nashville 

Davidson — W.  0.  Tirrill,  Jr.  . Nashville 

Davidson — Chas.  C.  Trabue  Nashville 

Davidson — H.  M.  Truebger  Nashville 

Davidson — William  H.  Tucker  Nashville 

Davidson — W.  A.  Van  Nortwick  Nashville 

Davidson — Louis  F.  Verdel  Nashville 

Davidson — Paul  L.  Warner  Nashville 

Davidson — Thos.  S.  Weaver  Nashville 

Davidson — B.  M.  Weinstein  Nashville 

Davidson — Arthur  L.  White  Nashville 

Davidson — Joe  T.  Whitfield  Nashville 

Davidson — Claiborne  Williams  Nashville 


Davidson — W.  C.  Williams  Nashville 

Davidson — Herbert  Wilson,  Jr.  Nashville 

Davidson — W.  C.  Winton  Nashville 

Davidson — Jos.  C.  Wood  Nashville 

Davidson — Thos.  E.  Wyatt  Nashville 

Davidson — Chas.  R.  Yancey  Nashville 

Davidson — John  B.  Youmans  Nashville 

Davidson — Hugh  Amos  Old  Hickory 

Davidson — Alvin  Hawkins  Old  Hickory 

Davidson — A.  S.  Koenig  Old  Hickory 

Davidson — E.  B.  Rhea  Old  Hickory 

Dickson — W.  M.  Jackson  Dickson 

Dyer — W.  E.  Anderson  Dyersburg 

Dyer — J.  Paul  Baird  Dyersburg 

Dyer — C.  L.  Denton  Dyersburg 

Dyer — 0.  B.  Landrum  Dyersburg 

Fayette — John  L.  Armstrong  Somerville 

Franklin — Geo.  L.  Smith  Decherd 

Franklin — Kenneth  P.  Brown  Huntland 

Gibson — Jas.  O.  Fields  Milan 

Gibson — Basil  T.  Bennett,  Jr.  Trenton 

Gibson — Geo.  Dodson  Humboldt 

Gibson — Roscoe  Faulkner  Trenton 

Gibson — M.  K.  Crothers  Milan 

Gibson — Henry  Jas.  Roberts  Trenton 

Greene — Rae  B.  Gibson  Greeneville 

Greene — C.  H.  Henard  Mosheim 

Greene — John  G.  Zirkle  Greeneville 

Hamblen — D.  R.  Roach  Morristown 

Hamblen — D.  J.  Zimmermann  Morristown 

Hamilton — Howard  M.  Ausherman  Chattanooga 
Hamilton — C.  H.  Barnwell  Chattanooga 

Hamilton — Alvin  H.  Benz  Chattanooga 

Hamilton — Franklin  B.  Bogart  Chattanooga 

Hamilton — F.  G.  Bratley  Chattanooga 

Hamilton — Julian  C.  Brooks,  Jr.  Chattanooga 

Hamilton — S.  W.  Brown  Chattanooga 

Hamilton — E.  F.  Buchner  Chattanooga 

Hamilton — Walter  Buckner,  II  Chattanooga 

Hamilton — Douglas  Chamberlain  Chattanooga 

Hamilton — John  W.  Claiborne,  Jr.  Chattanooga 

Hamilton — H.  C.  Darnall  Chattanooga 

Hamilton — J.  R.  Fancher  Chattanooga 

Hamilton — Richard  V.  Fletcher  Chattanooga 

Hamilton — J.  L.  Hamilton  Chattanooga 

Hamilton — F.  F.  Harris  Chattanooga 

Hamilton — Carl  A.  Hartung  Chattanooga 

Hamilton — H.  D.  Hickey  Chattanooga 

Hamilton — J.  M.  Higginbotham  Chattanooga 

Hamilton — H.  T.  Holden  Chattanooga 

Hamilton — Jos.  W.  Johnson,  Jr.  Chattanooga 

Hamilton — Howard  H.  Karr  Chattanooga 

Hamilton — Jos.  B.  Killebrew  Chattanooga 

Hamilton — J.  J.  Killeffer  Chattanooga 

Hamilton — P.  H.  Livingston  Chattanooga 

Hamilton — T.  A.  Lowery  Chattanooga 

Hamilton — E.  F.  McCall  Chattanooga 

Hamilton — Augustus  McCravey  Chattanooga 

Hamilton — Hugh  B.  Magill  Chattanooga 

Hamilton — Tim  J.  Manson  Chattanooga 

Hamilton — Richard  H.  Mellen  Chattanooga 

Hamilton — Paul  H.  Milton  Chattanooga 

Hamilton — Fay  B.  Murphey  ' Chattanooga 
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Hamilton — E.  T.  Newell,  Jr. Chattanooga 

Hamilton — Wm.  E.  North Chattanooga 

Hamilton — R.  L.  Patterson Chattanooga 

Hamilton — C.  Thomas  Read Chattanooga 

Hamilton — W.  D.  L.  Record Chattanooga 

Hamilton — E.  E.  Reisman,  Jr. Chattanooga 

Hamilton — Gilbert  M.  Roberts  Chattanooga 

Hamilton — Robt.  C.  Robertson  Chattanooga 

Hamilton — T.  G.  Ross  Chattanooga 

Hamilton — Wm.  J.  Sheridan  Chattanooga 

Hamilton — M.  J.  Smith,  Jr.  Chattanooga 

Hamilton — Wm.  A.  Stem  Chattanooga 

Hamilton — John  A.  Steward  Chattanooga 

Hamilton — W.  Dean  Steward  Chattanooga 

Hamilton — Paul  R.  Swanson  Chattanooga 

Hamilton — Oliver  L.  Von  Canon  Chattanooga 

Hamilton — J.  W.  Wilson,  Jr.  Chattanooga 

Hamilton — Robert  A.  Wise  Chattanooga 

Hamilton — J.  C.  Wright  Chattanooga 

Hardeman — Geo.  W.  Jackson  Bolivar 

Hardeman — Wiley  D.  Lewis  Bolivar 

Hardeman — M.  J.  Stewart  Whiteville 

Hardin — C.  Whitman  Borg  Savannah 

Hardin — S.  L.  Stephenson,  Jr.  Savannah 

Hawkins — Charles  C.  Johnson  Pressmen’s  Home 
Hawkins — Landrum  Tucker  Rogersville 

Hawkins — A.  S.  Yates  Rogersville 

Haywood — Robert  C.  Berson  Brownsville 

Henderson — R.  M.  Conger  Lexington 

Henry- — J.  W.  Didcoct Paris 

Henry — Arthur  C.  Dunlap  Paris 

Henry — J.  C.  McKissick  Paris 

Henry — Geo.  H.  McSwain  Paris 

Jefferson — William  B.  Malcolm  Dandridge 

Jefferson — Frank  L.  Milligan  Jefferson  City 

Knox — A.  J.  Weber  Bearden 

Knox — Malcolm  F.  Cobb  Concord 

Knox — B.  B.  Mitchell  ’ Fountain  City 

Knox — Charles  M.  Armstrong  Knoxville 

Knox — Spencer  Y.  Bell  Knoxville 

Knox — R.  G.  Brashear  Knoxville 

Knox— A.  M.  Carr  Knoxville 

Knox — E.  E.  Carrier  Knoxville 

Knox — Jack  Chesney  Knoxville 

Knox — L.  W.  Chesney  Knoxville 

Knox — H.  S.  Christian  Knoxville 

Knox — H.  E.  Christenberry,  Jr.  Knoxville 

Knox — Sam  M.  Cooper  Knoxville 

Knox — Sam  P.  Davidson  Knoxville 

Knox — T.  P.  Day  Knoxville 

Knox— W.  A.  DeSautelle  Knoxville 

Knox — T.  B.  Drinnen*  Knoxville 

Knox— Horton  DuBard  Knoxville 

Knox — Richard  N.  Duffey  Knoxville 

Knox — J.  Gilbert  Eblen  Knoxville 

Knox — Jas.  B.  Ely  Knoxville 

Knox — Frank  Faulkner  Knoxville 

Knox — Peter  J.  Flippin  Knoxville 

Knox — Glenn  D.  Grubb  Knoxville 

Knox — Geo.  G.  Henson  Knoxville 

Knox — Oliver  W.  Hill,  Jr Knoxville 

Knox — C.  R.  Huffman*  Knoxville 


* Deceased. 


Knox — C.  E.  Irwin  Knoxville 

Knox — Willard  J.  Irwin Knoxville 

Knox — H.  H.  Jenkins .Knoxville 

Knox— J.  0.  Kennedy  Knoxville 

Knox — A.  H.  Lancaster  Knoxville 

Knox — R.  P.  Layman  Knoxville 

Knox — J.  H.  Lesher  Knoxville 

Knox — J.  D.  McCullough  Knoxville 

Knox — Wm.  T.  McPeake  Knoxville 

Knox — J.  L.  Montgomery  Knoxville 

Knox — Wm.  S.  Muse  Knoxville 

Knox— E.  P.  Nicely  Knoxville 

Knox — Ralph  Nichols Knoxville 

Knox — B.  M.  Overholt  Knoxville 

Knox — Jos.  B.  Parker,  Jr.  Knoxville  (Inskip) 

Knox — Robt.  F.  Patterson,  Jr.  Knoxville 

Knox — Herschel  Penn  Knoxville 

Knox — Jarrell  Penn  Knoxville 

Knox — H.  L.  Pope  Knoxville 

Knox — John  S.  Powers,  Jr.  Knoxville 

Knox — J ohn  A.  Range  Knoxville 

Knox — Jos.  L.  Raulston,  Jr. Knoxville 

Knox — Hugh  C.  Reaves  Knoxville 

Knox— J.  W.  Riggs  Knoxville 

Knox — J . S.  Ruffin,  Jr.  Knoxville 

Knox — J.  H.  Saffold  Knoxville 

Knox— A.  B.  Shipley  Knoxville 

Knox — P.  D.  Smith Knoxville 

Knox — J . M.  Stockman  Knoxville 

Knox — Geo.  W.  Tharp  Knoxville 

Knox — Phil  Thomas  Knoxville 

Knox — Fred  West  Knoxville 

Knox — Jacob  M.  Williams  Knoxville 

Knox — Leon  J.  Willien  Knoxville 

Lake — W.  T.  Rainey  Tiptonville 

Lauderdale — J.  H.  Nunn  Ripley 

Lauderdale — W.  Val  Sanford*  Ripley 

Lawrence — L.  C.  Harris,  Jr.  Lawrenceburg 

Lincoln — R.  E.  McCown  Fayetteville 

Lincoln — Ben  H.  Marshall  Fayetteville 

Lincoln — M.  C.  Woodfin  Fayetteville 

Lincoln — E.  S.  Leek  Petersburg 

Loudon — F.  E.  Hufstedler  Lenoir  City 

Loudon— Avery  Leeper  Lenoir  City 

McMinn — S.  B.  McClary,  Jr.  Etowah 

McMinn — A.  W.  Reeser  Athens 

McMinn — Lester  H.  Shields  Athens 

McNairy — T.  N.  Humphrey  Selmer 

McNairy — H.  0.  Mason  Adamsville 

Madison — L.  D.  Farragut  Bemis 

Madison — Roderick  C.  Webb  Bemis 

Madison — Everett  Archer  Jackson 

Madison — C.  H.  Brown  Jackson 

Madison — W.  B.  Camp  Jackson 

Madison — William  Grant  Crook  Jackson 

Madison — J.  E.  Douglass  Jackson 

Madison — R.  S.  Hellmann  Jackson 

Madison — Frank  A.  Moore  Jackson 

Madison — Roy  M.  Neudecker  Jackson 

Madison — Carl  Rogers  Jackson 

Madison — A.  R.  Taylor  Jackson 

Madison — J.  R.  Thompson,  Jr.  Jackson 

Madison — Charles  H.  Webb  Jackson 
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Madison — P.  E.  Wylie Jackson 

Madison — Stevens  Byars Mercer 

Marion — Russell  B.  James South  Pittsburg 

Marshall — A.  L.  Cooper Chapel  Hill 

Marshall — H.  B.  Disharoon*  Lewisburg 

Maury — W.  N.  Cook Columbia 

Maury — Robin  Lyles Columbia 

Maury — J.  B.  Miller Columbia 

Maury — E.  K.  Provost Columbia 

Monroe — D.  F.  Heuer,  Jr. Sweetwater 

Monroe — R.  M.  Price Sweetwater 

Montgomery — J.  A.  Culbertson Clarksville 

Montgomery — John  H.  Ledbetter,  Jr.  Clarksville 

Montgomery — Phillip  Lyle Clarksville 

Morgan — R.  A.  Steadman Wartburg 

Obion — Hal  E.  Bennett Troy 

Obion — Edward  W.  Barksdull Union  City 

Obion — R.  M.  Darnall  . Union  City 

Obion — R.  G.  Latimer,  Jr. Union  City 

Overton — H.  B.  Nevans Livingston 

Pickett — Floyd  B.  Hay Byrdstown 

Polk — Henry  S.  Harris  Benton 

Polk — J.  H.  Lillard Benton 

Polk — H.  H.  Hyatt Copperhill 

Putnam — H.  H.  Taylor Cookeville 

Putnam — R.  L.  Akin Monterey 

Roane — L.  A.  Killeffer Harriman 

Roane — G.  D.  Schuessler Oliver  Springs 

Roane — F.  Davis  Owings Rockwood 

Robertson — J.  C.  Lunderman Orlinda 

Robertson — W.  P.  Stone Springfield 

Rutherford — Harvey  W.  Carter Murfreesboro 

Rutherford — Thos.  G.  Gordon Murfreesboro 

Sevier — John  A.  Conroy Newton,  Mass. 

Sevier — Charles  E.  Pack,  Jr. Sevierville 

Sevier — R.  M.  Perry Sevierville 

Shelby — J.  H.  Adler Memphis 

Shelby — R.  Roger  Anderson  Memphis 

Shelby — Chas.  G.  Andrews Memphis 

Shelby — J.  M.  Aste Memphis 

Shelby — Edward  R.  Atkinson Memphis 

Shelby — Chas.  H.  Avent Memphis 

Shelby — William  Wallace  Aycock Memphis 

Shelby — J.  C.  Ayres,  Jr Memphis 

Shelby — James  M.  Bethea Memphis 

Shelby — Willard  A.  Barnes Memphis 

Shelby — J.  D.  Biles,  Jr. Memphis 

Shelby — Samuel  Blackwell Memphis 

Shelby — W.  B.  Blaisdell,  Jr Memphis 

Shelby — W.  T.  Black,  Jr. Memphis 

Shelby — R.  E.  Bland  (Col.) Memphis 

Shelby — Philip  B.  Bleecker Memphis 

Shelby — Geo.  M.  Bogardus Memphis 

Shelby — H.  0.  Bourkard  Memphis 

Shelby — C.  G.  Bringle Memphis 

Shelby — W.  T.  Braun,  Jr Memphis 

Shelby- — Joseph  A.  Buchignani Memphis 

Shelby — J.  G.  Burd Memphis 

Shelby — L.  L.  Carter Memphis 

Shelby — A.  J.  Cates  Memphis 

Shelby — R.  E.  Ching Memphis 

Shelby — J.  Hughes  Chandler Memphis 


"Deceased. 


Shelby — J.  M.  Chandler Memphis 

Shelby — J.  M.  Chambers,  Jr Memphis 

Shelby — R.  B.  Chrisman,  Jr. Memphis 

Shelby — Isaac  S.  Coe Memphis 

Shelby— James  II.  Collins Memphis 

Shelby — John  Kerr  Crawford Memphis 

Shelby — Phillip  T.  Crawford  Memphis 

Shelby — J.  A.  Crisler,  Jr Memphis 

Shelby — J.  A.  Danciger Memphis 

Shelby — Floyd  M.  Davis Memphis 

Shelby — Chas.  J.  Deere Memphis 

Shelby — W.  F.  Dobyns Memphis 

Shelby — John  M.  Dougall Memphis 

Shelby — E.  S.  Eddins Memphis 

Shelby — C.  Barton  Etter Memphis 

Shelby — J.  D.  Evans Memphis 

Shelby — M.  L.  Evans Memphis 

Shelby — Taylor  Farrar Memphis 

Shelby — Turley  Farrar Memphis 

Shelby — Benj.  Fendler Memphis 

Shelby — L.  F.  Ferrell  Memphis 

Shelby — B.  F.  Floyd Memphis 

Shelby — Jos.  B.  Fowler Memphis 

Shelby — Dale  E.  Fox Memphis 

Shelby — Jos.  A.  Gardner,  Jr Memphis 

Shelby — Geo.  E.  Gish Memphis 

Shelby — Fred  A.  Goldberg Memphis 

Shelby — L.  I.  Goldsmith Memphis 

Shelby — David  W.  Goltman Memphis 

Shelby — Jack  Goltman Memphis 

Shelby — Paul  Hill  Goodman Memphis 

Shelby — H.  B.  Gotten  Memphis 

Shelby — Nicholas  Gotten Memphis 

Shelby — -H.  D.  Gray  Memphis 

Shelby— V.  A.  Hall  Memphis 

Shelby — J.  A.  Hanna Memphis 

Shelby — Carl  M.  Harwell,  Jr Memphis 

Shelby — R.  D.  Henderson Memphis 

Shelby — B.  S.  Henry Memphis 

Shelby — A.  L.  Herring Memphis 

Shelby — C.  H.  Householder Memphis 

Shelby — John  L.  Houston Memphis 

Shelby — Felix  A.  Hughes Memphis 

Shelby — James  G.  Hughes Memphis 

Shelby — John  D.  Hughes Memphis 

Shelby — Wm.  E.  Hurt Memphis 

Shelby — Chas.  W.  Ingle Memphis 

Shelby — Alvin  Ingram Memphis 

Shelby — Harry  Johnson Memphis 

Shelby — Albert  M.  Jones Memphis 

Shelby — 0.  N.  Jones Memphis 

Shelby — W.  B.  Key  Memphis 

Shelby — John  C.  King Memphis 

Shelby — Nathanial  W.  Kuykendall,  Jr.  Memphis 

Shelby — Frank  Linn  Memphis 

Shelby — Chas.  M.  Lobrano Memphis 

Shelby — D.  G.  Lockwood Memphis 

Shelby — J.  P.  Lockwood Memphis 

Shelby — J.  P.  Long,  Jr. Memphis 

Shelby — J.  H.  Lotz  Memphis 

Shelby — Wm.  M.  Lovejoy Memphis 

Shelby — Ezelle  McCann Memphis 

Shelby — Donald  A.  McCannel Memphis 

Shelby — 0.  S.  McCown,  Jr Memphis 
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Shelby — J.  W.  McElroy  

Memphis 

Shelby — Horace  G.  Williams 

Memphis 

Shelby — Eugene  E.  McKenzie 

Memphis 

Shelby— W.  L.  Wilhelm 

Memphis 

Shelby — -W.  F.  Mackey 

Memphis 

Shelby — Harwell  Wilson 

Memphis 

Shelby — Win.  Battle  Malone,  II 

Memphis 

Shelby- — John  M.  Wilson 

Memphis 

Shelby — Thomas  P.  Manigan 

Memphis 

Shelby — J.  E.  Wilson 

Memphis 

Shelby — P.  M.  Markle 

Memphis 

Shelby — C.  Frank  Yates 

Memphis 

Shelby — Alfred  D.  Mason,  Jr. 

Memphis 

Shelby — A.  S.  Witherington 

Millington 

Shelby — Wm.  P.  Maury,  Jr. 

Memphis 

Shelby — J.  B.  Witherington 

Millington 

Shelby — R.  A.  Miller 

Memphis 

Sullivan — J.  W.  Erwin 

Blountville 

Shelby — R.  W.  Miller 

Memphis 

Sullivan — W.  C.  Carreras 

Bristol 

Shelby — E.  D.  Mitchell,  Jr. 

Memphis 

Sullivan — Tom  Kuhnert 

Bristol 

Shelby — J.  C.  Mobley,  Jr. 

Memphis 

Sullivan — John  Marcy 

Bristol 

Shelby — Moore  Moore,  Jr. 

Memphis 

Sullivan— G.  W.  McCall 

Bristol 

Shelby — Thos.  Lane  Moore,  Jr. 

Memphis 

Sullivan — B.  W.  Mongle 

Bristol 

Shelby — William  Sivley  Moore 

Memphis 

Sullivan — L.  B.  Snapp,  II 

Bristol 

Shelby — J.  P.  Moss 

Memphis 

Sullivan — James  F.  Thackston 

Bristol 

Shelby — Henry  Moskowitz 

Memphis 

Sullivan — -Myron  J.  Adams 

Kingsport 

Shelby — Francis  Murphey 

Memphis 

Sullivan — F.  L.  Alloway 

Kingsport 

Shelby — Van  A.  Odle 

Memphis 

Sullivan — R.  W.  Asthalter 

Kingsport 

Shelby — Bedford  T.  Otey 

Memphis 

Sullivan — H.  0.  Bolling 

Kingsport 

Shelby — Alfred  H.  Page 

Memphis 

Sullivan — R.  H.  Brown 

Kingsport 

Shelby — Wm.  H.  Parker 

Memphis 

Sullivan — H.  S.  Burem 

Kingsport 

Shelby — Ben  Pentecost 

Memphis 

Sullivan — John  B.  Hamilton 

Kingsport 

Shelby — J.  R.  Pepin 

Memphis 

Sullivan — B.  Roy  Howard 

Kingsport 

Shelby — M.  L.  Pepper 

Memphis 

Sullivan — K.  R.  Kiesau 

Kingsport 

Shelby — V.  D.  Pettit 

Memphis  . 

Sullivan — M.  D.  Massengill,  Jr. 

Kingsport 

Shelby — Raymond  W.  Polk 

Memphis 

Sullivan — J.  F.  Morton 

Kingsport 

Shelby — G.  S.  Plog 

Memphis 

Sullivan — R.  G.  Nichols 

Kingsport 

Shelby — Ira  F.  Porter 

Memphis 

Sumner- — P.  M.  Huggin 

Gallatin 

Shelby — Hugh  R.  Raines 

Memphis 

Sumner— Benjamin  A.  Warren 

Gallatin 

Shelby — S.  L.  Raines 

Memphis 

Tipton — N.  L.  Hyatt 

Covington 

Shelby- — R.  Beverley  Ray 

Memphis 

Tipton — J.  S.  Ruffin,  Jr. 

Covington 

Shelby — L.  C.  Ramsay 

Memphis 

Tipton — 0.  J.  Swisher 

Covington 

Shelby— Hal  S.  Rhea 

Memphis 

Unicoi — R.  H.  Harvey 

Erwin 

Shelby — Chas.  G.  Robinson 

Memphis 

Unicoi — W.  C.  Humbert 

Erwin 

Shelby — Wm.  A.  Runkle 

Memphis 

Unicoi — H.  L.  Monroe 

Erwin 

Shelby — Wm.  T.  Satterfield 

Memphis 

Union — Norman  H.  Rucker 

Luttrell 

Shelby — -Schayel  Scheinberg 

Memphis 

Washington — C.  M.  Creech 

Johnson  City 

Shelby — Lee  Jess  Seargeant,  Jr. 

Memphis 

Washington — H.  B.  Fuqua 

Johnson  City 

Shelby — Lawrence  L.  Sebulsky 

Memphis 

Washington — C.  S.  Gresham 

Johnson  City 

Shi  lby — E.  C.  Segerson 

Memphis 

Washington — W.  D.  Hankins 

Johnson  City 

Shelby — J.  L.  Shaw 

Memphis 

Washington — Harry  Myron,  Jr. 

Johnson  City 

Shelby — Hugh  Smith 

Memphis 

Washington — W.  L.  Poole 

Johnson  City 

Shelby— P.  A.  Statile 

Memphis 

Washington — W.  G.  Preas 

Johnson  City 

Shelby — S.  D.  Sullenberger 

Chattanooga 

Washington — Hugh  F.  Swingle 

Johnson  City 

Shelby— Bryant  S.  Swindoll 

Memphis 

Washington — Charles  P.  Wofford 

Johnson  City 

Shelby — B.  S.  Talley 

Memphis 

Washington — H.  B.  Cupp 

Mountain  Home 

Shelby — R.  C.  Taylor 

Memphis 

Washington — John  Busey 

Mountain  Home 

Shelby — M.  J.  Tendler 

Memphis 

Washington — Ernest  Marcus 

Mountain  Home 

Shelby — W.  M.  Tipton 

Memphis 

Weakley — Paul  W.  Wilson 

Dresden 

Shelby — A.  B.  Tripp 

Memphis 

Weakley — Madison  H.  Buckley 

Martin 

Shelby — I.  F.  Tullis,  Jr. 

Memphis 

Williamson — Harry  J.  Guffee 

Franklin 

Shelby — -C.  F.  Varner 

Memphis 

Williamson — W.  F.  Roth,  Jr. 

Franklin 

Shelby — Jack  Viscofsky 

Memphis 

Wilson— 0.  R.  Hill 

Lebanon 

Shelbv — William  H.  Walker 

Memphis 

Wilson — James  McFarland,  Jr. 

Lebanon 

Shelby — R.  A.  Wallace 

Memphis 

Wilson — W.  K.  Tilley 

Lebanon 

Shelby — T.  L.  Waring 

Memphis 

DOCTORS  WHO  APPLIED  FOR  COMMISSIONS, 

Shelby— 0.  S.  Warr,  Jr. 

Memphis 

BUT  REJECTED  ON  PHYSICAL  GROUNDS 

Shelby — W.  W.  Watkins 

Memphis 

Anderson— Trent  0.  Huff 

Clinton 

Shelby — J.  E.  Watson,  Jr. 

Memphis 

Anderson — A.  J.  Butler 

Clinton 

Shelby — Julian  K.  Welch,  Jr. 

Memphis 

Carter — John  L.  Chesnut 

Elizabethton 

Shelby— S.  I.  Wener 

Memphis 

Carter— E.  T.  Pearson 

Elizabethton 

Shelby — Jos.  E.  Wheeler 

Memphis 

Coffee — Wm.  M.  Minnis 

Manchester 
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Davidson — Carl  E.  Adams  Nashville 

Davidson — E.  E.  Anderson  Donelson 

Davidson — Joe  E.  Sutherland  Madison  College 
Davidson — J.  J.  Ashby  Nashville 

Davidson — -Edward  H.  Barksdale  Nashville 

Davidson — Lynch  D.  Bennett  Nashville 

Davidson — John  M.  Bovlin  Nashville 

Davidson — James  L.  Fuqua  Nashville 

Davidson — Chas.  K.  Gardner  Nashville 

Davidson — David  W.  Hailey  Nashville 

Davidson — William  Palmer  Hardy  Nashville 

Davidson — Andrew  N.  Hollabaugh  Nashville 

Davidson — Thos.  M.  Jordan  Nashville 

Davidson — Carl  Kirchmaier  Nashville 

Davidson — G.  Sydney  McClellan  Nashville 

Davidson — Wm.  F.  Orr  Nashville 

Davidson — James  C.  Overall  Nashville 

Davidson — James  N.  Owens  Nashville 

Davidson — Don  C.  Peterson  Nashville 

Davidson — Paul  E.  Purks  Nashville 

Davidson — Jas.  S.  Reed  Nashville 

Davidson— Eugene  M.  Regen  Nashville 

Davidson — S.  S.  Riven  Nashville 

Davidson — Trimble  Sharber  Nashville 

Davidson — T.  Emerson  Simpkins  Nashville 

Davidson — D.  W.  Smith  Nashville 

Davidson — Herman  Spitz  Nashville 

Davidson — W.  O.  Vaughn  Nashville 

Davidson — Albert  Weinstein  Nashville 

Davidson — 0.  L.  Westbrooks  (Col.)  Nashville 

Davidson — Eston  D.  White  Nashville 

Davidson — W.  W.  Wilkerson,  Jr.  Nashville 

Davidson — V.  J.  Wong  Nashville 

Davidson — J.  H.  Solomon  Old  Hickory 

Franklin — Jeff  C.  Moore  Winchester 

Gibson — Chas.  W.  Davis  Humboldt 

Gibson — Henry  N.  Moore  Milan 

Gibson — F.  A.  Taylor  Trenton 

Greene — John  A.  Brabson  Greeneville 

Hamblen — Y.  A.  Jackson  Morristown 

Hamblen — Maxwell  D.  Raine  Morristown 

Hamilton — Justin  0.  Adams  Chattanooga 

Hamilton — William  D.  Anderson  Chattanooga 

Hamilton — Wesley  A.  Barton  Chattanooga 

Hamilton — William  Ross  Buttram  Chattanooga 

Hamilton — Erwin  M.  Funderburk  Chattanooga 

Hamilton — Orville  C.  Gass  Chattanooga 

Hamilton — Foster  Hampton,  Jr.  Chattanooga 

Hamilton — John  W.  Hocker  Chattanooga 

Hamilton — D.  Isbell  Chattanooga 

Hamilton — D.  B.  Karr  Chattanooga 

Hamilton — Geo.  E.  Lacy  Chattanooga 

Hamilton — Hugh  B.  Magill  Chattanooga 

Hamilton — J.  G.  McMillan  Chattanooga 

Hamilton — Fred  E.  Marsh  Chattanooga 

Hamilton — J.  R.  Martin  Chattanooga 

Hamilton — 0.  B.  Murray  Chattanooga 

Hamilton — Clarence  Shaw  Chattanooga 

Hamilton — H.  J.  Starr Chattanooga 

Hamilton — W.  E.  Van  Order  Chattanooga 

Hamilton — J.  J.  Word Chattanooga 

Hamilton — P.  H.  Dietrich  Ooltewah 

Hardeman — Aubrey  Richards  Whiteville 


Hawkins— John  E.  Kite,  Jr.  Bulls  Gap 

Henry — Barton  McSwain  Paris 

Knox- — Troy  P.  Bagwell  Knoxville 

Knox — Charles  W.  Black  Knoxville 

Knox — William  E.  Clark  Knoxville 

Knox — Earl  Donathan  Knoxville 

Knox — Roy  Fisher  Knoxville 

Knox — Louis  E.  Haun  Knoxville 

Knox — John  R.  Hill  Knoxville 

Knox — Geo.  T.  Howard  Knoxville 

Knox — George  L.  Inge  Knoxville 

Knox — Roy  L.  McDonald  Knoxville 

Knox — Edwin  E.  Miller  Knoxville 

Knox — John  Moore  Knoxville 

Knox — Owen  D.  Moore  Knoxville 

Knox — Joel  C.  Morris  Knoxville 

Knox- — Bruce  R.  Powers  Knoxville 

Knox — Chas.  C.  Smeltzer  Knoxville 

Knox — V.  I.  Smith  Knoxville 

Knox — Geo.  M.  Trotter  Knoxville 

Knox- — Richard  G.  Waterhouse  Knoxville 

Knox — V.  M.  Williger  Knoxville 

Lawrence — V.  H.  Crowder  Lawrenceburg 

Lawrence — W.  0.  Crowder  Lawrenceburg 

Loudon — J.  P.  Cullum  Lenoir  City 

Madison — Glenn  D.  Batten  Jackson 

Madison — Leland  M.  Johnston  Jackson 

Madison — John  C.  Pearce  Jackson 

Madison — Alvin  Rosenbloom  Jackson 

Marshall — J.  T.  Gordan  Lewisburg 

Maury — H.  C.  Busby  Columbia 

Maury — Leon  S.  Ward  Mt.  Pleasant 

Montgomery — B.  H.  Webster  Clarksville 

Morgan — Wm.  E.  Gallion  Oakdale 

Robertson — Raymond  H.  Hirsch  Whitehouse 

Robertson — J.  E.  Wilkison  Springfield 

Sevier — -R.  A.  McCall  Sevierville 

Sevier — J.  Myron  Mittleman  Sevierville 

Shelby — Jacob  Alperin  Memphis 

Shelby — H.  E.  Atherton  Memphis 

Shelby — George  B.  Bland  Memphis 

Shelby— Harold  B.  Boyd  Memphis 

Shelby — James  T.  Bridges  Memphis 

Shelby — Davis  L.  Brown  Memphis 

Shelby — Samuel  Bryan  Memphis 

Shelby — W.  D.  Burkhalter  Memphis 

Shelby — Chas.  H.  Carter  Memphis 

Shelby — Peter  J.  Cavallo Memphis 

Shelby — E.  D.  Connell  Memphis 

Shelby — Jewell  M.  Dorris  Memphis 

Shelby — George  C.  Furr Memphis 

Shelby — H.  Wm.  Greenburgh  Memphis 

Shelby — A.  J.  Grobmyer,  Jr. Memphis 

Shelby — Robert  M.  Gross  . . . Memphis 

Shelby — Chas.  Wm.  Harting  Memphis 

Shelby — H.  J.  Jacobson Memphis 

Shelby — Lyman  Kasselberg  . Memphis 

Shelby — Robert  A.  Knight Memphis 

Shelby — Phil  M.  Lewis  Memphis 

Shelby — Frank  0.  McGehee Memphis 

Shelby — C.  H.  McKay  Memphis 

Shelby— Jas.  W.  McKinney  Memphis 

Shelby — Oliver  S.  Matthews  Memphis 
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Shelby — Leroy  H.  Mayfield Memphis 

Shelby — C.  Wilson  Moore Memphis 

Shelby — Swan  B.  Moss  Memphis 

Shelby — Thos.  C.  Moss Memphis 

Shelby — Roland  H.  Myers Memphis 

Shelby — Charles  M.  Oberschmidt Memphis 

Shelby — Donald  W.  Oelker  Memphis 

Shelby — Chas.  B.  Olim  Memphis 

Shelby — Leo  F.  Pierotti*  Memphis 

Shelby — Michael  J.  Roach,  Jr.  . Memphis 

Shelby — Jesse  M.  Roy Memphis 

Shelby — R.  O.  Rychener  Memphis 

Shelby — Arthur  R.  Sample  Memphis 

Shelby — David  E.  Scheinberg  Memphis 

Shelby — Phillip  C.  Schreier  Memphis 

Shelby — Jos.  S.  Stabnick  Memphis 

Shelby — E.  A.  Stanfield,  Jr.  Memphis 

Shelby — 0.  B.  Stegall  Memphis 

Shelby — Edwin  M.  Stevenson  Memphis 

Shelby — W.  W.  Taylor Memphis 

Shelby — John  E.  Whiteleather  Carthage 

Smith — L.  R.  Sloan Carthage 

Sullivan — Wm.  H.  Chappell  Kingsport 

Sullivan — W.  A.  Wiley Kingsport 

Washington — John  McL.  Adams  . . Johnson  City 
Washington — J.  R.  Bowman  Johnson  City 

Washington — T.  P.  McKee  Johnson  City 

Washington — John  F.  Moore  Johnson  City 

Washington — G.  V.  Stanton  Limestone 


Deceased. 


Washington — H.  W.  Crouch  Mountain  Home 

Weakley — R.  W.  Brandon,  Jr Greenfield 

Weakley — M.  D.  Ingram Dresden 

Williamson — R.  H.  Hutcheson Franklin 

PHYSICIANS  HONORABLY  DISCHARGED 
FROM  SERVICE 

Bradley — William  A.  Garrott  Cleveland 

Chester — Hunter  Steadman  Henderson 

Cocke — Thos.  L.  Harvey  Newport 

Fayette — D.  L.  Brint  Bolivar 

Gibson — J.  0.  Barker Trenton 

Hamblen — M.  J.  Bellaire Morristown 

Hamblen — R.  A.  Pux-vis Morristown 

Hamilton — H.  P.  Hewitt Chattanooga 

Hickman — Wm.  L.  Phillips Centerville 

Knox — P.  H.  Cardwell Knoxville 

Knox — Frank  0.  Nichols Knoxville 

Madison — Henry  H.  Herron Jackson 

McMinn — H.  C.  Miles  Etowah 

Rutherford — R.  C.  Van  Hook  Auburntown 

Rutherford — J.  K.  Kaufman Murfreesboro 

Shelby — J.  M.  Brockman Memphis 

Shelby — Harold  Feinstein Memphis 

Shelby — R.  A.  Hennessey Memphis 

Shelby — J.  E.  Holmes Memphis 

Shelby — Charles  K.  Lewis Memphis 

Shelby — G.  E.  Paullus,  Jr. Memphis 

Sullivan — Paul  W.  Cox Kingsport 

Sullivan — Bruce  W.  Mongle Bristol 

Wayne — Dexter  L.  Woods Waynesboro 
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The  Tennessee  Civilian  War  Service 
Advisory  Council 

A council  was  created  recently  in  Ten- 
nessee and  given  the  name  which  appears 
in  the  caption.  It  is  headed  by  Mr.  William 
R.  Manier,  Jr.  Its  membership  is  com- 
posed of  leaders  from  several  state  depart- 
ments, civic  organizations,  business  organi- 
zations, labor  organizations,  medical  or- 
ganizations, etc.,  too  numerous  to  mention 
in  a brief  editorial.  Most  of  these  members 
hold  positions  of  leadership  in  their  respec- 
tive organizations.  They  have  displayed 
a civic-mindedness  toward  the  general  wel- 
fare. 

This  subject  is  discussed  briefly  for  two 
purposes.  First,  to  commend  the  foresight 
and  wisdom  which  led  to  its  creation,  and 
second,  to  acquaint  the  membership  with 
the  fact  of  its  existence.  It  may  also  be 
appropriate  to  recommend  that  members 
of  the  association  in  every  local  community 
throughout  the  state  affiliate  themselves 
with  the  local  committees  of  this  council. 

In  our  opinion,  this  council  can  serve  a 
very  useful  purpose  in  the  period  just 
ahead — not  because  of  any  dictatorial  pow- 
er it  possesses,  it  has  no  power — but  be- 
cause of  the  weight  of  influence  its  opinions 
may  have  on  problems  which  will  arise. 


There  is  no  doubt  but  that  many  prob- 
lems will  arise  in  the  immediate  future  and 
that  a multitude  of  proposals  will  be  made 
for  the  correction  of  each  particular  prob- 
lem. The  matter  of  determining  just  what 
should  be  done  and  what  should  not  be 
done  with  respect  to  many  of  them  will 
call  for  wise  counsel  and  an  unselfish  form 
of  leadership. 

It  will  be  remembered  that  many  peo- 
ple, motivated  very  largely  by  a desire  to 
secure  a salaried  position  for  themselves, 
put  forward  proposals  for  the  alleged  bene- 
fits of  veterans  of  World  War  I.  This  par- 
ticular council,  it  seems,  is  well  qualified 
to  consider  problems  and  proposals  with- 
out being  influenced  by  selfish  desires  and 
unworthy  ambitions. 


The  Railroad  Journal 
We  have  just  received  a complimentary 
copy  of  the  Railroad  Journal,  Vol.  8,  No. 
12,  for  August,  1944.  It  is  dedicated  to 
American  Medicine.  It  contains  a large 
number  of  articles  touching  the  general 
subject  of  medical  care.  A few  of  the  sub- 
jects and  authors  are  as  follows: 

“Group  Insurance  for  Employees,”  by 
John  M.  Pratt. 

“The  American  Way,”  by  D.  DeWitt 
Clough. 

“The  Future  of  Hospitals,”  by  Graham 

L.  Davis. 

“The  Future  of  Medical  Practice,”  by 
Morris  Fishbein,  M.D. 

“The  Dallas  ‘Experiment,’  ” by  E.  H. 
Cary,  M.D. 

“The  Evolution  of  Blue  Cross,”  by  C. 
Rufus  Rorem,  Ph.D. 

“National  Viewpoint  of  Industrial 
Health,”  by  Victor  G.  Heiser,  M.D. 

“Guest  Editorial,”  by  N.  S.  Davis,  III, 

M. D. 

“Good  Health  Is  Good  Business,”  by  J. 
G.  Searl. 

“Prepayment  for  Medical  Care,”  by  Ed- 
ward H.  Skinner,  M.D. 

“Kaiser  Health  Plan,”  by  Clifford  Kuh. 
M.D. 

“Industrial  Clinics  and  the  Workers’ 
Health,”  by  Edward  C.  Holmblad,  M.D. 
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“Medical  Care  Prepayment  Plans,”  by 
James  C.  McCann,  M.D. 

“High  Standards  of  Hospital  Service,” 
by  M.  T.  MacEachern,  M.D. 

“Intangibles  of  the  National  Health  Pro- 
gram,” by  Rev.  A.  M.  Schwitalla,  S.J. 

In  explanation  of  the  number,  the  editor, 
Mr.  Neil  Campbell,  says: 

“For  years,  we  have  been  the  voice  of 
railroad  management.  In  normal  times  we 
would  find  no  reason  to  deviate  from  our 
editorial  policy — of  telling  railroad’s  story 
to  the  nation. 

“But  these  are  not  normal  times,  nor 
have  they  been  for  several  years.  If,  for 
instance,  we  had  armed  ourselves  against 
the  horizontal  campaign  to  sell  America  a 
type  of  socialized  medicine  some  -several 
years  ago,  we  today  would  not  be  fighting 
the  vertical  attack  upon  the  railroads  as 
embodied  in  the  Wagner-Crosser  Bill. 

“What  portion  of  the  public  which  is 
gullible  enough  to  listen  raptly  to  the  the- 
orists who  live  off  national  taxes  and  pro- 
duce only  promises  of  a golden  dawn  must 
be  educated  to  the  realities  of  the  situation? 

“As  a vehicle  of  public  education,  we  ac- 
cept our  responsibility.  And  as  we  dedicate 
this  number  to  American  medicine,  we  won- 
der why  no  other  magazine  has  seen  fit 
to  drop  its  chitchat,  its  fiction,  its  trivia 
to  face  a truly  important  problem. 

“We  pay  tribute  to  the  brilliant  authors 
who  have  filled  our  current  issue  with  hard- 
won  knowledge.  We  salute  the  National 
Physicians’  Committee  for  suggesting  this 
special  issue  to  us.  We  hope  that  we  have 
made  a contribution.” 

Every  member  of  the  association  should 
obtain  a copy  of  this  particular  issue  of 
the  Railroad  Journal. 

We  wish  especially  to  compliment  the 
management  of  this  publication  upon  this 
particular  production. 


Plain  Talk 

The  following  editorial  appeared  in  the 
September  issue  of  the  New  York  State 
Journal  of  Medicine.  It  is  reproduced  for 
the  information  of  the  membership: 

The  medical  profession  of  the  nation  is 
faced  with  a problem  of  great  magnitude 


and  importance.  It  must  sell  voluntary 
medical  care  insurance. 

The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  has  pro- 
vided for  the  establishment  of  a Bureau 
of  Medical  Care  Insurance  with  a full-time 
director  and  staff  to  undertake  this  job  for 
this  state.  That  is  all  to  the  good. 

Fortunately,  this  society  is  already  pos- 
sessed of  a Public  Relations  Bureau  with 
experience  and  competence  in  presenting 
the  views  of  medicine  to  physicians  and 
the  public  alike.  It  must  be  used  to  ca- 
pacity. 

Also  this  society  has  a journal.  Its  pages 
can  tell  a story.  Those  pages  can  tell  the 
story  of  voluntary  medical  care  insurance. 
They  can  tell  that  story  to  physicians  who 
need  to  hear  it.  They  can  repeat  that 
story  in  new  words.  Over  and  over.  If 
they  are  used. 

The  society  is  well  equipped  with  tools 
for  the  job.  Does  it  know  how  to  use  them? 
Time  will  tell.  The  federal  government 
knows  how  to  use  them.  To  sell  what  we 
consider  an  inferior  product.  Government- 
controlled  medicine. 

Many  people  sincerely  believe  that  gov- 
ernment medicine  is  good.  We  believe  that 
voluntary  medical  care  insurance  is  bet- 
ter. Our  problem  is  simple.  We  must 
make  more  people  believe  that  voluntary 
medical  care  insurance  is  better  than  now 
believe  in  government  medicine. 

But  first  we  must  believe  that  ourselves. 
Enthusiastically  and  unanimously.  You 
cannot  sell  what  you  do  not  believe  in ; 
you  cannot  expect  the  new  Bureau  of  Med- 
ical Care  Insurance  to  sell  your  insurance 
to  people  if  you  yourself  do  not  believe  in 
it.  Certainly,  it  is  your  plan.  Of  course, 
you  know  that  it  is  medicine’s  answer  to 
compulsory,  federal  insurance.  You  have 
read  that  time  and  again.  You  have  heard 
it  mentioned  in  your  county  society  meet- 
ings— if  you  were  there.  You  realized,  nat- 
urally, that  your  various  county  and  state 
societies’  medical  economics  committees 
were  “doing  something  about  it.”  But  what 
have  you  yourself  done  about  it?  Some 
things  you  can  hire  done.  Others  you  have 
to  do  yourself. 

If  this  Journal  is  to  serve  you,  and  the 
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common  cause  of  medicine  and  the  public 
interest,  it  must  speak  the  truth.  That  is 
essential  to  good  public  relations. 

Let’s  go!  Not  all  of  us  believe  enthusi- 
astically in  what  we  have  to  sell  to  the  pub- 
lic. Some  of  us  are  hazy  as  to  what  it  is 
all  about.  Therefore,  many  of  us  cannot 
talk  to  our  patients  or  to  the  public  persua- 
sively and  convincingly.  So  we  say:  get 
someone  to  sell  the  idea  for  us.  That’s  a 
step-in  the  right  direction,  but  it  is  only  a 
step.  Your  services  are  involved ; you  have 
to  make  any  voluntary  plan  work ; not  only 
do  you  have  to  render  the  purely  medical 
service  to  the  subscribers,  but  you  also  have 
to  do  it  enthusiastically.  Otherwise  you 
are  asking  your  Bureau  of  Medical  Care 
Insurance,  your  Public  Relations  Bureau, 
and  this  Journal  to  help  sell  a gold  brick, 
not  only  to  the  public,  but  to  other  physi- 
cians. 

This  is  plain  talk.  But  we  are  committed 
to  a voluntary  insurance  plan  and  it  must 
work  by  virtue  of  the  wholehearted  partici- 
pation of  all  of  us  in  it. 

“The  people  do  not  want  federal  medi- 
cine,” says  Mr.  John  R.  Little.  “They  only 
want  what  they  have  been  told  will  result 
from  federal  medicine.  The  pressure 
groups  and  the  politicians  cannot  enact 
federal  medicine  without  the  clear  will  of 
the  people  ...  I suggest  . . . you  think  only 
of  what  instrumentality  you  can  supply 
which  will  satisfy  the  people’s  wants — an 
instrumentality  which  will  be  superior  to 
anything  politicians  can  offer  . . .” 

It  will  be,  but  only  if  physicians  make 
it  so.  This  does  not  mean  some  of  the 
physicians  of  the  state ; it  means  all  the 
physicians,  and  the  proper  use  of  all  public 
relations  media  we  possess. 


DEATHS 


Dr.  Pleasant  L.  Henderson 
Dr.  Pleasant  L.  Henderson,  Morristown ; 
Bellevue  Hospital  Medical  College,  New 
York,  1896;  aged  seventy-eight;  died  June 
18,  1944,  of  complications  attributed  to  in- 
juries received  in  an  automobile  accident. 


Dr.  Mathew  Marshall  Huling 
Dr.  Mathew  Marshall  Huling,  Win- 
chester ; Tennessee  Medical  College,  Knox- 
ville, 1902;  aged  seventy-one;  died  June 
14,  1944,  when  the  automobile  in  which  he 
was  driving  was  struck  by  a truck. 
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St.  Louis  Meeting 

Weary  and  overworked  civilian  practi- 
tioners as  well  as  those  in  uniform  will  be 
well  instructed  and  entertained  in  St.  Louis 
in  November. 

The  St.  Louis  meeting  of  the  Southern 
Medical  Association  will  have  more  scien- 
tific program  than  last  year,  but  not  quite 
so  much  as  in  prewar  years.  Its  activities 
will  begin  Monday  afternoon,  November 
13,  with  three  clinical  sessions  running  con- 
currently, all  conducted  by  the  St.  Louis 
profession.  The  clinical  sessions  will  con- 
tinue until  noon  Tuesday.  Beginning  Tues- 
day afternoon  and  continuing  through 
Thursday  afternoon,  November  16,  the  pro- 
grams of  the  twenty  sections  of  the  asso- 
ciation will  be  presented. 

In  addition  to  these  activities  there  will 
be  programs  by  the  following  organizations 
meeting  conjointly  with  the  association: 
American  College  of  Chest  Physicians, 
Southern  Chapter ; American  Society  of 
Tropical  Medicine : American  Public  Health 
Association,  Southern  Branch;  and  Na- 
tional Malaria  Society.  All  meetings  and 
exhibits  will  be  at  the  Municipal  Audito- 
rium, everything  under  one  roof,  except 
the  public  sessions  at  night. 

In  keeping  with  the  spirit  of  the  times 
there  will  be  no  official  social  activities : 
no  president’s  reception  and  ball,  no  alumni 
reunion  dinners,  no  fraternity  luncheons, 
no  golf  or  trap-shooting  tournaments,  and 
no  entertainment  features  for  visiting 
ladies.  Entertainment  for  physicians  this 
year  will  consist  of  a few  days  of  respite 
from  their  personal  medical  responsibilities. 

On  Tuesday  evening  there  will  be  a gen- 
eral public  session  featuring  the  address 
of  the  president,  Dr.  James  A.  Ryan  of 
Covington,  Kentucky,  followed  by  an  ad- 
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dress  by  the  president  of  the  American 
Medical  Association,  Dr.  Herman  L. 
Kretschmer  of  Chicago,  and  an  address  by 
Major  Albert  J.  Stowe,  G.S.C.,  speaking  as 
personal  representative  of  Major  General 
Clayton  Bissell,  assistant  chief  of  staff,  G-2 
(Military  Intelligence),  War  Department, 
Washington.  On  Wednesday  evening  there 
will  be  another  general  public  session  with 
the  theme,  “Medicine  in  the  War.”  Speak- 
ers will  be  top-ranking  officers  of  the  Army 
and  Navy,  and  there  will  be  official  motion 
pictures.  The  Tuesday  and  Wednesday 
evening  programs  will  be  held  in  the  Gold 
Room  of  the  headquarters  hotel,  the  Jef- 
ferson. 

The  St.  Louis  Medical  Society  is  the  host, 
and  the  local  committees  from  the  society 
for  handling  this  meeting  are  functioning 
splendidly.  Dr.  E.  Vernon  Mastin  is  gen- 
eral chairman,  and  the  Executive  Commit- 
tee is  composed  of  Dr.  Edwin  C.  Ernst, 
president  of  the  St.  Louis  Medical  Society; 
Dr.  Neil  S.  Moore,  member  of  the  Council 
of  the  Southern  Medical  Association  from 
Missouri ; and  Doctor  Mastin. 

Several  of  the  hotels  are  already  booked 
to  capacity  and  others  are  filling  up  rapidly. 
For  reservations,  address  Hotel  Committee, 
Southern  Medical  Association,  901  Syndi- 
cate Trust  Building,  St.  Louis  1,  Missouri. 


Members  of  the  association  will  be  in- 
terested to  know  that  Dr.  Frank  E.  Whit- 
acre  has  formed  an  association  with  the 
Ochsner  Clinic,  Prytania  and  Aline  Streets, 
New  Orleans,  Louisiana,  and  that  he  has 
asked  to  be  remembered  to  all  his  friends 
in  Tennessee. 

Every  member  of  the  Tennessee  State 
Medical  Association  is  a friend  of  Doctor 
Whitacre. 


The  University  of  Illinois  College  of 
Medicine  announces  that  its  fall  didactic 
and  clinical  refresher  course  for  specialists 
in  otolaryngology  will  be  held  at  the  col- 
lege from  September  25  to  30,  inclusive. 
The  fee  for  the  course  is  fifty  dollars.  Since 
registration  is  limited  to  twenty-five,  appli- 
cations should  be  filed  as  early  as  possible. 
Write  for  information  to  Department  of 
Otolaryngology,  University  of  Illinois  Col- 


lege of  Medicine,  1853  West  Polk  Street, 
Chicago  12,  Illinois. 


Fellowships  for  the  Training  of 
Health  Officers 

The  Commonwealth  Fund  has  arranged 
for  the  training  of  health  officers  and  the 
following  conditions  have  been  set  out: 

ELIGIBILITY — LENGTH  OF  TENURE 

1.  All  applicants  must  possess  a medical 
degree,  have  had  at  least  one  year’s  intern- 
ship, and  have  shown  ability,  together  with 
interest  in  and  aptitude  for  public  health. 

2.  Men  who  have  had  at  least  a few 
months’  experience  in  actual  public  health 
work  will  be  preferred. 

3.  Applicants  without  any  experience  in 
public  health  must  have  exceptional  ability 
and  if  awarded  a fellowship  will  be  pro- 
vided a full  calendar  year  so  that  they  may 
have  opportunity  for  some  field  training 
either  before  or  after  their  course  of  study. 

4.  Applicants  who  have  not  attended  a 
school  of  public  health  will  be  preferred, 
and  the  fellowships  will  be  awarded  for  one 
school  year  except  as  indicated  in  number 
3 above. 

5.  Applicants  who  have  attended  a school 
of  public  health  for  one  year  will  be  con- 
sidered for  a second  year,  for  the  doctorate, 
provided  there  are  available  fellowships. 

6.  A total  of  six  fellowships  will  be  avail- 
able the  first  year. 

STIPENDS 

Single  men — $175  to  $200  a month,  de- 
pending upon  circumstances;  plus  tuition 
and  travel  from  home  to  school  and  return. 

Married  men — $200  to  $250  a month,  de- 
pending upon  individual  circumstances; 
plus  tuition  and  travel  from  home  to  school 
and  return. 

PROCEDURE  FOR  APPLICATION 

1.  Application  blanks  and  accompanying 
papers  must  be  filed  with  the  Common- 
wealth Fund,  which  reserves  the  right  to 
require  personal  interviews  if  it  is  deemed 
necessary. 

2.  Awards  made  by  the  fund  will  be  sub- 
ject to  acceptance  by  the  school  of  public 
health  concerned. 
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3.  Schools  at  which  these  fellowships  will 
be  tenable  are: 

Johns  Hopkins  University  School  of  Hy- 
giene and  Public  Health. 

School  of  Public  Health  of  the  Univer- 
sity of  Michigan. 

DeLamar  Institute  of  Public  Health  of 
Columbia  University. 

Graduate  School  of  Vanderbilt  Univer- 
sity. 

School  of  Public  Health  of  the  University 
of  North  Carolina. 

Physicians  who  are  interested  in  the  fel- 
lowships should  obtain  application  forms 
from  Dr.  Clarence  L.  Scamman,  the  Com- 
monwealth Fund,  41  East  Fifty-Seventh 
Street,  New  York  22,  New  York. 


The  American  College  of  Surgeons,  upon 
action  of  its  Board  of  Regents,  has  can- 
celed its  Annual  Clinical  Congress  because 
of  the  acute  war  situation  that  has  devel- 
oped. 

The  congress  was  to  have  been  held  in 
.Chicago  October  24  to  27,  1944. 

Dr.  Irvin  Abell  of  Louisville,  chairman 
of  the  Board  of  Regents,  in  making  the 
announcement,  said  that  this  action  was 
taken  after  consultation  with  officials  in 
Washington. 

It,  of  course,  is  a matter  of  regret  that 
this  action  was  necessary,  but  it,  doubtless, 
was  based  on  sound  consideration. 


Dr.  Robert  L.  McCracken  announces  the 
opening  of  his  office  at  610  Doctors  Build- 
ing, Nashville,  Tennessee.  Practice  lim- 
ited to  thoracic  surgery.  Office  hours  12 :30 
to  2:00  P.M. 


The  other  day  I called  a plumber  to  fix 
a leaky  radiator.  “Well,”  he  answered,  “I 
can’t  make  it  for  about  a week.”  “Okeh,” 
I replied,  “come  as  soon  as  you  can.” 

That  same  day  I took  a pair  of  shoes  to 
the  shoe  repair  shop  and  figured  on  leaving 
my  watch  to  be  cleaned  at  the  jewelers. 
The  shoe  repair  man  told  me  to  pick  up  the 
shoes  in  about  three  weeks.  The  jeweler 
estimated  I could  get  the  watch  in  two 
months. 

We  put  in  a new  tile  floor  here  in  our 
building  and  were  in  need  of  a carpenter 


to  plane  down  and  rehang  the  doors.  So  I 
called  four  carpenters  recommended  by  a 
lumber  company  and  asked  if  they  could 
put  in  a few  hours  in  the  evening  or  on 
Sunday.  All  I got  was,  “No,  too  busy  now 
to  take  on  any  extra  work.” 

Then  the  next  morning  I stopped  at  the 
cleaners  to  leave  a suit  and  found  that  they 
couldn’t  take  any  more  clothes  that  week. 

On  my  desk  when  I returned  to  the  office 
was  a note  from  the  stoker  company  to  the 
effect  that  it  would  be  about  a month  be- 
fore they  could  get  around  to  cleaning  and 
oiling  our  equipment. 

And  about  2 :30  P.M.  my  phone  rang  and 
some  fellow  jumped  on  me  with  all  fours. 
“I  asked  for  a doctor  over  half  an  hour  ago. 

What  in  H is  wrong  with  the  medical 

profession  these  days?  You  send  a doctor 
here  D quick  or  I’ll  see  that  the  news- 

papers hear  about  this.”  “What’s  wrong 
there?”  I asked  cautiously.  “My  wife  has 
been  sick  for  a week  and  it  looks  plenty 
bad,”  was  the  reply.  “Have  you  had  a 
doctor  before?”  I replied.  And  when  he 
said  “no” — what  do  you  think  I told  him? 
— Bulletin  of  the  Toledo  Academy  of  Medi- 
cine. 
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INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 

Medical  Arts  Building,  Knoxville 


Acute  Thrombocytopenic  Purpura  in  Infectious  Mononu- 
cleosis— Case  Report.  Major  Putnam  C.  Lloyd,  M.  C. 
A.  U.  S.  American  Journal  of  Medical  Science,  May, 
1944. 

In  early  descriptions  of  glandular  fever  it  was 
stated  categorically  that  purpuric  and  petechial 
eruptions  did  not  appear.  Nosebleed  has  always 
been  a prominent  incident  and  later  the  develop- 
ment of  hemorrhagic  skin  eruptions  have  been  rec- 
ognized as  episodes  of  moderate  frequency.  Occa- 
sionally larger  ecchymotic  areas  or  a positive  tour- 
niquet test  is  found  with  no  reduction  of  the  plate- 
let count. 

It  is  well  known  that  severe  infectious  mononu- 
cleosis may,  in  its  early  stages,  be  indistinguish- 
able from  acute  lymphatic  leukemia,  and  the  pres- 
ence of  purpura  has  long  been  considered  an  im- 
portant diagnostic  point  in  favor  of  the  latter. 
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The  author  presents  a case  with  fever,  monocy- 
tosis, adenopathy  reduced  platelets,  hemorrhagic 
spots  on  mucous  membranes  and  skin  and  hema- 
turia. An  uneventful  recovery  ensued. 


Observations  on  the  Heart  Size  of  Natives  Living  at 
High  Altitudes.  A.  J.  Kerwin,  M.D.  American 
Heart  Journal,  July,  1944. 

A study  of  cardiac  measurements  by  X-ray  of 
273  normal  native  Peruvian  male  residents  living 
in  altitude  of  10,000  to  15,000  feet.  As  judged  by 
the  transverse  diameter  and  the  frontal  area,  the 
size  of  the  cardiac  shadow  was  increased  by  11.5 
per  cent  in  the  transverse  and  16.3  per  cent  in  the 
frontal  area.  No  increasing  enlargement  with  in- 
creasing age  was  evident.  It  was  thought  that 
this  may  be  one  of  a variety  of  adaptive  changes 
due  to  prolonged  exposure  to  low  concentration  of 
oxygen. 


Electrocardiographic  Study  of  Lateral  Infarction  Proved 
at  Autopsy.  Carl  F.  Shaffer,  M.D.  American  Heart 
Journal,  July,  1944. 

By  use  of  the  electrocardiogram  one  can  usually 
recognize  patterns  that  are  characteristic  of  an- 
terior and  posterior  infarction.  The  picture  of 
lateral  infarction  is  less  frequently  seen  and  also 
is  less  characteristic  of  lateral  infarction.  The 
anterior  type  is  recognized  by  a prominent  Q wave 
in  lead  1,  early  elevation  of  R S T in  lead  1,  with 
reciprocal  depression  of  this  segment  in  3,  later 
inversion  of  T 1 and  4.  In  the  posterior  type  there 
is  a prominent  Q 3 with  early  elevation  of  R S T 3 
and  reciprocal  depression  of  R S T 1 and  later  in- 
version of  T 3 and  usually  T 2.  If  infarction  in- 
volves both  the  anterior  and  posterior  surfaces, 
the  anterior  picture  usually  predominates. 

Wolferth,  Wood,  and  Bellet  described  a series  of 
cases  wherein  they  defined  a lateral  type,  charac- 
terized by  depression  of  the  R S T segment  in  leads 
1 and  2 (not  always  present),  absence  of  signs  of 
infarction  in  lead  3 and  depression  of  the  R S T 
segment  in  the  precordial  lead. 

The  author  presents  five  cases  of  proven  lateral 
infarction,  none  of  which  presented  tracings  sim- 
ilar to  that  described  as  characteristic  of  this  ac- 
cident. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


The  Care  of  the  Parturient  Woman  in  Relation  to 
Neonatal  Mortality.  E.  C.  Sage.  Journal  of  Ameri- 
can Medical  Association,  1944,  124:  339. 

Deaths  during  the  first  month  of  life  approxi- 
mate 70,000  annually.  In  1941,  fetal  and  neonatal 
deaths  aggregated  44,692,  10.4  per  cent  of  the  total 
deaths  for  all  ages  and  all  causes.  Since  1937  the 
infant  and  neonatal  death  rates  have  been  declin- 
ing, although  the  actual  number  of  stillbirths  and 


neonatal  deaths  have  increased  because  of  the  in- 
crease in  births. 

The  major  causes  of  neonatal  mortality  are  pre- 
maturity, birth  injury,  anoxemia,  asphyxia,  infec- 
tion, and  exposure  to  unfavorable  conditions  of 
external  environment  immediately  after  birth.  It 
has  been  stated  that  neonatal  mortality  may  be 
reduced  more  than  a third. 

Asphyxia 

According  to  several  observers,  asphyxia  is  the 
most  important  and  frequent  cause  of  neonatal 
death.  The  neonatal  death  rate  has  remained  sur- 
prisingly constant  for  many  years,  while  pediatri- 
cians have  reduced  infant  mortality  at  a rapid  rate. 
When  advances  are  made  in  the  prevention  and 
management  of  fetal  asphyxia,  the  result  will  be  a 
significant  drop  in  fetal  and  neonatal  mortality 
and  morbidity.  Careful  study  of  the  complications 
of  pregnancy  which  are  potential  causes  of  fetal 
asphyxia  may  result  in  methods  of  obstetric  man- 
agement beneficial  equally  to  mother  and  child. 

The  prevention  of  fetal  asphyxia  demands  ob- 
stetric anesthesia  and  analgesia  that  do  not  pro- 
duce fetal  anoxemia  or  injure  the  fetal  respiratory 
center.  With  caudal  anesthesia,  primary  respira- 
tion in  the  infant  is  established  promptly,  and 
maternal  anesthesia  is  satisfactory  without  the 
production  of  harmful  fetal  asphyxia.  However, 
for  the  present,  at  least,  the  use  of  the  method 
should  be  confined  to  institutional  practice  by  per- 
sons trained  and  experienced  in  caudal  anesthesia. 

A few  fundamental  principles  in  the  therapy  of 
neonatal  asphyxia  are: 

1.  Gentleness.  It  should  be  exercised  in  direct 
relation  to  the  severity  of  the  asphyxia. 

2.  A patent  respiratory  tract.  Oxygen  must 
reach  the  alveoli  of  the  infant’s  lungs. 

3.  Body  heat  must  be  maintained  and  in  the 
premature  infant  this  becomes  vital. 

4.  There  is  no  rationality  in  any  violent  forms 
of  resuscitation,  including  Schulte  swinging,  dila- 
tion of  the  anal  sphincter,  hot  and  cold  tubbing, 
and  dousing  with  ether. 

Prematurity 

Prematurity  takes  precedence  over  almost  any 
other  primary  or  contributing  cause  of  infant 
death.  Mortality  rates  are  much  higher  for  pre- 
mature infants  than  for  infants  born  at  term,  and 
the  mortality  rate  of  premature  infants  increases 
decidedly  in  the  group  with  a low  birth  weight.  If 
the  mortality  is  calculated  in  relation  to  the  weight 
at  birth,  the  increased  likelihood  of  survival  with 
increasing  weight  is  clearly  shown.  The  birth 
weight  of  the  premature  infant  is  the  single  factor, 
almost  without  exception,  that  determines  the  sur- 
vival of  the  infant,  whether  delivered  spontane- 
ously, by  low  forceps,  or  by  Caesarean  section. 

The  treatment  of  the  premature  infant  presents 
four  major  problems:  (1)  the  maintenance  of  body 
temperature,  (2)  proper  nutrition,  (3)  prevention 
of  cyanotic  attacks,  and  (4)  prevention  of  infection. 


September,  1944 


ABSTRACTS  OF  CURRENT  LITERATURE 


325 


Birth  Trauma 

The  intracranial  cavity  is  the  most  common  site 
of  fatal  traumatic  lesions  in  the  fetus.  Distortion 
of  the  shape  of  the  fetal  head  as  it  passes  through 
the  birth  canal  may  cause  laceration  of  the  vein 
of  Galen  or  the  membranes  which  support  the 
brain;  hemorrhage  results  and  death  is  usually 
due  to  the  effect  of  increased  cranial  pressure  on 
the  respiratory  center.  Vitamin  K administered 
intravenously  to  the  mother  before  delivery  ef- 
fectively prevents  prothrombin  deficiency  in  the 
newborn  infant  and  probably  serves  to  check  a 
slowly  oozing  hemorrhage.  This  therapy  is  par- 
ticularly valuable  when  the  infant  is  likely  to  be 
premature,  also  when  labor  is  prolonged  or  if 
operative  delivery  of  any  type  is  anticipated. 

Interference  with  the  transfer  of  oxygen  through 
the  umbilical  cord  from  any  cause  will  result  in 
injury  to  the  fetal  tissues  and,  if  sufficiently  se- 
vere and  prolonged,  will  cause  death.  Abnormal 
prolongation  of  the  second  stage  by  pressure  on 
the  perineum  during  general  anesthesia  may  pro- 
duce a serious  degree  of  fetal  asphyxia.  Con- 
versely, if  the  cervix  is  fully  dilated,  shortening  of 
the  second  stage  of  labor  by  low  forceps  delivery 
and  episiotomy  may  reduce  asphyxia. 

Different  methods  of  delivery  show  definite  varia- 
tions in  the  incidence  of  intracranial  hemorrhage. 
When  the  total  death  rate  for  each  type  of  de- 
livery and  the  incidence  of  intracranial  hemor- 
rhage are  both  taken  into  account,  it  is  found  that 
the  highest  death  rate  is  associated  with  version 
and  extraction.  The  next  highest  is  associated 
with  midforceps  and  high  forceps  delivery,  and 
then  with  breech  delivery.  The  incidence  is  con- 
siderably lower  in  the  remaining  type  of  delivery. 
In  breech  deliveries  more  bad  results  have  fol- 
lowed the  attempt  to  deliver  through  an  undilated 
os  than  from  any  other  single  cause.  The  prac- 
tice of  pulling  with  forceps  against  a resistant  cer- 
vix is  to  be  condemned. 

Maternal  Complications  Affecting 
Neonatal  Mortality 

There  is  a high  incidence  of  prematurity,  still- 
birth, and  neonatal  death  associated  with  par- 
turient women  with  hypertension,  albuminuria,  or 
edema  during  pregnancy.  In  a series  of  fifty-two 
toxemic  patients  nine  fetal  deaths  were  encoun- 
tered, nearly  all  stillbirths,  and  the  fetal  mortality 
was  therefore  seventeen  per  cent.  The  survival 
among  babies  born  to  women  suffering  from  severe 
toxemia  is  less  than  survival  in  normal  cases;  this 
is  true  especially  of  premature  babies.  Continua- 
tion of  pregnancy  to  term,  however,  may  not  be 
desirable,  as  the  fetus  may  die  in  the  uterus. 

Abruptio  placenta  is  one  of  the  gravest  accidents 
with  which  the  obstetrician  has  to  deal  and  ac- 
counts for  many  fetal  deaths.  When  the  placenta 
is  completely  detached,  the  maternal  mortality  is 
from  five  to  ten  per  cent,  and  from  ninety-five  to 


one  hundred  per  cent  of  the  infants  are  lost.  In 
a partial  detachment  of  the  placenta  when  the 
fetus  is  viable  and  proper  equipment  and  personnel 
are  available,  a timely  Caesarean  section  may  be 
done  in  the  interests  of  the  child. 

In  the  management  of  pregnancy  complicated 
by  heart  disease,  tuberculosis,  diabetes,  some  of 
the  anemias,  hyperthyroidism,  chronic  infection  of 
the  urinary  tract,  and  antepartum  hemorrhage,  in- 
duction of  premature  labor  may  prove  to  be  the 
most  rational  and  effective  treatment. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Concerning  Detachment  of  the  Retina.  H.  S.  Gradle. 

Archives  of  Ophthalmology,  July,  1944. 

Gradle  records  an  interesting  case  of  detachment 
of  the  retina  occurring  in  a woman  aged  forty- 
three.  Preoperative  immobilization  of  the  patient 
for  five  to  ten  days  is  advised.  The  position  of  the 
patient  must  be  maintained  until  the  surgical  pro- 
cedure is  completed.  During  the  latter  half  of  the 
operation  the  cornea  frequently  becomes  hazy  so 
that  the  necessary  view  of  the  fundus  is  obscured. 
This  was  found  to  be  due  to  pronounced  increase 
in  the  tension  of  the  eye.  The  haze  disappeared 
within  a few  minutes  after  the  final  perforating 
puncture  had  been  made.  The  hypertension  is  due 
to  the  shrinkage  of  the  sclera  by  diathermy  cau- 
terization, with  resultant  decrease  in  the  total 
volume  capacity  of  the  eyeball. 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Inhalation  Pneumonia  from  Nitric  Fumes.  Mortimer  R. 

Camiel,  M.D.,  and  Henry  S.  Berkan,  M.D.,  Brooklyn, 

New  York.  Radiology,  February,  1944,  Vol.  42,  No. 

2,  p.  175. 

The  authors  bring  this  timely  subject  to  our  at- 
tention and  report  in  detail  two  cases  of  inhalation 
pneumonia  from  nitric  fumes  that  they  have  had. 

Nitric  fumes  occur  in  those  industries  where 
nitric  acid  is  used,  as  in  the  production  of  sulfuric, 
picric,  and  chromic  acids;  in  the  manufacture  of 
toluene,  metallic  nitrates,  methyl  nitrate,  celluloid, 
nitrocellulose  (gunpowder),  collodion,  Prussian  red, 
English  red,  etc.;  in  metal  testing,  the  manufac- 
ture of  jewelry  and  of  artificial  pearls,  engraving, 
the  manufacture  of  artificial  leather,  and  the  pro- 
duction of  explosives  (nitroglycerine,  dynamite, 
etc.).  The  fumes  arise,  also,  in  connection  with  the 
industrial  use  of  nitric  acid  compounds,  such  as 
nitrates,  nitrocellulose,  nitrobenzene,  and  aniline, 
and  in  the  commercial  preparation  of  nitric  oxide 
by  the  Haber  method.  To  this  list  Johnstone  adds 
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tunnel  working,  mining,  carbon  arc-booth  operat- 
ing (moving  pictures),  and  all  types  of  welding  as 
sources  of  nitric  fumes. 

The  roentgen  findings  are  concisely  described  by 
them  as  follows:  “The  inhaled  fumes,  carried  to 
the  minutest  bronchioles,  cause  an  irritative  bron- 
chiolitis which  is  manifested  in  the  roentgenogram 
as  an  irregular  soft  mottling  throughout  the  lungs. 
These  submiliary,  pseudonodular  patches  of  in- 
creased density  follow  the  course  of  the  bronchiolar 
tree  and  extend  out  to  the  very  periphery  of  the 
lung.  They  have  a more  or  less  even  distribution 
and  show  no  hilar  or  central  preponderance  as 
would  the  lesions  of  cardiac  decompensation  or  pul- 
monary azotemia,  which  they  resemble.  Although 
initially  they  tend  to  be  discrete  and  pseudonodu- 
lar, they  subsequently  merge  and  become  confluent 
as  edema  and  minute  areas  of  atelectasis  are  super- 
imposed on  the  initial  changes  caused  by  irritative 
bronchiolitis  and  hyperemia.  Later,  areas  resem- 
bling confluent  patches  of  bronchopneumonia  may 
appear  and,  if  bacterial  invasion  occurs,  the  roent- 
genographic  picture  will  be  further  altered. 

With  a rapid  fatality,  the  lungs  are  bathed  in 
edema  fluid.  In  those  patients  who  recover,  how- 
ever, the  most  striking  roentgen  feature  is  the  as- 
tonishing rapidity  of  resolution  of  the  widespread 
exudative  infiltrations.  Serial  roentgenograms 
taken  only  a few  hours  apart  will  demonstrate  per- 
ceptible clearing.  As  the  acute  edema  subsides, 
the  pseudonodular  infiltrations  disappear,  leaving 
in  their  place  only  exaggerated  lung  markings 
caused  by  the  composite  shadow  of  engorged  blood 
vessels  and  corroded  bronchi  and  bronchioles. 
Within  a few  days,  even  these  latter  findings  are 
no  longer  seen.  In  favorable  cases,  only  four  to 
ten  days  elapse  from  the  time  of  exposure  until 
complete  disappearance  of  roentgenographic  evi- 
dence of  inflammatory  pulmonary  response.  Unless 
infection  supervenes,  there  are  no  residual  mani- 
festations. 


UROLOGY 

By  Tom  R.  Barky,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson.  Jr..  M.D. 
307  Doctors  Building,  Knoxville 


Nonspecific  Urethritis  of  Venereal  Origin.  Philip 

Grenley,  Captain,  Medical  Corps,  A.  U.  S.  From  the 

Urology  Section,  210th  General  Hospital. 

The  term  nonspecific  urethritis  is  used  to  desig- 
nate that  group  of  urethral  infections  in  which  the 
gonococcus  is  not  demonstrated  in  the  urethral 
smear.  However,  it  appears  that  many  of  the  non- 
specific urethritis  cases  have  some  definite  relation 
to  venereal  origin,  either  by  sexual  contact  or  by 
action  taken  by  the  patient  because  of  the  contact, 
such  as  prophylaxis,  etc. 

In  this  study  180  cases  were  selected  in  which 
there  was  no  previous  history  of  infection.  Pros- 
tatitis, vesiculitis,  pyelonephritis,  and  trichomonas 
were  all  ruled  out  by  examination.  Many  of  the 
patients  admitted  sexual  exposure  within  the  past 
two  weeks  before  the  discharge  began.  All  cases 
in  which  factors  other  than  sexual  exposure  and 
its  attending  circumstances  might  have  been  the 
cause  of  the  urethritis  were  eliminated. 

The  discharge  may  arise  from  chemicals  used 
for  a douche  by  the  female  or  from  the  chemical 
prophylaxis  used  by  the  patient.  The  use  of  sulfa 
drugs  as  a prophylaxis  may  diminish  the  number 
of  gonococcic  organisms  to  a point  where  they  can- 
not be  demonstrated  and  thus  confuse  the  picture 
of  a true  gonococcic  urethritis  or  there  might  be 
a nonspecific  infection  acquired  from  the  female. 

Twenty-nine  and  four-tenths  per  cent  of  these 
cases  require  no  treatment. 

Fifty-two  and  three-tenths  per  cent  were  cured 
with  one  of  the  sulfa  drugs. 

Eight  and  three-tenths  per  cent  received  I.  V. 
triple  typhoid  vaccine  fever  therapy.  The  rest  of 
the  patients  received  urethral  irrigation  and  dila- 
tations and  prostatic  massages. 

From  the  study  of  this  group  of  patients,  it  is 
apparent  that  a large  per  cent  of  cases  with  non- 
specific urethritis  are  of  venereal  origin. 
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Fentress C.  A.  Collins,  Wilder J.  Peery  Sloan,  Jamestown 

Franklin A.  Parker-Smith,  Winchester E.  W.  Kirby-Smith,  Sewanee J.  P.  Moon,  Winchester 

Gibson M.  K.  Crothers,  Milan! W . C.  McRee,  Trenton M.  D.  Ingram,  Trenton 

Giles J).  M.  Cowgill,  Pulaski W.  K.  Owen,  Pulaski J.  U.  Speer,  Pulaski 

Greene .Dale  Brown,  Mosheim P.  L.  Fisher,  Greeneville C.  B.  Laughlin,  Greeneville 

Grundy U.  B.  Bowden,  Pelham O.  H.  Clements,  Palmer T.  F.  Taylor,  Monteagle 

Hamblen B.  C.  Weesner,  Morristown M.  G.  Fisher,  Morristown Y.  A.  Jackson,  Morristown 

Hamilton J.  Marsh  Frere,  Chattanooga JS . J.  Armstrong,  Chattanooga 

Stewart  Lawwill,  Chattanooga 
President-Elect 
Hardin,  Lawrence,  Lewis, 

Perry,  and  Wayne_-V.  H.  Crowder,  Lawrenceburg-O.  C.  Doty,  Savannah  (Hardin) O.  H.  Williams,  Savannah 

T.  A.  McAmis,  Lawrenceburg  (Lawrence) 

Jerome  Powers,  Hohenwald  (Lewis) 

L.  D.  Murphy,  Lobelville  (Perry) 

W.  W.  Rippey,  Collinwood  (Wayne) 

Haywood F.  P.  Hess,  Bells T.  C.  Chapman,  Brownsville Roy  M.  Lanier,  Brownsville 

Henry George  D.  Boone,  Paris Henriette  Veltman,  Paris R.  Graham  Fish,  Paris 

Hickman W.  K.  Edwards,  Centerville 

Humphreys H.  C.  Capps,  Waverly 

Jackson .R.  C.  Gaw,  Gainesboro L.  R.  Anderson.  Gainesboro E.  W.  Draper,  Gainesboro 

Knox R.  B.  Wood,  Knoxville -J.  H.  Keeling,  Knoxville Ralph  H.  Monger,  Knoxville 

Lauderdale -J.  R.  Lewis,  Ripley Joe  B.  Lackey,  Ripley Jas.  L.  Dunavant,  Ripley 

Lincoln T.  A.  Patrick,  Fayetteville J.  E.  Sloan,  Boonshill W.  S.  Joplin,  Petersburg 

Loudon Halbert  Robinson,  Lenoir  City.R.  V.  Taylor,  Lenoir  City i.. W.  B.  Harrison,  Loudon 

Macon D.  D.  Howser,  Lafayette 

Madison Leland  Johnston,  Jackson Henry  N.  Moore.  Bemis S.  M.  Herron,  Jackson 

Maury Geo.  C.  Williamson,  Columbia-O.  J.  Porter,  Columbia D.  B.  Andrews,  Columbia 

McMinn W.  E.  Foree,  Athens D.  F.  Seay,  Englewood Roy  W.  Epperson,  Athens 

Monroe H.  C.  Shearer,  Madisonville B.  W.  Bagwell,  Madisonville R.  C.  Kimbrough,  Madisonville 

Montgomery H.  H.  Edmondson,  Clarksville_Jack  Ross,  Clarksville M.  L.  Shelby,  Clarksville 

Obion M.  T.  Tipton.  Union  City M.  A.  Blanton,  Jr.,  Union  City 

Overton W.  M.  Breeding,  Livingston A..  B.  Qualls,  Livingston 

Putnam J.  T.  Moore,  Algood R.  L.  Witherington,  Cookeville Thurman  Shipley,  Cookeville 

Roane R.  F.  Regester.  Rockwood W.  W.  Hill,  Harriman 

Robertson W.  S.  Rude,  Ridgetop John  Hawkins,  Springfield John  S.  Freeman,  Springfield 

Rutherford W.  M.  Bevis,  Murfreesboro J.  K.  Kaufman.  Murfreesboro Lois  M.  Kennedy,  Murfreesboro 

Scott D.  T.  Chambers,  Norma M.  F.  Frazier,  New  River Milford  Thompson,  Oneida 

Sevier R.  J.  Ingle,  Sevierville 

Shelby E.  G.  Kelly,  Memphis C.  H.  Heacock,  Memphis A.  F.  Cooper.  Memphis 

W.  C.  Colbert,  Memphis,  President-Elect C.  V.  Croswell,  Memphis,  Treasurer 

Smith S.  B.  McFarland,  Lebanon F.  M.  Blankenship,  Hartsville Thayer  S.  Wilson.  Gordonsville 

Sullivan-Johnson C.  F.  N.  Schram,  Kingsport R.  O.  Glenn,  Mountain  City  ( Johnson  Jarrett  E.  Williams,  Kingsport 

George  W.  Leavell,  Bristol  (Sullivan) 

Sumner W.  M.  Dedman,  Gallatin 

Tipton S.  Hurt,  Covington H.  S.  Rule,  Covington 

Washington,  Carter, 

and  Unicoi R.  H.  Ruble,  Limestone J.  R.  Moody,  Erwin H.  W.  Crouch,  Mountain  Home 

Chas.  B.  Baughman.  Elizabethton 

Weakley R.  W.  Brandon,  Sr.,  Martin M.  D.  Ingram,  Dresden 

White W.  H.  Andrews,  Sparta James  H.  Boles,  McMinnville B.  L.  Upchurch,  Sparta,  Executive 

Secretary 

Williamson -J.  O.  Walker,  Franklin B.  T.  Nolen,  Franklin H.  C.  Stewart,  Franklin 

Wilson J R.  Doak,  Watertown Frank  B.  Dunklin,  Lebanon J.  L.  Ames,  Gladeville 


Deceased,  jin  service. 
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STANDING  COMMITTEES 


COMMITTEE  ON  POSTGRADUATE  INSTRUC- 
TION IN  SURGICAL  DIAGNOSIS 
Dr.  J.  L.  McGehee,  Chairman,  Memphis 
Dr.  W.  L.  Williamson,  Memphis 
Dr.  L.  W.  Edwards,  Nashville 
Dr.  E.  G.  Wood,  Knoxville 
Dr.  A.  M.  Patterson,  Chattanooga 
Dr.  J.  0.  Manier,  Nashville 

COMMITTEE  ON  SCIENTIFIC  WORK 
Dr.  H.  H.  Shoulders,  Chairman,  Nashville 
Dr.  Ralph  H.  Monger,  Knoxville  (1945) 

Dr.  Cecil  E.  Newell,  Chattanooga  (1946) 

Dr.  A.  F.  Cooper,  Memphis  (1947) 

STATE  TUBERCULOSIS  COMMITTEE 
Dr.  W.  S.  Rude,  Chairman,  Ridgetop  (1947) 

Dr.  R.  R.  Crowe,  Nashville  (1946) 

Dr.  C.  M.  Obersehmidt,  Memphis  (1945) 

Dr.  E.  A.  Gilbert,  Chattanooga  (1947) 

STATE  HOSPITAL  COMMITTEE 
Dr.  E.  G.  Wood,  Chairman,  Knoxville  (1947) 

Dr.  E.  H.  Baird,  Dyersburg  (1945)f 
Dr.  Lee  K.  Gibson,  Johnson  City  (1945) 

Dr.  R.  R.  Brown,  Nashville  (1947) 

Dr.  J.  H.  Francis,  Memphis  (1946) 

Dr.  John  B.  Steele,  Chattanooga  (1946) 

COMMITTEE  ON  PUBLIC  POLICY  AND 
LEGISLATION 

Dr.  N.  S.  Shofner,  Chairman,  Nashville  (1947) 

Dr.  M.  S.  Roberts,  Knoxville  (1945) 

Dr.  H.  B.  Everett,  Memphis  (1947) 

Dr.  John  B.  Steele,  Chattanooga  (1946) 

Dr.  T.  R.  Ray,  Shelbyville  (1946) 

Dr.  H.  H.  Shoulders,  ex  officio,  Nashville 
Dr.  Kyle  C.  Copenhaver,  ex  officio,  Knoxville 
LIAISON  COMMITTEE 
Dr.  L.  W.  Edwards,  Chairman,  Nashville  (1946) 
Dr.  J.  0.  Manier,  Nashville  (1948) 

Dr.  Walker  L.  Rucks,  Memphis  (1947) 

Dr.  J.  L.  Bibb,  Chattanooga  (1949) 

Dr.  W.  P.  Wood,  Knoxville  (1945) 

INSURANCE  COMMITTEE 
Dr.  A.  F.  Cooper,  Chairman,  Memphis  (1947) 

Dr.  C.  M.  Hamilton,  Nashville  (1945) 

Dr.  Kyle  C.  Copenhaver,  Knoxville  (1946) 
COMMITTEE  ON  MEDICAL  EDUCATION 
Dr.  J.  Marsh  Frere,  Chairman,  Chattanooga  (1946) 
Dr.  John  M.  Lee,  Nashville  (1945) 

Dr.  W.  C.  Chaney,  Memphis  (1945) 

Dr.  R.  B.  Wood,  Knoxville  (1947) 

Dr.  C.  H.  Sanford,  Memphis  (1947) 

Dr.  D.  W.  Smith,  Nashville  (1946) 

COMMITTEE  ON  MEMOIRS 
Dr.  James  O.  Walker,  Chairman,  Franklin  (1945) 
Dr.  D.  W.  Hailey,  Nashville  (1947) 

Dr.  W.  E.  Bryan,  Chattanooga  (1947) 

Dr.  J.  L.  Crook,  Jackson  (1946) 

Dr.  J.  L.  Hankins,  Johnson  City  (1946) 

COMMITTEE  ON  MATERNAL  WELFARE 
Dr.  W.  T.  Pride,  Memphis  (1947) 

Dr.  D.  T.  Holland,  Newbern  (1945) 

Dr.  J.  E.  Powers,  Jackson  (1945) 

Dr.  John  S.  Cayce,  Nashville  (1947) 

Dr.  J.  B.  Fitts,  Chattanooga  (1947) 

Dr.  M.  L.  Hefley,  Knoxville  (1946) 

Dr.  C.  W.  Friberg,  Johnson  City  (1946) 


COMMITTEE  ON  CHILD  WELFARE 
Dr.  James  C.  Overall,  Chairman,  Nashville  (1947) 
Dr.  Wm.  E.  Van  Order,  Chattanooga  (1945) 

Dr.  W.  D.  Mims,  Memphis  (1945) 

Dr.  W.  R.  Cross,  Knoxville  (1946) 

COMMITTEE  ON  CANCER 
Dr.  C.  H.  Heacock,  Chairman,  Memphis  (1947) 

Dr.  Ralph  H.  Monger,  Knoxville  (1946) 

Dr.  H.  S.  Shoulders,  Nashville  (1945) 

Dr.  W.  Likely  Simpson,  Memphis  (1945) 

Dr.  Stanton  S.  Marchbanks,  Chattanooga  (1947) 
Dr.  Howard  King,  Nashville  (1946) 

COMMITTEE  ON  PHYSICAL  THERAPY 
Dr.  J.  J.  Ashby,  Chairman,  Nashville  (1947) 

Dr.  C.  R.  Thomas,  Chattanooga  (1947) 

Dr.  J.  F.  Hamilton,  Memphis  (1945) 

Dr.  C.  H.  Sanford,  Memphis  (1946) 

Dr.  George  Inge,  Knoxville  (1946) 

COMMITTEE  ON  INDUSTRIAL  HYGIENE 
Dr.  Cecil  E.  Newell,  Chairman,  Chattanooga  (1947) 
Dr.  C.  F.  N.  Schram,  Kingsport  (1945) 

Dr.  A.  R.  McMahan,  Memphis  (1945) 

Dr.  Carrington  Harrison,  Nashville  (1946)* 
COMMITTEE  ON  FRACTURES 
Dr.  E.  M.  Regen,  Nashville  (1947) 

Dr.  E.  T.  Newell,  Chattanooga  (1945) 

Dr.  Edwin  J.  Lipscomb,  Memphis  (1945) 

Dr.  Robert  F.  Patterson,  Knoxville  (1946) 
COMMITTEE  ON  PREPAYMENT  PLANS  FOR 
MEDICAL  AND  HOSPITAL  SERVICES 
Dr.  Arthur  R.  Porter,  Jr.,  Chairman,  Memphis 
Dr.  L.  W.  Edwards,  Nashville 
Dr.  R.  R.  Brown,  Nashville 
Dr.  J.  C.  Brooks,  Chattanooga 
Dr.  H.  B.  Everett,  Memphis 
Dr.  M.  S.  Roberts,  Knoxville 

POSTWAR  PLANNING  COMMITTEE 
East  Tennessee — 

Dr.  R.  B.  Wood,  Knoxville 
Dr.  B.  L.  Jacobs,  Chattanooga 
West  Tennessee — 

Dr.  J.  B.  Stanford,  Memphis 
Dr.  E.  H.  Baird,  Dyersburgf 
Middle  Tennessee — 

Dr.  W.  C.  Dixon,  Chairman,  Nashville 
Dr.  C.  M.  Hamilton,  Nashville 
Dr.  H.  H.  Shoulders,  Nashville 

OFFICERS  OF  SECTIONS 
Tennessee  State  Pediatric  Society — 

President — Dr.  Frazier  Binns,  Nashville* 
Vice-President — Dr.  0.  L.  Von  Canon,  Chatta- 
nooga* 

Secretary — Dr.  Gilbert  Eblen,  Knoxville* 
Tennessee  Academy  of  Ophthalmology  and  Oto- 
laryngology- 

President— Dr.  J.  W.  Wilkes,  Columbia 
Vice-President — Dr.  Guy  M.  Maness,  Nashville 
Secretary — Dr.  S.  H.  Sanders,  Memphis 
Tennessee  Radiological  Society- 

President — Dr.  Paul  H.  Dietrich,  Chattanooga 
Vice-President— Dr.  Leon  M.  Lanier,  Nashville 
Secretary-Treasurer — Dr.  J.  Marsh  Frere,  Chat- 
tanooga 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S 
AUXILIARY 

Dr.  Herbert  Acuff,  Knoxville 

Dr.  B.  F.  Byrd,  Nashville 

Dr.  Arthur  R.  Porter,  Jr.,  Memphis 

*In  service. 
fDeceased. 
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PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES,  ONE  HUNDRED  ELEVENTH 
ANNUAL  MEETING,  TENNESSEE  STATE  MEDICAL  ASSOCIATION, 

NOEL  HOTEL,  NASHVILLE,  TENNESSEE,  APRIL  II,  12,  13,  1944 


TUESDAY  AFTERNOON  SESSION 

The  first  session  of  the  House  of  Delegates  of 
the  Tennessee  State  Medical  Association,  held  at 
Nashville,  Tennessee,  April  11-13,  1944,  at  the 
Noel  Hotel,  in  connection  with  the  One  Hundred 
Eleventh  Annual  Meeting,  convened  at  2:15  o’clock, 
Dr.  E.  R.  Zemp,  Knoxville,  Speaker,  presiding. 

THE  SPEAKER:  The  House  will  please  come  to 
order.  We  will  first  have  the  roll  call  of  the 
delegates. 


LIST  OF  CERTIFIED  DELEGATES 


County 

Anderson-Campbell 

Bedford 

Blount 

Bradley 

Carroll 

Cocke 

Cumberland 

Davidson 

Davidson 

Davidson 

Davidson 

Davidson 

Davidson 

Davidson 

Dickson 

Dyer,  Lake.  Crockett 
Dyer.  Lake,  Crockett 


Delegate 

H.  C.  Chance,  Cumberland  Gap 
T.  A.  Wheat,  Lewisburg 
W.  N.  Dawson,  Maryville 
H.  J.  McAlister.  Cleveland 
J.  Mansfield  Bailey.  Camden 
Fred  M.  Valentine.  Newport 
V.  L.  Lewis.  Crossville 
J.  C.  Pennington.  Nashville 
D.  W.  Hailey,  Nashville 
J.  J.  Ashby,  Nashville 

D.  W.  Smith,  Nashville 
R.  S.  Duke,  Nashville 

E.  L.  Turner.  Nashville 
Sam  J.  Fentress,  Goodlettsville 

R.  P.  Beasley.  Dickson 
J.  D.  Brewer.  Dyersburg  (Dyer) 

__  W.L.  Sumners,  Ridgely  (Lake) 

Dyer.' Lake,’ Crockett  W.  H.  Stallings,  Friendship  (Crockett  I 
Fayette-Hardeman  David  Galloway,  Bolivar 

Fentress  J.  Peery  Sloan,  Jamestown 

Franklin  H.  T.  Kirby-Smith,  Sewanee 

Gibson  H P.  Clemmer,  Milan 

Giles  J.  U.  Speer,  Pulaski 

Greene  L.  E.  Dyer,  Greeneville 

Grundy W.  A.  Brewer.  Monteagle 

Hamblen  W.  E.  Howell,  Morristown 

Hamilton  W.  D.  Anderson,  Chattanooga 

Hamilton  J.  C.  Brooks,  Chattanooga 

Hamilton  J.  Marsh  Frere,  Chattanooga 

Hamilton  A.  F.  Ebert,  Chattanooga 

Hardin,  Lawrence,  Perry,  Lewis,  Wayne 

W.  E.  Boyce.  Hohenwald:  J.  V.  Hughes.  Savannah 
Haywood  . Roy  M.  Lanier,  Brownsville 

Henry  W.  G.  Rhea,  Paris 

Hickman  None 

Humphreys  None 

Jackson  None 

Knox  R B.  Wood.  Knoxville 

Knox  H.  J Bolin.  Knoxville 

Knox  Ralph  Monger,  Knoxville 

Knox  M.  S.  Roberts,  Knoxville 

Lauderdale  J R.  Lewis,  Ripley 

Lincoln  C.  L.  Goodrich,  Fayetteville 

Loudon  None 


Macon 

None 

Madison. 

Glenn  T.  Batten,  Jackson 

Madison  . 

G.  H.  Berryhill,  Jackson 

Maury 

D.  B.  Andrews,  Columbia 

McMinn 

John  C.  Sharp,  Etowah 

Monroe 

J.  E.  Young,  Sweetwater 

Montgomery 

M.  L.  Shelby,  Clarksville 

Obion 

None 

Overton 

W.  M.  Breedng,  Livingston 

Polk 

None 

Putnam 

W.  A.  Howard.  Cookeville 

Roane 

Thos.  H.  Phillips,  Rockwood 

Robertson 

John  S.  Freeman.  Springfield 

Rutherford 

J.  R Gott,  Murfreesboro 

Scott 

Milford  Thompson,  Oneida 

Sevier 

None 

Shelby 

W.  L.  Rucks,  Memphis 

Shelby 

H.  W.  Qualls,  Memphis 

Shelby 

A.  R.  Porter.  Jr..  Memphis 

Shelby 

C.  V.  Croswell,  Memphis 

Shelby 

S.  W.  Coley,  Memphis 

Shelby 

E.  G.  Kelly,  Memphis 

Smith 

None 

Sullivan- Johnson 

C.  F.  N.  Schram,  Kingsport 

Sumner 

C.  D Robbins,  Gallatin 

Tipton 

None 

Washington,  Carter 

, Unicoi  E.  T.  Brading,  Johnson  City 

Weakley 

None 

White 

C.  B.  Roberts.  Sparta 

Williamson 

J.  O.  Walker,  Franklin 

Wilson 

None 

As  a result  of 

the  roll  call  the  Speaker  declared 

a quorum  present. 


THE  CREDENTIALS  COMMITTEE 

Drs.  H.  B.  Everett,  Memphis;  J.  S.  Freeman, 
Springfield;  and  J.  C.  Brooks,  Chattanooga,  were 
appointed  the  Credentials  Committee. 

COMMITTEES  APPOINTED 

The  Speaker  then  appointed  the  following  ref- 
erence committees : 

Reports  of  Off  icers — Dr.  Ralph  H.  Monger,  Knox- 
ville, Chairman;  Dr.  D.  W.  Smith,  Nashville;  Dr. 
W.  L.  Rucks,  Memphis. 

Reports  of  Committees — Dr.  W.  C.  Chaney,  Mem- 
phis, Chairman;  Dr.  L.  E.  Dyer,  Greeneville;  Dr. 
J.  C.  Pennington,  Nashville. 

Resolutions — Dr.  J.  O.  Manier,  Nashville,  Chair- 
man; Dr.  M.  S.  Roberts,  Knoxville;  Dr.  E.  H. 
Baird,  Dyersburg. 
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Amendments  to  Constitution  and  By-Laws — Dr. 
H.  A.  Laws,  Chattanooga,  Chairman;  Dr.  J.  J. 
Ashby,  Nashville;  Dr.  J.  H.  Berryhill,  Jackson. 

DR.  EVERETT:  Mr.  Speaker,  your  Committee 
on  Credentials  wishes  to  recommend  the  seating 
of  Dr.  J.  R.  Lewis  as  delegate  from  Lauderdale 
County. 

THE  SPEAKER:  Without  objection,  we  will  seat 
Dr.  Lewis. 

THE  SPEAKER:  We  will  have  a three-minute 
recess  for  the  nominating  committee  to  be  formed. 
Each  division  will  form  its  own  committee  and 
then  appoint  a chairman. 

Recess. 

THE  SPEAKER:  We  will  first  call  on  East 
Tennessee. 

DR.  H.  A.  LAWS  (Chattanooga):  Dr.  R.  B. 
Wood,  Knoxville;  Dr.  L.  E.  Dyer,  Greeneville;  and 
Dr.  Hiram  Laws,  Chattanooga. 

THE  SPEAKER:  Middle  Tennessee. 

DR.  HAMILTON:  Dr.  Sam  J.  Fentress,  Good- 
lettsville,  is  chairman;  Dr.  T.  A.  Wheat,  Lewisburg, 
and  Dr.  D.  W.  Smith,  Nashville. 

THE  SPEAKER:  West  Tennessee. 

DR.  EVERETT:  Dr.  W.  L.  Williamson,  Mem- 
phis; Dr.  Glenn  D.  Batten,  Jackson;  and  Dr.  Roy 
Lanier,  Brownsville. 

THE  SPEAKER:  The  Nominating  Committee 
will  get  together  at  its  earliest  convenience  and 
have  its  nominations  ready  for  report  later. 

We  will  now  have  the  minutes  of  the  last  meet- 
ing. On  motion  by  Dr.  Everett,  seconded  by  Dr. 
E.  G.  Wood,  the  minutes  as  published  in  the  Sep- 
tember, 1943,  issue  of  the  JOURNAL  were  adopted. 

THE  SPEAKER:  We  will  now  hear  the  Treas- 
urer’s report. 

TREASURER’S  REPORT 

DR.  HAMILTON:  Mr.  Speaker,  I wish  to  sub- 
mit an  audit  by  a certified  public  accountant  of 
the  financial  affairs  of  the  Association  as  my  re- 
port. 

REPORT  OF  EXAMINATION  FOR  YEAR 
ENDED  DECEMBER  31,  1943 

The  Chairman  and  Board  of  Directors,  Tennessee 
State  Medical  Association, 

Nashville  Tennessee. 

Sirs: 

We  have  examined  the  cash  receipt  and  disburse- 
ment records  of  the  Tennessee  State  Medical  As- 
sociation, Nashville,  Tennessee,  for  the  year  ended 
December  31,  1943.  The  results  of  our  examination 
are  presented  in  the  following  comments  and  on 
the  exhibits  and  schedules  designated  as  follows: 
Exhibit  “A” — Statement  of  Receipts  and  Disburse- 
ments for  Year  Ended  December  31,  191)3. 
Schedule  A-l — Cash  in  Banks,  December  31,  1943. 
Schedule  A-2 — Statement  of  Income  Receipts  by 
Months,  Year  Ended  December  31, 
1943. 

Schedule  A-3 — Disbursements,  Medical  Jour- 
nal, Year  Ended  December  31, 
1943. 


Schedule  A-4 — Salaries  and  Wages,  Year  Ended 
December  31,  1943. 

Schedule  A-5— General  Expenses,  Year  Ended  De- 
cember 31,  1943. 

Schedule  A-6 — Board  of  Trustees,  Committee  and 
Convention  Expenses,  Year  Ended 
December  31,  1943. 

Schedule  A-7 — Social  Security  Tax  Expense  Paid, 
Year  Ended  December  31,  1943. 
Schedule  A-8 — Investments,  December  31,  1943. 

Cash  in  Banks,  $3,090.1)5,  was  verified  by  recon- 
ciliation of  statements  rendered  by  the  banks  with 
the  Association’s  records.  All  cash  receipts  ap- 
pearing in  the  records  were  traced  into  the  de- 
positories. In  verification  of  disbursements  can- 
celed checks  were  examined  as  to  signatures  and 
endorsements  and  the  amounts  and  payees  thereon 
were  compared  with  the  entries  on  the  cash  dis- 
bursements record. 

Investments,  $23,072.01.  The  Association  had 
funds  invested  to  the  total  amount  of  $23,072.01  at 
December  31,  1943.  Investments  were  represented 
by  $9,085.01  in  First  Mortgage  Real  Estate  Notes, 
at  cost;  $1,000.00  par  value,  Bonds  of  the  Home 
Owners  Loan  Corporation,  at  cost,  $1,031.00;  $9,- 
400.00  maturity  value,  Series  “F”  Defense  Bonds, 
at  cost,  $6,956.00;  and  $6,000.00  face  value,  Series 
“G”  Defense  Bonds,  at  cost,  $6,000.00.  These  se- 
curities were  examined  by  our  representative.  On 
Schedule  A-8  the  items  comprising  invested  funds 
are  listed  and  for  the  purpose  of  record  all  invest- 
ments are  carried  at  cost. 

General 

As  shown  on  Exhibit  “A”  there  was  an  excess 
of  income  receipts  over  income  disbursements  in 
the  amount  of  $202.04;  an  excess  of  capital  dis- 
bursements over  capital  receipts  in  the  amount  of 
$2,714.82;  and  a net  excess  of  total  disbursements 
over  total  receipts  in  the  amount  of  $2,512.78. 

Office  furniture,  fixtures,  and  equipment  were 
insured  against  loss  by  fire  to  the  amount  of 
$500.00.  The  fidelity  bond  of  $10,000.00  on  the 
Treasurer,  Dr.  Charles  M.  Hamilton,  was  continued 
in  effect  for  one  year  by  payment  of  the  annual 
premium  during  the  year. 

The  records  are  maintained  on  a cash  receipt 
and  disbursement  basis,  and  we  have  not  attempted 
to  prepare  a schedule  of  assets  and  liabilities  at 
the  close  of  the  year,  December  31,  1943.  However, 
items  of  expense  incurred  in  the  year  1943  and 
unpaid  at  the  end  of  the  year  consisted  of  the 
following : 

Social  Security  Tax  for  the  Last  Quarter  of  1943 


(payable  in  January,  1944).  .$  32.60 

Withholding  Tax  Withheld  114.60 

Cost  of  December,  1943  Issue  of  Journal  (includ- 
ing extra  copies,  mailing,  membership  lists,  etc.)  420.00 
Office  Supplies  2.00 


Total  $569.20 


The  December  issue  of  the  JOURNAL  was  paid 
for  in  January,  1944. 

Respectfully  submitted, 

OSBORN  AND  PAGE, 
Certified  Public  Accountants. 

April  3,  1944. 
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EXHIBIT  “A” 

Statement  of  Receipts  and  Disbursements  for  Year 
Ended  December  31,  1943 

Income 


Dues 

$ 8.100.00 

Assessments 

2.00 

Interest  on  Investments. 

1,359.13 

Advertising 

6,623  74 

Exhibit  Space 

122.50 

Roster’s  Subscriptions  and 
Extra  Copies  of  Journal 

35.60 

Cuts 

74.50 

Rent 

680.00 

Telephone  and  Telegraph 

17.35 

Medical  Education  Com- 
mittee 

992  41 

Total  Income  Receipts 

Disbursements — 

Medical  Journal — Schedule 
A-3 

Salaries  and  Wages — 
Schedule  A-4 

General  Expenses — Sched- 
ule A-5 

Eoard  of  Trustees,  Com- 
mittee and  Convention 
Expenses — Schedule  A-6 
Legislative  Expenses 
Medical  Education  Com- 
mittee 

Social  Security  — Schedule 

A-7  ....  .. 

Total  Income  Disburse- 
ments 

Less — Social  Security  De- 
ductions, Fourth  Quar- 
ter $ 

Withholding  Deductions, 
Fourth  Quarter 


14.75 

114.60 


$ 4,488.50 

5.955.00 
2,303.74 

691.13 

2.600.00 

1.817.50 

78.67 

$17,934.54 
$ 129.35 


Total  Income  Disburse- 
ments 

Excess  of  Income  Receipts 
over  Income  Disbursements 

Capital 

Receipts 

Principal — First  Mortgage 
Notes — Schedule  A-8 

Disbursements — - 

Series  "G”  War  Bonds  $6,000.00 


$17,805.19 


$ 202.04 


$ 9.205.18 


$11,920.00 


$ 5.603.23 


$18,007.23 


Series  “F”  War  Bonds  — 

Cost  5.920.00 

Total  Capital  Disburse- 
ments   

Excess  of  Capital  Disburse- 
ments over  Capital  Re- 
ceipts 

Excess  Total  Disbursements 
over  Total  Receipts 

Represented  by — 

General  Fund  Balance,  De- 
cember 31,  1942 
General  Fund  Balance,  De- 
cember 31,  1943 — Sched- 
ule A-l  3,090.45 

Decrease  in  General  Fund 
Balance.  Year  Ended  De- 
cember 31.  1943 

SCHEDULE  A-l 

Cash  in  Banks,  December 

American  National  Bank — 

Balance  per  Bank  Statement, 

December  31,  1943 
Add — Deposit  in  Transit 

Deduct — Outstanding  Checks: 

No.  190  — Committee  on 
Postgraduate  Instruction  $375.00 
No.  198 — Dr.  James  B Stan- 
ford   22.54 

No.  201 — Wm.  C.  Chaney  33.00 

No.  202 — Jarrett  E.  Williams  6.00 

No.  203  — Eveready  Letter 

Shop  . 4.50 

No.  204 — Dr.  H.  H.  Shoulders  89.00 
No.  205— Dr.  W.  M.  Hardy  72.20 

No.  206— Willard  Batey  52.45 

No.  207— Dr.  H.  H.  Shoulders  14.08 
No.  208  — Eveready  Letter 
Shop 

Balance  per  books,  December 
31.  1943 

Third  National  Bank — 

Balance  on  Bank  Statement. 

December  31,  1943  $ 505.19 

Deduct  — Outstanding  Checks 


$ 2,714.82 


$ 2,512.78 


$ 2.512.78 


51,  1943 


$3,222.58 

34.20— $3,256.78 


2.75  $ 671.52 


Balance  per  books, 
ber  31.  1943 


Decem- 


Cash  in  Banks,  December  31, 
1943 — Exhibit  "A" 


$2,585.26 


$ 505.19 


$3,090.45 


SCHEDULE  A-2 

Statement  of  Income  Receipts  by  Months  for  Year  Ended  December  31,  1943 


Total 

Dues 

Assessments 

Interest  on 
Investment 

Advertising 

Exhibit 

Space 

Rosters,  Subscri 
and  Extra  Copt 
of  Journal 

Cuts 

Rent 

Telephone  and 
Telegraph 

Medical  Educal 
Committee 

January 

$ 3.572.69 

$3,072.00 

$2.00 

$ 458.19 

$ 6.00 

$34.50 

February 

3,009.89 

1,492.00 

$ 903.02 

349.87 

10.00 

15.00 

240.00 

March 

2.256.43 

1.686.00 

488.43 

2.00 

80.00 

April 

1.219.26 

550.00 

569.16 

42.50 

2.60 

15.00 

40.00 

May 

750.63 

190.00 

554.24 

4.00 

2,39 

June 

1,867.30 

308.00 

476.39 

3.00 

7.50 

80.00 

992.4 

July 

781.14 

186.00 

555.14 

40.00 

August 

560.57 

78.00 

442.57 

40.00 

September 

558.57 

142.00 

376.57 

40.00 

October 

902.83 

144.00 

75.00 

563.83 

80.00 

40.00 

November 

753.41 

72.00 

30.00 

609.41 

2.00 

40.00 

December 

1,774.51 

180.00 

351.11 

1,179.94 

6.00 

2.50 

40.00 

14.96 

TOTALS 

$18,007.23 

$8,100.00 

$2.00 

$1,359.13 

$6,623.74 

$122.50 

$35.60 

$74.50 

$680.00 

$17.35 

$992.4 

SCHEDULE  A-3 


Disbursements,  Medical  Journal,  Year  Ended 


December  31,  1943 

Printing  

Extra  Copies 
Mailing 
Color  Cover 


$3,000.00 

291.00 

360.00 

347.00 


Color  Advertising  205.00 

Inserts  and  Tabs  95.50 

Extra  Pages  36.00 

Proceedings  45.00 

Roster  55.00 

Index  48  00 

Copyright  6.00 

Total  Journal  Disbursements — Exhibit  "A"  $4,488  50 
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SC  HEDULE  A-4 

Salaries  and  Wages  for  Year  Ended  December 
31.  1943 


Dr.  H H Shoulders 

$2,400.00 

Dr.  W.  M.  Hardv 

1.800.00 

Miss  Willard  Batev : 

Salary $1,500.00 

Bonus  

150.00  1,650.00 

Essie  Mayberrv 

85.00 

Edith  Lee 

20.00 

Total  Salaries  and  Wages — Exhibit  "A' 

$5,955.00 

SCHEDULE  A-5 

General  Expenses  for  Year  Ended 

December  31. 

1943 

Rent 

$ 972.27 

Telephone  and  Telegraph 

394.79 

Office  Supplies 

193.89 

Postage 

155.00 

Dr.  C.  M.  Hamilton — Honorarium 

100.00 

Letter  Service 

27.90 

Lights 

24.19 

Binding  Expense 

5.50 

Janitor  Service  ...... 

6.75 

Linen  Service 

12.00 

Refunds — Excess  1942  Deductions  Social 

Security  2.75 

Storage 

22.65 

Rent — Safety  Deposit  Box  . 

3.60 

Refunds — Dues 

114.00 

Refunds — Exhibit  Space 

2.50 

Subscriptions 

9.50 

Cuts 

25.00 

Legislative  Reporting  Service 

63.00 

Accounting  Fees 

65  00 

Repairs — Typewriter 

10.50 

Gavel  for  President 

15.95 

Reports  and  Programs 

52.00 

Bond  Expense 

25.00 

Total  General  Expenses — Exhibit  “A”. 

$2,303.74 

SCHEDULE  A-6 

Board  of  Trustees,  Committee  and  Convention 
Expenses  for  Year  Ended  December  31,  1943 


Board  of  Trustees 

$ 86.45 

Congress  of  Industrial  Hygiene 

64.89 

House  of  Delegates — 

Travel,  Hotel,  Meals 

$199.42 

Reporting  Service 

135.54 

334.96 

Conference — Medical  Service  Plans 

123.10 

Conference — Prepaid  Hospital  Plans 

58.74 

Committee  Dinner 

1 1 .40 

Hotel 

11.59 

Total — Exhibit  “A" 

$691.13 

SCHEDULE  A- 

7 

Social  Security  Tax  Expense 

Paid  for  Year 

Ended  December  31. 

, 1943 

Social  Security,  1942 

$33.42 

First  Quarter,  1943 

$29.50 

Less — Deductions 

14.25 

15.25 

Second  Quarter.  1943 

28.50 

Less — Deductions 

14.25 

14  25 

Third  Quarter,  1943 

29.50 

Less — Deductions 

14.75 

14  75 

Additional  1942 

1.00 

Total — Exhibit  “A" 

$78.67 

SCHEDULE  A- 

8 

Investments  December 

31,  1943 

First  Mortgage  Real  Estate  Notes — 

T 

05 

Principal  Collected  and  on 
Deposit  with  First  Mort- 


so  d 

Co  <5 

0.000 


B.'a 

■trs 

■St''0 
S CD'S 


S e 
.55  d 

s o 

o.cqQ 


gage  Company 

$ 927.74 

$ 927.74 

J.  H.  Horn 

1,843.81 

1,843.81 

General  Securities  Co. 

850.00 

100.00 

$ 750.00 

Anna  Mary  Bransford 

1,950.00 

203.07 

1,746.93 

A.  D.  Talley 

650.00 

150.00 

500.00 

Louise  Shields 

150.00 

150.00 

Eliza  A.  Matthews 

1.650.00 

1,650.00 

D Ray  Thomas 

2,300.00 

200.00 

2,100.00 

M E.  Hooper 

4,019.56 

231  48 

3,788.08 

Julia  R.  Trabue  300.00  100.00  200.00 

W.  W.  Johnson  3,649.08  3,649.08 

Totals  $18,290.19  $9,205.18  $9,085.01 

Bonds — (At  Cost) 

$1,000.00  Par  H.  O.  L.  C.  3’s,  May  1, 

1952/44  $1,031.00 

1,400.00  Par  Series  "F”  Defense 

Bonds,  April,  1942  1,036.00 

8.000. 00  Par  Series  “F"  Defense 

Bonds,  December,  1943  5,920.00 

6.000. 00  Par  Series  "G"  Defense 

Bonds,  April,  1943  6,000.00  $13,987.00 

Total  Investments,  December  31, 

1943  $23,072.01 

THE  SPEAKER:  That  report  is  referred  to 
the  Reference  Committee  on  Reports  of  Officers, 
Dr.  Ralph  Monger,  chairman. 

REPORT  OF  THE  BOARD  OF  TRUSTEES 

Dr.  Hamilton  read  his  report  as  chairman  of  the 
Board  of  Trustees. 

The  Board  of  Trustees  of  the  Tennessee  State 
Medical  Association  met  April  11,  1943,  at  the 
Noel  Hotel  and  December  12,  1943,  in  the  head- 
quarter’s office,  Doctors  Building,  Nashville,  Ten- 
nessee. 

The  following  were  present  at  the  April  meeting: 

Dr.  C.  M.  Hamilton,  Nashville,  Chairman;  Dr. 
E.  R.  Zemp,  Knoxville;  Dr.  W.  C.  Chaney,  Mem- 
phis; Dr.  J.  B.  Stanford,  Memphis;  Dr.  0.  N. 
Bryan,  Nashville;  Dr.  Kyle  Copenhaver,  Knoxville; 
Dr.  H.  H.  Shoulders,  Nashville,  Secretary;  Dr. 
W.  M.  Hardy,  Nashville,  Assistant  Secretary. 

On  motion  by  Dr.  Harrison  Shoulders,  the  board 
agreed  to  request  the  State  Council  of  Health  to 
submit  to  the  Board  of  Trustees  a plan  for  the 
care  of  wives  and  infants  of  men  in  military  serv- 
ice with  federal  funds.  It  was  also  decided  that 
the  State  Council  of  Health  should  formulate  a 
Committee  on  Medical  Care,  as  provided  by  pre- 
vious legislation,  to  study  and  draft  such  a plan. 
The  committee  was  not  formally  appointed.  Dr. 
John  M.  Lee,  chairman  of  the  Council  of  Health, 
invited  Drs.  Edwards,  Manier,  H.  H.  Shoulders, 
Bryan,  and  Hamilton  to  meet  with  Dr.  Carter  Wil- 
liams, State  Commissioner  of  Health,  and  Drs. 
Hutchison,  Tucker,  and  Brown  of  the  State  Health 
Department  to  draw  up  a plan  which  was  sub- 
mitted to  the  individual  members  of  the  board 
who  were  to  reply  to  the  State  Commissioner  of 
Health.  The  plan  was  approved  by  the  Board  of 
Trustees.  Many  obstetricians  and  pediatricians 
locally  have  refused  to  participate  in  this  project, 
but  it  has  been  used  very  extensively  in  many 
sections  of  the  state. 

The  board  authorized  the  investment  of  $1,500 
in  government  bonds. 

The  list  of  the  appointment  of  the  standing  com- 
mittees made  on  this  occasion  can  be  found  in  the 
JOURNAL  and  need  not  be  included  in  this  report. 
A Committee  on  Prepayment  Plan  for  Medical  and 
Hospital  Services  was  created  to  investigate  the 
feasibility  and  practicability  of  such  a plan.  It 
was  suggested  that  component  societies  appoint 
local  committees  for  the  same  purpose. 

At  the  meeting  December  12,  1943,  the  follow- 
ing were  in  attendance: 
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Dr.  C.  M.  Hamilton,  Nashville;  Dr.  W.  C. 
Chaney,  Memphis;  Dr.  J.  B.  Stanford,  Memphis; 
Dr.  0.  N.  Bryan,  Nashville;  Dr.  W.  M.  Hardy, 
Nashville. 

The  financial  condition  of  the  society  was  dis- 
cussed after  reading  a supplemental  report  from 
Secretary  H.  H.  Shoulders,  who  was  absent  on 
account  of  illness.  It  was  agreed  that  $6,000 
should  be  invested  in  Series  “G”  United  States 
Savings  Bonds.  The  board  authorized  the  Sec- 
retary to  pay  Miss  Willard  Batey  a bonus  equal 
to  ten  per  cent  of  her  annual  salary. 

It  was  the  consensus  of  opinion  that  the  Pro- 
gram Committee  be  urged  to  arrange  for  sufficient 
papers  for  a two  and  one-half  day  session  for  the 
annual  meeting. 

The  board  also  expressed  a desire  that  the  doc- 
tors of  the  state  be  urged  through  the  JOURNAL 
to  use  their  influence  to  prevent  the  passage  of  the 
Wagner-Murray-Dingell  Bill  and  to  be  prepared 
for  action  in  case  the  bill  passes. 

Respectfully  submitted, 

C.  M.  HAMILTON,  M.D.,  Chairman. 

THE  SPEAKER:  That  report  will  also  be  re- 
ferred to  the  Reference  Committee  on  Reports  of 
Officers. 

REPORT  OF  THE  SECRETARY-EDITOR 

Dr.  H.  H.  Shoulders,  secretary-editor,  read  his 
report. 

I have  the  honor  to  submit,  herewith,  a brief 
report  of  the  activities  of  the  headquarters  office 
for  the  year  1943. 

Membership 

At  the  end  of  1943  there  were  1,361  active  mem- 
bers of  the  Association  and  fifty-five  veteran  mem- 
bers. We  had  444  members  of  the  Association  in 
the  military  service.  There  are  578  doctors  in  the 
military  service  from  Tennessee,  but  134  of  these 
had  never  been  members  of  the  Association.  This, 
you  will  readily  recognize,  means  that  many 
younger  men  entered  the  service  immediately  on 
graduation  or  during  their  senior  year  and  have 
never  become  members  of  the  Association. 

Members  at  home,  plus  members  in  the  service, 
have  been  carried  on  the  rolls  of  the  Association 
as  members,  making  a total  of  1,805. 

If  the  444  men  in  service  had  paid  dues,  the 
income  from  dues  would  have  been  $2,664.00  more 
than  was  actually  received. 

I think  we  must  feel  content  with  this  showing. 

Our  members  in  the  service  have  shown  in 
many  ways  an  appreciation  of  the  action  taken 
by  our  House,  as  a result  of  which  they  are  car- 
ried on  our  rolls  as  active  members  and  the  JOUR- 
NAL is  sent  to  them,  or,  at  least,  to  their  last 
known  address.  Further'more,  it  is  pleasing  to 
note  in  the  letters  that  come  back  that  the  men 
in  the  service  are  very  appreciative  of  the  work 
that  is  being  done  by  us  at  home  to  preserve  for 
them  the  same  system  of  medical  practice  which 
they  left. 


Component  Societies 

There  has  been  no  alteration  in  the  number  of 
local  societies  during  the  year  1943.  It  has  been 
difficult  for  some  of  the  societies  to  remain  active. 

Finances 

As  the  audit  will  show,  the  Association  lived 
within  its  income  with  $202.04  to  spare.  That  is 
to  say,  the  income  of  the  Association  amounted  to 
$202.04  more  than  the  expenditures. 

I would  remind  you  that  this  has  occurred  in  a 
year  in  which  all  costs  have  increased,  postage, 
printing,  etc.,  and  at  a time  when  our  income  from 
members  dropped  by  $2,664.00  due  to  the  mainte- 
nance of  members  in  service. 

The  details  of  the  finances  of  the  Association  will 
be  covered  completely  in  the  audit  which  has  been 
submitted  by  the  Treasurer. 

Journal 

It  has  been  with  some  difficulty  that  the  JOUR- 
NAL has  been  kept  at  its  normal  size  and  mailed 
on  time.  The  difficulty  arose  from  the  fact  there 
was  no  scientific  meeting  of  the  Association  last 
year.  This  meant  we  did  not  have  about  thirty- 
five  papers  for  publication.  The  fact  is,  we  did 
not  have  a sufficient  number  of  papers  from  our 
membership  to  fill  the  space  allotted  to  scientific 
papers.  This  deficit  was  made  up,  in  part,  from 
scientific  material  obtained  from  other  publications. 

The  abstractors  were  requested  to  cooperate  in 
this  endeavor  and  they  did  so.  As  a result,  several 
articles  of  practical  importance  were  reproduced 
from  special  journals  which  do  not  have  a wide 
circulation  in  Tennessee.  In  addition  to  this,  an 
increased  amount  of  material  devoted  to  the  subject 
of  medical  economics  was  published.  By  these 
means  we  hope  a high  standard  of  scientific  ex- 
cellence and  practical  usefulness  has  been  main- 
tained. 

I am  glad  to  say  to  you  that  we  have  received 
many  complimentary  statements  from  men  at 
home  and  abroad  concerning  the  value  of  the  JOUR- 
NAL to  them  and  concerning  the  way  the  doctors 
on  the  home  front  are  serving  the  interest  of 
those  on  the  battle  front. 

I could  not  allow  this  opportunity  to  pass  with- 
out making  reference  to  the  heroic  and  patriotic 
service  that  has  been  rendered  by  the  medical 
profession  of  this  country  in  serving  the  medical 
needs  of  our  people,  both  at  home  and  abroad. 

At  one  time  in  the  course  of  military  prepara- 
tion it  was  thought  absolutely  necessary  that  a 
medical  draft  law  be  applied;  that  these  problems 
could  not  be  met  on  a voluntary  basis.  Through 
the  cooperative  spirit  of  the  medical  profession 
and  the  mechanism  of  Procurement  and  Assign- 
ment, these  problems  have  been  met  by  the  pro- 
fession on  a voluntary  basis. 

I have  had  the  good  fortune  to  be  in  a posi- 
tion to  observe  the  spirit  and  the  actions  of  the 
profession  from  its  inception  to  the  present  time. 

At  one  time  the  forces  in  power  were  ready  to 
scrap  the  Procurement  and  Assignment  Agency. 
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I am  glad  to  tell  you  that  the  soundness  of  the 
policy  followed  in  Tennessee  and  the  satisfactory 
operation  of  the  agency  in  Tennessee  in  the  interest 
of  the  home  front  and  the  military  front  was 
finally  offered  as  the  argument  to  justify  its  con- 
tinued existence.  The  argument  was  made  by  our 
own  General  Frazier. 

To  me,  this  is  one  of  the  most  glorious  chapters 
in  the  history  of  medicine  in  Tennessee  and  Amer- 
ica. 

Finally,  I must  recommend  to  you  the  creation  of 
a committee  to  be  known  as  a Postwar  Planning- 
Committee.  Such  a committee  was  created  first 
by  the  Board  of  Trustees  of  the  American  Medical 
Association  and  later  by  action  of  the  House  of 
Delegates  in  1943.  One  of  my  duties  has  been  to 
serve  on  that  committee. 

I think  it  necessary  that  each  state  have  such 
a committee  to  cooperate  with  the  national  com- 
mittee because  problems  too  numerous  to  men- 
tion here  will  arise  in  the  period  of  demobilization. 

There  is  some  ground  for  hope  that  at  least  a 
portion  of  the  war  may  be  won  in  this  year  and 
that  some  demobilization  may  take  place.  Such  a 
committee  shall  be  well  informed  on  the  problems 
before  they  arise.  The  committee  should  be,  of 
course,  a temporary  committee  to  serve  through 
the  period  of  demobilization.  I think  it  should  be 
appointed  by  the  Board  of  Trustees,  as  most  com- 
mittees are  appointed,  and,  of  course,  the  men  espe- 
cially suited  for  this  particular  task  will  be  those 
w-ho  have  served  on  the  Military  Preparedness 
Committee  and  on  the  advisory  committee  to  Pro- 
curement and  Assignment. 

In  closing  I want  to  thank  the  officers  and 
committees  for  their  hearty  cooperation  through 
this  difficult  period.  I have  the  feeling  that  in 
spirit  and  purpose  our  organization  is  stronger 
now  than  it  ever  was  before. 

Respectfully  submitted, 

H.  H.  SHOULDERS,  M.D., 

Secretary-Editor. 

April  11,  1944. 

THE  SPEAKER:  Referred  to  the  Reference 
Committee  on  Reports  of  Officers. 

We  will  now  take  up  the  reports  of  Standing 
and  Special  Committees.  The  report  of  the  Com- 
mittee on  Postgraduate  Instruction  in  Surgical 
Diagnosis,  Dr.  J.  L.  McGehee,  chairman. 

REPORT  OF  COMMITTEE  ON  POSTGRADUATE 
INSTRUCTION 

Dr.  J.  L.  McGehee  read  the  report  of  the  Com- 
mittee on  Postgraduate  Instruction  in  Surgical 
Diagnosis. 

This  report  should  be  attached  and  considered  a 
continuance  of  report  made  by  this  committee  to 
the  House  of  Delegates  on  April  11,  1943,  of  the 
activities  of  the  Committee  on  Postgraduate  In- 
struction in  Surgery  and  of  the  conduct  of  the 
course  up  to  the  present  date. 

The  course  was  opened  February  8,  1943,  by 
Dr.  Branch,  the  instructor.  Since  that  date  up  to 


the  present  time  the  instructor  has  completed  six 
circuits,  the  sixth  circuit  ending  May  5.  During 
this  time  there  have  been  1,087  matriculates,  391 
of  which  were  in  the  armed  services  and  696  in 
civilian  life,  with  an  average  percentage  of  at- 
tendance of  seventy-nine  per  cent.  This  course 
will  be  completed  December  29,  1944. 

Attention  is  called  to  the  number  of  matriculates 
in  this  course  through  the  first  six  circuits  and 
comparison  made  with  the  attendance  in  the  same 
circuits  during  the  last  course  in  internal  medicine : 

First  six  circuits  in  internal  medicine  916 

First  six  circuits  in  surgical  diagnosis  1,087 

The  committee  feels  that  this  increase  in  attend- 
ance in  times  such  as  these,  with  approximately 
fifty  per  cent  of  the  medical  profession  of  Ten- 
nessee in  the  armed  services,  is  sufficient  evidence 
of  the  interest  and  enthusiasm  and  the  need  of  such 
a course. 

As  a result  of  questionnaires  sent  to  the  matric- 
ulates who  have  taken  the  course,  with  reference 
to  their  preference  for  a course  of  instruction  in 
the  years  1945-1946,  we  find  that  54.4  per  cent 
favor  the  giving  of  a postgraduate  course  in  gyn- 
ecology-— endocrinology,  irradiation,  and  medical 
gynecology  stressed.  At  this  meeting  the  commit- 
tee will  consider  the  advisability  of  continuing 
these  courses  in  postgraduate  instruction  and  the 
character  of  the  course  and  will  submit  a tentative 
budget  to  the  funding  agencies  for  their  approval. 

In  correspondence  with  the  Commonwealth  Fund 
making  inquiry  as  to  their  attitude  toward  such  a 
course,  I quote  from  a letter  dated  March  2,  1944, 
from  Miss  Barbara  S.  Quin,  assistant  director: 

“I  may  say  that  I find  the  medical  staff  of  the 
fund  most  interested.  They  have  all  read  the  out- 
line which  you  forwarded  and  have  not,  at  this 
point,  any  criticism  or  suggestion,  although,  of 
course,  they  are  all  agreed  in  what  they  believe 
is  your  point  of  view — namely,  that  the  emphasis 
of  the  courses  shall  be  on  the  medical  rather  than 
on  the  surgical  aspects  of  the  subject.  However, 
if  everything  works  out  as  you  hope,  Mr.  Smith 
asks  me  to  advise  you  that  we  shall  be  very  glad  to 
bring  the  matter  before  our  board  for  action  at 
our  October  meeting  this  year.  We  have  no  reason 
to  believe  that  the  board  will  not  continue  its  in- 
terest through  favorable  action  in  connection  with 
an  appropriation  for  a two-year  period,  even 
though,  naturally,  we  cannot  give  you  a final  an- 
swer to  that  until  the  board  has  actually  acted. 
We  shall  hold  ourselves  in  readiness  to  receive  cur- 
rent news  from  you,  and  to  be  kept  up  to  date. 
We  all  send  you  our  sincere  hopes  that  you  may 
be  able  to  find  just  the  clinician  needed,  as  that, 
of  course,  is  the  crux  to  any  undertaking  of  this 
sort.  You  have  been  so  fortunate  in  this  respect 
over  the  years  in  Tennessee,  as  has  also  been  the 
case  in  other  states  in  whose  courses  we  have  par- 
ticipated, that  we  cannot  help  but  feel  that,  in 
spite  of  shortages  of  medical  personnel  because  of 
the  present  situation  and  the  war  needs,  you  will 
be  equally  fortunate  again.” 
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The  committee  has  received  numerous  voluntary 
congratulatory  and  commendatory  letters  from 
physicians  taking  this  course.  They  express  en- 
thusiasm and  appreciation  both  of  the  subject  mat- 
ter of  the  course  and  of  Dr.  Branch,  the  instructor. 
The  consensus  of  opinion  of  those  taking  the  course 
seems  to  be  that  it  is  very  valuable  and  fills  a 
great  need. 

A financial  statement  as  of  April  1,  1944,  is 
herewith  submitted  as  a part  of  this  report. 

Respectfully  submitted, 

JOHN  LUCIUS  McGEHEE,  M.D., 

Chairman. 

Minutes  of  Committee  Meeting  April  11,  1944 

Moved  by  Dr.  Manier — Continue  to  conduct 
course  in  postgraduate  instruction  for  the  next 
two  years,  1945-1946.  Seconded  by  Dr.  Lee.  Mo- 
tion carried. 

Moved  by  Dr.  Manier — Subject  matter  next 
course  be  gynecology — endocrinology,  irradiation, 
and  medical  gynecology  stressed  for  1945-1946. 
Seconded  by  Dr.  Lee.  Motion  carried. 

Moved  by  Dr.  Lee — Dr.  W.  L.  Williamson,  chair- 
man for  1945-1946.  Seconded  by  Dr.  Manier.  Mo- 
tion carried. 

Moved  by  Dr.  Williamson — Raise  field  director 
to  $4,500.00.  Seconded  by  Dr.  Manier.  Motion 
carried. 

Raise  instructor  to  $10,000.00. 

Raise  secretary  to  $1,800.00. 

Meeting  adjourned. 

J.  L.  McGEHEE,  Chairman. 

Financial  Statement  Month  Ending  March  31,  1944 

Receipts 

Contributions  Tuition  Lee.  Bks.  Miscl.  Total 


Balance 

Forward 

$48,317.50  $16,445.50  $17.71  $515.00 
*625.00  266.50 

$65,295.71 

891.50 

Total 

$48,942.50  $16,712.00  $17.71  $515.00 

$66,187.21 

Disbursements 

Balance 

Forward 

Salary  and 
Travel 

$46,788.15 

1,270.01 

Office  Fee  Refunds. 
Expense  Cancellations  Total 

$4,719.24  $7,555.11  $59,062.50 

36.95  1,306.96 

Total 

$48,058.16 

$4,756.19  $7,555.11 

$60,369.46 

Receipts 

Disbursements 

$66,187.21 

60,369.46 

$5,817.75 

Plus  Outstanding  Checks 

1.016.81 

Total 

$6,834.56 

Bank  balance  reads  $6,834.56. 

‘State  Medical  Association.  Vanderbilt  University,  and 
University  of  Tennessee — first  quarter. 

THE  SPEAKER:  Referred  to  Committee  on 
Reports  of  Committees,  Dr.  W.  C.  Chaney,  chair- 
man. 

REPORT  OF  THE  COMMITTEE  ON  SCIENTIFIC 
WORK 

THE  SECRETARY:  Mr.  Speaker,  the  Commit- 
tee on  Scientific  Work  submits  to  you  the  scientific 
program  of  this  session  as  evidence  of  our  ac- 
tivities. 

THE  SPEAKER:  State  Tuberculosis  Commit- 
tee, Dr.  Rude,  chairman. 


REPORT  OF  STATE  TUBERCULOSIS 
COMMITTEE 

Dr.  W.  S.  Rude  read  the  report  of  the  State 
Tuberculosis  Committee. 

This  committee  has  been  requested  to  bring  one 
subject  before  the  House  of  Delegates  for  discus- 
sion and  consideration. 

The  question  of  remunerating  private  physicians 
who  furnish  collapse  therapy  for  indigent  tuber- 
culous patients. 

Under  the  present  plan  of  hospitalization  both 
general  hospitals  and  the  two  state  tuberculosis 
hospitals  are  used.  Admission  to  the  state  hospi- 
tals is  limited  to  patients  suitable  for  some  form 
of  collapse  therapy.  Hospitalization  is  limited  to  a 
period  of  two  months.  Readmissions  are  possible 
when  complications  arise  or  to  provide  additional 
treatment. 

Following  the  two  months’  period  of  hospitaliza- 
tion patients  are  returned  to  their  respective  com- 
munities to  continue  pneumothorax  refills  by  quali- 
fied private  physicians.  Ninety-five  per  cent  of  the 
refills  are  being  made  without  pay.  There  are  only 
about  twenty  physicians  qualified  and  equipped  to 
make  these  refills,  and  a large  part  of  the  load  is 
now  being  carried  by  about  five  or  six  of  them. 

The  Division  of  Tuberculosis  Control  feels  that 
it  is  an  imposition  on  private  physicians  to  expect 
them  to  continue  this  service  to  indigent  patients 
without  some  remuneration  and  outlines  a plan  of 
remunerating  private  physicians  for  this  service. 

Outline  of  the  plan  is  as  follows: 

1.  Physicians  participating  in  the  program  and 
eligible  to  receive  the  honorarium  must  meet  cer- 
tain minimal  qualifications  as  to  training  and 
equipment. 

2.  Physicians  employed  by  a governmental 
agency  or  institution  providing  treatment  for  tu- 
berculous patients  will  not  be  eligible  for  payment 
nor  will  the  regular  staff  members  of  a charity 
hospital  chest  clinic  be  eligible  for  payment  for 
treatment  of  patients  in  such  institutions  or  clinics. 

3.  Only  patients  who  have  been  hospitalized 
under  the  Tennessee  Tuberculosis  Hospitalization 
Program  will  be  eligible  for  consideration.  No 
patient  whose  pneumothorax  was  induced  prior  to 
January  1,  1944,  will  be  eligible  for  consideration. 

4.  Each  physician  approved  for  the  honorarium 
list  shall  agree  to  accept  all  patients  referred  to 
him  for  treatment,  and  each  physician  will  re- 
ceive ten  dollars  per  month  per  patient,  provided 
that  no  physician  will  be  paid  more  than  $100.00 
per  month  for  pneumothorax  refills. 

5.  It  is  felt  that  some  form  of  honorarium  should 
be  provided  for  chest  surgery  performed  by  quali- 
fied chest  surgeons  in  private  practice  where  such 
surgery  is  done  in  private  general  hospitals.  These 
procedures  are  highly  technical,  time-consuming, 
and  require  special  and  expensive  instruments 
which  the  surgeons  furnish  themselves. 

A pneumolysis,  for  example,  requires  from  one 
to  two  hours  to  do,  and  the  instruments  are  deli- 
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cate,  hard  to  replace  now,  and  involve  a capital 
cost  of  about  $400.00. 

The  average  thoracoplasty  is  done  in  two  stages, 
requiring  about  two  to  three  hours  for  each  stage. 
Stages  are  done  at  intervals  of  two  weeks.  Trans- 
fusions are  usually  done  at  the  time  of  each  stage. 

The  scale  proposed  for  surgical  operations  is 
based  on  the  one  used  at  the  Western  North  Caro- 
lina State  Sanatorium,  where  all  surgery  is  done 
by  private  surgeons;  and  the  fees,  which  are  larger 
than  the  ones  proposed  here,  are  paid  either  by  the 


patient  or  the  state. 

Phrenic  nerve  operations,  each  $15.00 
Pneumolysis,  each  15.00 

Bronchoscopy,  each  15.00 

Thoracoplasty,  per  stage  30.00 


W.  S.  RUDE,  M.D.,  Chairman. 

This  committee  recommends  approval  of  this 
plan.  It  is  both  just  and  needed. 

DR.  RUDE:  We  first  thought  we  would  present 
this  matter  to  the  House  of  Delegates  for  con- 
sideration and  discussion  only  without  making  any 
recommendation,  but  after  we  met  we  decided  that 
we  would  recommend  that  this  plan  of  procedure 
be  adopted. 

The  report  was  handed  to  the  chairman  of  the 
Committee  on  Reports  of  Committee. 

THE  SPEAKER:  Dr.  Wood,  chairman  of  the 
State  Hospital  Committee. 

REPORT  OF  STATE  HOSPITAL  COMMITTEE 

DR.  E.  G.  WOOD:  Mr.  Speaker,  there  having 
been  no  communications  or  business  referred  to 
the  State  Hospital  Committee,  there  is  no  report 
to  be  made. 

THE  SPEAKER:  The  Committee  on  Public  Pol- 
icy and  Legislation,  Dr.  Shofner,  chairman. 

REPORT  OF  COMMITTEE  ON  PUBLIC  POLICY 
ANI)  LEGISLATION 

Dr.  N.  S.  Shofner  read  the  report  of  the  Com- 
mittee on  Public  Policy  and  Legislation.  The  re- 
port was  handed  to  the  chairman  of  the  Committee 
on  Reports  of  Committees. 

During  the  past  year  there  has  been  no  session 
of  the  Tennessee  Legislature  and  consequently 
your  committee  has  been  relatively  inactive  in  mat- 
ters originating  within  the  confines  of  our  state. 

There  has  been  called  to  the  attention  of  your 
committee  a matter  upon  which  it  has  not  acted 
and  upon  which  it  cannot  act,  and  this  appears  to 
deserve  some  discussion  in  this  report.  This  is  the 
matter  of  the  flood  of  naturopathic  practitioners 
which  seems  to  have  inundated  the  state,  and  about 
which  there  have  been  numerous  inquiries  at  the 
office  of  the  secretary  of  the  State  Association 
from  both  physicians  and  laymen. 

At  the  1943  session  of  the  legislatur-e  a so- 
called  naturopathic  practice  act  was  passed  over 
the  opposition  of  your  committee.  After  the  pas- 
sage Dr.  O.  N.  Bryan,  our  president,  personally 


visited  the  Governor  at  the  request  of  your  com- 
mittee and  pointed  out  our  opposition  to  the  bill 
and  our  reasons  therefor.  The  Governor  agreed 
that  it  was  a bad  bill  and  vetoed  it.  A bitter  fight 
developed  in  the  legislature  and  the  bill  was  passed 
over  the  Governor’s  veto  by  a large  majority.  It 
was  reliably  reported  to  your  committee  that  this 
was  accomplished  by  a coalition  of  the  proponents 
of  the  “naturopathic”  bill  and  rural  representa- 
tives who  supported  the  bill  in  return  for  the  sup- 
port of  the  naturopathic  proponents  in  passing 
some  agricultural  bill  which  was  facing  rough 
weather. 

It  seems  proper  to  quote  the  definition  of  “na- 
turopathy” as  stated  in  the  bill.  “Naturopathy 
. . . means  nature  cure  or  health  by  natural  meth- 
ods and  is  defined  as  the  prevention,  diagnosis,  and 
treatment  of  human  injuries,  ailments,  and  dis- 
eases by  means  of  any  one  or  more  of  the  psy- 
chological, physical  or  mechanical,  chemical  or 
material,  forces  or  agencies  of  nature.”  This  lan- 
guage seemed  to  your  committee  and  its  legal 
advisers  to  be  vague  enough  and  elastic  enough 
to  permit  the  use  of  any  method  known  or  un- 
known, in  the  heavens  above,  in  the  earth  below, 
or  in  the  region  below  the  earth.  The  only  ap- 
parent restriction  of  practice  is  in  section  12  of  the 
bill  which  states:  “Be  it  further  enacted  that  noth- 
ing in  this  Act  or  any  construction  thereof  shall 
permit  or  authorize  any  ‘naturopathic  physician’ 
licensed  thereunder  to  perform  any  surgical  work 
other  than  minor  matters.” 

Since  the  passage  of  the  bill  there  has  been  an 
influx  of  these  “naturopathic  physicians”  into  the 
state,  especially  to  the  smaller  communities,  and 
the  communications  from  these  localities  complain 
that  these  people  are  engaging  in  the  general  prac- 
tice of  medicine  and  there  seems  to  be  a feeling 
that  the  Legislative  Committee  should  act  to  re- 
strain them.  It  seems  clear,  however,  that,  ac- 
cording to  the  act  referred  to  (House  Bill  No. 
129),  these  men  are  entirely  within  the  law  and 
that  nothing  can  be  done  to  restrain  them  except 
a change  in  the  law.  This  seems  a perfect  illus- 
tration of  the  effects  of  the  indifference  of  politi- 
cians to  the  welfare  of  the  public  in  that  they 
permitted  these  so-called  “naturopaths”  to  be 
granted  practically  the  same  rights  as  physicians 
for  the  sake  of  passing  other  legislation  of  interest 
to  them.  These  people  are  not  hurting  the  medical 
profession,  but  the  effect  on  the  public  welfare  is 
open  to  question. 

In  the  realm  of  national  affairs  your  committee 
has  been  alert  to  the  menace  of  recent  legislative 
trends,  particularly  the  Wagner-Murray-Dingell 
Bill,  which  envisions  the  control  of  all  medical 
care  by  an  agent  of  the  federal  government  and 
which  would  make  all  doctors  the  hirelings  of 
Washington  bureaucrats  and  of  all  the  people  the 
compliant  wards  of  federal  largess. 

Your  committee  has  received  countless  bulletins 
and  messages  from  the  Legislative  Bureau  of  the 
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American  Medical  Association  and  has  acted  in  co- 
operation with  this  bureau  in  bringing  to  bear  all 
possible  opposition  to  this  bill. 

Respectfully  submitted, 

N.  S.  SHOFNER,  M.D. 

M.  S.  ROBERTS,  M.D. 

H.  B.  EVERETT,  M.D. 

JOHN  B.  STEEL,  M.D. 

T.  R.  RAY,  M.D. 

H.  H.  SHOULDERS,  M.D. 

O.  N.  BRYAN,  M.D. 

REPORT  OF  LIAISON  COMMITTEE 

THE  SPEAKER:  The  Liaison  Committee,  Dr. 
L.  W.  Edwards,  chairman.  (Absent.)  (Report 
read  at  Wednesday  session.) 

The  Insurance  Committee,  Dr.  A.  F.  Cooper, 
chairman. 

DR.  HAMILTON:  Mr.  Speaker,  I received  a re- 
port from  Dr.  A.  F.  Cooper  and  he  asked  that 
either  Dr.  Copenhaver  or  I read  it.  Dr.  Copen- 
haver  not  being  here,  I guess  I will  have  to  read  it. 

REPORT  OF  INSURANCE  COMMITTEE 

Dr.  Hamilton  read  the  report  of  the  Insurance 
Committee,  which  was  referred  to  the  Committee 
on  Reports  of  Committees. 

Gentlemen: 

Your  committee  reports  that  as  far  as  we  are 
informed  the  experience  of  our  members  with  both 
the  companies  in  which  our  illness  and  accident 
coverage  is  carried,  the  Commercial  Casualty,  rep- 
resented by  the  Hayes  Hartnett  Agency,  and  the 
National  Casualty,  represented  by  the  J.  O.  Tank- 
ard Agency,  both  of  Nashville,  has  been  entirely 
satisfactory.  Not  only  have  no  complaints  been 
received  by  us  as  to  settlement  of  claims  by  them 
or  otherwise,  but  letters  expressing  satisfaction 
have  come  to  us. 

Some  months  ago  an  assessment  insurance  com- 
pany of  Omaha,  Nebraska,  attempted  by  misrep- 
resentation, both  by  mail  and  by  personal  solicita- 
tion, to  load  an  inferior  policy  on  a number  of 
our  members.  In  some  instances  it  accomplished 
its  purpose.  But  letters  from  your  committee  to 
all  members  of  the  Association,  together  with  per- 
sonal contact  with  the  office  of  the  State  Commis- 
sioner of  Insurance  and  the  vigorous  efforts  of  the 
Hayes  Hartnett  Agency  in  combatting  this  under- 
handed procedure,  both  with  that  office  and  by 
personal  interviews  with  many  of  our  members, 
have  been  almost  uniformly  successful  in  convinc- 
ing them  of  the  proposed  imposition  upon  them. 
We  urge  our  members  that  if  at  any  time  such 
propositions  are  made  to  them  which  appear  in 
any  way  to  conflict  with  the  insurance  we  carry 
with  the  companies  named,  or  if  they  should  feel  at 
all  uncertain  in  any  way  whatsoever  as  to  the 
validity  of  a contract  offered  to  them  as  to  pre- 
mium, individual  clauses  contained  therein,  etc., 
that  they  take  up  the  matter  at  once  either  with 
this  committee  or  with  the  representatives  of  the 
companies  cited. 


We  call  to  your  attention  both  companies  have 
suffered  a reduction  in  the  number  of  insureds  due 
to  the  fact  so  many  of  the  younger  men  have  gone 
into  the  military  service.  Really  this  should  not 
be,  in  fairness  to  themselves,  as  their  policies  need 
not  be  dropped,  all  being  given  coverage  against 
any  disability  that  might  occur  to  them  in  civilian 
life,  at  a rate  not  approached  elsewhere,  and  should 
be  taken  advantage  of  by  them,  disability  due  to 
military  service  only  being  barred.  It  is  our  in- 
formation few  companies  are  so  generous  to  their 
policyholders.  In  addition  to  this  there  have  been 
some  deaths,  removals  from  the  state,  etc. 

The  National  Casualty  Company  paid  from 
March  25,  1943,  to  March  25,  1944,  $4,057.37  to 
six  members.  They  have  sixty  (60)  insured. 

The  Commercial  Casualty  Company  has  paid 
from  April  1,  1943,  to  April  1,  1944,  $12,070.87 
to  thirty-four  members.  This  difference  is  due  in 
part  to  the  fact  we  have  more  insured  with  this 
company,  a total  of  362,  and  partly  to  the  non- 
eancellable  provision  their  contract  contains,  which 
causes  a fairly  large  number  of  repeat  claims. 

We  urge  all  those  eligible  who  have  not  done 
so  to  avail  themselves  of  the  very  reasonably 
priced  and  liberal  insurance  contracts  your  com- 
mittee has  arranged  for  their  optional  protection. 
One  may  carry  as  much  as  $100.00  weekly  in  both 
companies  combined  (this  is  not  on  a monthly  but 
a weekly  basis,  which  is  quite  different),  which  to 
most  of  us  would  prove  “a  very  present  help  in 
time  of  trouble.”  The  cost  for  less  coverage  is 
proportionate.  Exact  rates  may  be  obtained  from 
the  agencies  named. 

C.  M.  HAMILTON, 

KYLE  C.  COPENHAVER, 

A.  F.  COOPER  (Chmn.), 

Committee. 

THE  SPEAKER:  The  Committee  on  Medical 
Education,  Dr.  Frere  of  Chattanooga,  chairman. 

REPORT  OF  COMMITTEE  ON  MEDICAL 
EDUCATION 

Dr.  J.  Marsh  Frere  read  the  report  of  the  Com- 
mittee on  Medical  Education,  which  was  referred 
to  the  Committee  on  Reports  of  Committees. 

Mr.  Chairman  and  Delegates : 

I am  glad  to  report  that  even  though  the  war 
emergency  has  taken  up  a great  deal  of  our  time 
that  most  of  the  members  of  your  Educational 
Committee  have  found  time  to  do  some  education 
work.  They  have  helped  to  supply  doctors  to  give 
talks  to  various  lay  groups  and  have  contributed 
papers  over  the  radio  along  health  lines — that  is, 
tuberculosis,  cancer,  and  infectious  diseases  con- 
trol. 

The  other  various  committees  doing  health  edu- 
cational work  were  contacted  and  their  chairmen 
have  reported  that  they  have  functioned  fairly 
well. 

Dr.  J.  L.  McGehee,  chairman  of  the  Committee 
on  Postgraduate  Instruction  in  Surgical  Diseases, 
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reports  that  so  far  the  attendance  record  for  the 
surgical  diagnosis  course  is  even  better  than  the 
one  just  completed  in  internal  medicine. 

Respectfully  submitted, 

J.  MARSH  FRERE,  M.D.,  (Chmn.), 

Chattanooga. 

J.  M.  LEE,  M.D.,  Nashville. 

W.  C.  CHANEY,  M.D.,  Memphis. 

R.  B.  WOOD,  M.D.,  Knoxville. 

C.  H.  SANFORD,  Memphis. 

D.  W.  SMITH,  M.D.,  Nashville. 

THE  SPEAKER:  The  Committee  on  Memoirs, 
Dr.  James  O.  Walker,  chairman. 

REPORT  OF  COMMITTEE  ON  MEMOIRS 

THE  SECRETARY:  Mr.  Speaker,  Dr.  Walker 
is  absent.  He  is  chairman  of  the  committee.  You 
will  find  the  list  of  the  men  who  have  died  within 
the  last  year  on  page  2 of  your  programs. 

REPORT  OF  COMMITTEE  ON  MATERNAL 
WELFARE 

THE  SPEAKER:  The  Committee  on  Maternal 
Welfare,  Dr.  J.  R.  Reinberger,  chairman.  (Ab- 
sent.) 

REPORT  OF  COMMITTEE  ON  CHILD 
WELFARE 

The  Committee  on  Child  Welfare,  Dr.  Overall, 
chairman,  submitted  the  following  report: 

Dr.  ./.  Marsh  Frere, 

707  Walnut  Street, 

Chattanooga,  Tennessee. 

Dear  Dr.  Frere: 

In  reply  to  your  letter  of  March  24  in  regard 
to  the  Committee  on  Education  of  the  Tennessee 
State  Medical  Association  will  give  you  the  fol- 
lowing report: 

There  have  been  no  formal  programs,  but  the 
various  committee  members  have  given  numerous 
talks  to  Parent-Teacher  Associations  and  other 
child  welfare  and  child  health  groups  with  par- 
ticular emphasis  on  venereal  and  tuberculosis  con- 
trol and  secondary  emphasis  on  the  influence  of 
the  war  on  the  child’s  mental  health. 

I hope  this  gives  you  a complete  enough  report, 
as  this  is  the  same  report  that  I am  turning  in 
to  Dr.  Shoulders  for  my  committee  report  to  the 
House  of  Delegates. 

Very  truly  yours, 

JAMES  C.  OVERALL,  M.D. 

REPORT  OF  COMMITTEE  ON  CANCER 

The  Committee  on  Cancer,  Dr.  C.  H.  Heacock, 
chairman. 

Dr.  C.  H.  Heacock  read  the  report  of  the  Com- 
mittee on  Cancer,  which  was  referred  to  the  Com- 
mittee on  Reports  of  Committees. 

No  meeting  of  the  Cancer  Committee  has  been 
held  since  the  meeting  of  the  State  Association  two 
years  ago.  One  is  scheduled  for  tomorrow.  One 
of  the  main  functions  of  this  committee  is  to  act 
in  an  advisory  capacity  to  the  Women’s  Field 
Army  of  the  American  Society  for  the  Control  of 


Cancer.  Numerous  conferences  have  been  held 
with  the  state  commander  of  the  Women’s  Army. 
Each  April  they  conduct  an  enlistment  campaign 
and  the  educational  program  goes  on  throughout 
the  year. 

In  1941,  there  was  a nucleus  of  organization  in 
approximately  forty-four  counties  with  a member- 
ship of  4,402.  Today  there  are  fifty-one  counties 
well  organized  and  functioning  with  a membership 
of  14,000.  Through  this  period  over  a million 
pieces  of  literature  has  been  distributed  to  all  lay 
and  professional  groups.  Three  tumor  clinics  have 
been  organized  and  are  located  in  Johnson  City, 
Chattanooga,  and  Nashville.  These  clinics  are 
financed  by  the  efforts  of  the  Women’s  Field  Army. 
In  Knoxville  the  Field  Army  makes  a financial 
contribution  to  the  General  Hospital  Tumor  Clinic 
and  also  to  St.  Mary’s.  Total  amount  of  money 
raised  for  these  clinics  is  $36,950.00. 

With  no  invested  capital  and  with  a minimum 
of  overhead  expenses  the  Women’s  Field  Army  has 
become  a well-established  group.  It  stands  as  a 
great  and  unique  volunteer  army  fighting  to  aid 
scientific  medicine  in  attacking  enemy  number  two 
to  humanity.  The  results  of  seven  years’  activity 
have  been  consolidated  and  analyzed  so  that  those 
of  the  future  can  go  forward  with  assurance  and 
efficiency. 

THE  SPEAKER:  Committee  on  Physical  Ther- 
apy, Dr.  Ashby,  chairman. 

REPORT  OF  COMMITTEE  ON  PHYSICAL 
THERAPY 

Dr.  J.  J.  Ashby  read  the  report  of  the  Commit- 
tee on  Physical  Therapy,  which  was  referred  to 
the  Committee  on  Reports  of  Committees. 

The  Committee  on  Physical  Therapy  has  not  had 
a meeting,  and  has  taken  no  action  as  a committee. 
The  chairman  of  this  committee  has  been  in  con- 
tact with  the  chairman  and  some  of  the  members 
of  the  Tennessee  Chapter  of  the  American  Physical 
Therapy  Association.  This  organization  is  func- 
tioning, but  with  only  a few  members. 

Physical  therapy  in  civilian  practice  is  apparent- 
ly not  developing  during  the  wartime.  This  seems 
to  be  due  to  the  lack  of  trained  physiotherapists, 
and  due  to  the  pressure  under  which  medicine  and 
surgery  are  being  done  at  present.  Physical  ther- 
apy is  being  used  extensively  in  the  armed  serv- 
ices, and  after  the  war  thei'e  will  undoubtedly  be 
many  more  trained  physiotherapists  for  civilian 
use.  It  is  our  intention  to  do  everything  we  can 
to  promote  the  ethical  use  of  these  trained  physio- 
therapists when  they  become  available. 

Respectfully  submitted, 

J.  J.  ASHBY,  M.D.,  Chairman. 

THE  SPEAKER:  The  Committee  on  Industrial 
Hygiene,  Dr.  C.  E.  Newell,  chairman. 

REPORT  OF  COMMITTEE  ON  INDUSTRIAL 
HYGIENE 

Dr.  C.  E.  Newell  read  the  report  of  the  Commit- 
tee on  Industrial  Hygiene,  which  was  referred  to 
the  Committee  on  Reports  of  Committees. 


October,  1944 


PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES 


339 


Gentlemen : 

The  following  is  the  sixth  annual  report  of  the 
activities  of  the  Committee  on  Industrial  Hygiene: 

Due  to  the  absence  of  the  regular  state  meeting 
last  year,  at  which  time  our  committee  usually 
meets,  we  have  not  had  a regular  meeting  since  the 
last  report.  The  members,  however,  have  held 
frequent  communication  with  each  other  through 
correspondence. 

We  are  attempting  to  keep  up  to  date  our  card 
index  of  Tennessee  physicians,  both  industrial  and 
nonindustrial,  as  best  we  can  in  these  changing- 
times.  We  are  compiling  a list  of  industries  in  the 
state  which  employ  physicians  on  a full  or  part- 
time  basis. 

Our  committee  has  been  cooperating  with  the 
industrial  hygiene  branch  of  the  Tennessee  State 
Department  of  Health  by  aiding  them  in  compiling 
their  list  of  industrial  physicians  in  our  state.  We 
are  preparing  an  article  at  the  present  time  to 
appear  in  their  new  publication,  Tennessee  Indus- 
trial Hygiene  News.  Our  committee  has  taken  an 
active  part  in  the  program  and  activities  of  the 
Tennessee  Tuberculosis  Association  during  the  past 
year. 

We  have  arranged  two  industrial  health  papers 
for  the  program  at  the  state  meeting  here  in 
Nashville  this  year. 

In  February  our  committee  had  official  repre- 
sentation at  the  Sixth  Annual  Congress  on  Indus- 
trial Health  held  in  Chicago.  This  meeting  is  be- 
coming progressively  larger  and  more  important  in 
industrial  health  activities  in  the  nation. 

Respectfully  submitted, 

CECIL  E.  NEWELL,  M.D.  (Chmn.). 

C.  F.  N.  SCHRAM,  M.D. 

A.  R.  McMAHAN,  M.D. 
CARRINGTON  HARRISON,  M.D. 

April  11,  1944. 

THE  SPEAKER:  The  Committee  on  Fractures, 
Dr.  Duncan  Eve,  chairman. 

REPORT  OF  COMMITTEE  ON  FRACTURES 

To  the  House  of  Delegates : 

The  Committee  on  Fractures  has  continued  to 
function,  although  it  has  been  impossible  for  the 
Committee  on  Fractures  to  hold  a meeting. 

Our  committee  suggests  the  following: 

1.  A symposium  on  fractures  at  our  annual 
meeting. 

2.  A fracture  exhibit  at  each  meeting,  these  ex- 
hibits to  be  conducted  locally. 

3.  That  the  emergency  and  definite  treatment 
of  fractures  be  taught  to  internes. 

4.  That  papers  on  fractures  and  cases  of  frac- 
tures be  presented  before  hospital  staff  meetings. 

5.  That  an  annual  meeting  of  each  medical  so- 
ciety be  devoted  to  the  care  and  treatment  of 
fractures. 

In  regard  to  ambulances  being  equipped  with 
first-aid  equipment  and  Thomas  splints,  a few 
years  ago,  this  committee  contacted  all  active  am- 


bulance companies  throughout  the  state  and  re- 
ceived all  kinds  of  promises,  but  virtually  no  re- 
sults. With  the  companies  in  the  large  cities,  com- 
petition and  speed  are  the  main  objects.  It  is- 
our  opinion  that  there  is  only  one  way  to  secure 
their  cooperation — legislation  by  the  state  laws. 
Respectfully  submitted, 

DUNCAN  EVE,  M.D.,  Chairman. 

April  11,  1944. 

The  Committee  on  Prepayment  Plans  for  Med- 
ical and  Hospital  Services,  Dr.  J.  O.  Manier,  chair- 
man. 

THE  SECRETARY:  Dr.  Manier  and  his  com- 
mittee made  a report  to  the  Association,  published 
in  the  October  issue  of  the  JOURNAL,  page  377. 
He  asked  me  to  submit  this  for  reference  now,  so 
that  it  may  come  up  through  channels  in  regular 
order  tomorrow,  and  I do  so. 

The  report  was  referred  to  the  Committee  on 
Reports  of  Committees. 

THE  SPEAKER:  The  Advisory  Committee  to 
the  Woman’s  Auxiliary,  Dr.  Jesse  C.  Hill,  chair- 
man. 

REPORT  OF  ADVISORY  COMMITTEE  TO  TIIE 
WOMAN’S  AUXILIARY 

The  Woman’s  Auxiliary  to  the  Tennessee  State 
Medical  Association  has  done  a very  commendable 
work  during  the  past  year.  Though  handicapped 
because  many  members  leaving  with  their  hus- 
bands in  military  service,  and  the  strain  of  other 
defense  problems,  they  have  kept  their  heads  above 
the  water  and  carried  on  in  a splendid  way.  I 
will  mention  a few. 

1.  At  every  opportunity  they  have  fought  the 
Wagner  bill,  and  every  other  proposal  inclined 
toward  social  medicine.  The  women  are  recognized 
as  a great  power  during  the  late  years  in  things 
pertaining  to  the  general  welfare  of  our  country, 
and  many  times  their  finger  points  with  a more 
sincere  determination  than  that  of  the  opposite 
sex.  We  thank  God  for  them. 

2.  If  there  was  ever  a time  when  the  doctors 
should  stand  together,  forget  petty  differences,  and 
be  kind  toward  one  another,  it  is  now.  The  un- 
seen hand  of  the  auxiliary  has  done  much,  and 
is  still  doing  much  along  this  line. 

3.  The  auxiliary  is  made  up  of  the  most  refined 
women  in  society,  backing  their  husbands’  profes- 
sion like  no  other  organization.  We  are  proud  of 
them.  They  are  so  careful  to  help,  not  hurt. 

4.  They  have  taken  the  initiative  along  many 
other  lines  of  great  interest,  and  help  to  the  med- 
ical profession  which  in  this  brief  report  will  not 
be  mentioned,  but  we  will  say  they  are  all  good. 

5.  Mrs.  W.  A.  Ruch  of  Memphis,  the  state  presi- 
dent, is  a wonderful  personality.  Her  stately  man- 
ner and  kind  voice  is  an  inspiration  to  all  who 
come  in  contact  with  her.  She  has  done  a splen- 
did work. 

The  three  members  of  the  committee  hope  that 
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all  the  doctors’  wives  will  join  and  help  carry  on 
their  good  work. 

Sincerely, 

JESSE  C.  HILL,  M.D.  (Chinn.), 

R.  R.  BROWN,  M.D., 

ROBERT  S.  PEARCE,  M.D., 

Advisory  Council. 

This  concludes  the  reports  of  standing  and  spe- 
cial committees.  We  will  now  take  up  any  new 
business  that  should  be  brought  before  the  society. 

MEMPHIS  RESOLUTION  ON  WAGNER- 
Ml'RRAY -DINGELL  BILL 

DR.  CHANEY : Mr.  Speaker  and  Members  of 
the  Society  and  the  House  of  Delegates:  These 
resolutions  concerning  the  Wagner-Murray-Dingell 
Bill  and  our  attitude  toward  it  were  presented  be- 
fore the  Memphis  and  Shelby  County  Medical  So- 
ciety and  the  resolutions  were  adopted  by  that 
society.  We  would  like  now  to  present  them  to 
the  delegates  of  the  State  Society  for  their  con- 
sideration. 

“For  several  years  now  we  have  been  watching 
with  a deep  feeling  of  alarm  the  almost  constant 
efforts  of  certain  ambitious  political  groups  to  have 
laws  enacted  for  the  purpose  of  giving  the  federal 
government  the  power  to  organize  and  control  the 
practice  of  medicine  throughout  our  country. 

“With  about  one-third  of  the  members  of  our 
profession  in  the  armed  forces  and  the  rest  of  the 
physicians  so  overburdened  with  work  to  maintain 
the  health  on  the  home  front,  the  time  is  very  op- 
portune for  our  enemies  to  bring  their  so-called 
reforms  before  the  Congress  of  the  United  States 
and  have  them  enacted  into  laws;  laws  that  will 
in  reality  so  disrupt  the  efficiency  of  American 
medicine  that  many  of  the  marvelous  advances  in 
the  science  of  medicine  in  the  past  200  years  will 
be  lost  or  put  into  hands  not  skilled  enough  to 
use  them.  Such  a bill  is  now  before  Congress.  We 
refer  to  the  Wagner-Murray-Dingell  Bill. 

“As  members  of  the  medical  profession  we  can 
no  longer  afford  to  stand  by  and  look  on.  It  is 
time  for  action.  As  one  man,  we,  the  physicians  of 
the  entire  United  States,  have  arisen  to  demand 
that  the  future  of  American  medicine  be  left 
entirely  in  our  hands. 

“Let  him  who  would  ‘socialize’  us  investigate  the 
medical  profession,  and  he  will  find  that  the  gi'eat 
masses  of  people  in  the  United  States  get  better 
medical  attention  than  anywhere  else  in  the  world, 
and  this  skill  and  efficiency  was  developed  by  the 
doctors  themselves. 

“Let  him  who  would  ‘regiment’  us  study  the 
morbidity  and  mortality  rates  in  Germany,  where 
such  a plan  was  tried. 

“While  our  men  who  are  in  the  military  services 
are  fighting  to  keep  from  our  shores  dictatorship 
and  regimentation,  both  born  in  the  blood  of  revo- 
lution, we  who  are  left  at  home  are  determined 
that  none  of  Europe’s  medical  reforms  shall  be 
brought  into  this  country  under  the  guise  of  ‘prog- 
ress.’ 


“This  committee,  therefore,  offers  the  following 
resolution : 

“ ‘Whereas,  the  Memphis  and  Shelby  County 
Medical  Society  is  cognizant  of  the  danger  to  the 
health  of  the  American  people  and  aware  of  the 
threat  to  the  libei'ty  of  American  citizens  attend- 
ant on  the  passage  of  the  Wagner-Murray-Dingell 
Bill ; and 

“ ‘Whereas,  this  society  is  mindful  that  improve- 
ment in  the  distribution  of  medical  service  is  de- 
sirable, but  is  also  mindful  that  such  improvement 
cannot  be  obtained  through  the  Wagner-Murray- 
Dingell  Bill  or  similar  legislation,  but  could  best 
be  accomplished  by  the  medical  profession  itself; 
and 

“ ‘Whereas,  in  this,  the  greatest  crisis  in  the 
history  of  the  country  and  in  the  history  of  the 
medical  profession  in  America,  the  American  Med- 
ical Association  has  witnessed  other  groups,  such 
as  the  one  in  Indiana  and  a host  of  others,  which 
I need  not  mention,  proceed  to  organize  and  assume 
duties  and  functions  which  rightfully  should  be 
the  province  of  the  American  Medical  Association, 
and  the  organization  of  these  groups  is  evidence 
of  a failure  on  the  part  of  the  American  Medical 
Association  to  perform  properly  its  duties;  the 
American  Medical  Association  has  the  organiza- 
tion, the  membership  and  the  funds  and  is  the 
body  whose  duty  it  is  to  represent  the  profession 
in  this  very  important  matter.  Be  it 

“ ‘Resolved,  That  the  medical  profession,  indi- 
vidually and  through  its  organization,  make  every 
possible  effort  to  defeat  the  Wagner-Murray-Din- 
gell Bill,  and  all  similar  legislation;  and  be  it 
further 

“ ‘ Resolved , That  this  society  urge  the  Tennessee 
State  Medical  Association  to  instruct  its  delegates 
to  the  American  Medical  Association  to  exact  every 
effort  to  have  the  American  Medical  Association 
be  more  diligent  in  its  campaign  to  defeat  this 
legislation,  and  also  to  urge  our  delegates  to  in- 
form the  American  Medical  Association  that  its 
membership  is  not  entirely  pleased  with  the  effort 
so  far  made  by  the  leaders  of  the  Association; 
and  be  it  further 

“ ‘Resolved,  That  we  urge  the  trustees  of  the 
American  Medical  Association  immediately  to  take 
the  following  steps: 

“ ‘1.  Employ  talented  physicians  with  proper 
legal  aid  to  devise  a plan  for  prepaid  medical  and 
surgical  services  which  will  be  applicable  to  every 
community  in  the  United  States. 

“ ‘2.  That  the  American  Medical  Association 
open  and  maintain  an  office  in  Washington  which 
will  study  every  bill  and  directive  proposed  by 
the  government  pertaining  to  medical  matters  and 
that  this  office  keep  the  component  societies  of  the 
American  Medical  Association  informed  of  such 
matters.’  ” 

That  is  signed  by  Drs.  E.  C.  Ellett,  J.  B.  Stan- 
ford, H.  B.  Everett,  and  W.  C.  Chaney. 

DR.  STANFORD:  I move  that  we  instruct  our 
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delegates  to  the  American  Medical  Association  to 
follow  the  procedures  as  outlined  in  this  resolution. 

THE  SPEAKER:  That  is  out  of  order  now. 

DR.  STANFORD:  Thank  you. 

The  resolution  was  referred  to  the  Committee  on 
Resolutions. 

REPORT  OF  COMMITTEE  ON  POSTWAR 
PLANNING 

THE  SECRETARY:  Mr.  Speaker,  I placed  in 
my  report  a recommendation  that  the  House  create 
a new  committee.  To  facilitate  matters,  I wrote  a 
resolution  for  your  consideration  and  I will  l’ead  it. 

“Be  It  Resolved  by  the  House  of  Delegates  of 
the  Tennessee  State  Medical  Association  that: 

“A  committee  to  be  known  as  a Postwar  Plan- 
ning Committee  is  hereby  created. 

“The  committee  shall  consist  of  not  less  than 
five  members  nor  more  than  seven,  and  each  sec- 
tion of  the  state  shall  be  repi-esented  on  the 
committee. 

“It  shall  be  the  duty  of  this  committee  to  con- 
sider postwar  problems  as  they  relate  to  the  med- 
ical profession  and  to  medical  care,  and  to  co- 
operate with  a like  committee  of  the  American 
Medical  Association  in  the  performance  of  such 
duties  as  appear  apropos.” 

THE  SPEAKER:  That  also  is  referred  to  the 
Committee  on  Resolutions. 

THE  SECRETARY : Mr.  Speaker,  at  this  mo- 
ment, if  there  are  no  other  new  matters  to  be 
brought  up,  Dr.  James  Paullin,  now  president  of 
the  American  Medical  Association,  is  here  and 
upstairs.  He  will  be  glad  to  come  down  and  meet 
for  a few  minutes  with  you,  and,  I believe,  Mr. 
Speaker,  that  now  would  be  a good  time.  He 
will  speak  to  the  general  assembly  tonight,  but 
he  probably  will  speak  more  intimately  down  here 
to  this  House  of  Delegates. 

THE  SPEAKER:  What  is  the  pleasure  of  the 
House? 

It  was  agreed  that  Dr.  Paullin  should  be  asked 
to  address  the  House.  The  members  arose  and 
applauded  as  he  was  escorted  to  the  rostrum.  Dr. 
Stanford  assumed  the  chair. 

DR.  PAULLIN’S  ADDRESS 

THE  SECRETARY:  The  temporary  chairman 
requests  that  I present  to  you  Dr.  Paullin.  I shall 
make  it  brief.  First,  I should  like  to  say  that  I 
know  of  no  man  in  medicine  who  has  the  broad 
contact  that  Paullin  has  today  with  medical  prob- 
lems, not  only  civilian,  but  military.  First,  he 
has  been,  up  until  a few  days  ago,  president  not 
only  of  the  American  Medical  Association,  but  the 
American  College  of  Physicians  also.  He  has 
served  on  the  Research  Council  of  the  nation  in 
the  medical  section.  He  is  one  of  the  original 
members  of  the  Committee  on  Military  Prepared- 
ness which  I,  as  Speaker  of  the  House  of  Delegates, 
had  the  honor  and  pleasure  of  appointing  in  New 
York  in  1940.  When  that  committee  was  discon- 
tinued and  the  Committee  on  Procui-ement  and 


Assignment  was  created  by  the  nation,  Dr.  Paullin 
was  placed  on  its  governing  board.  He  has  served 
continuously  to  this  time.  He  is  serving  now  as  a 
member  of  the  Committee  on  Postwar  Planning. 
He  is  also  a member  of  the  new  council  created 
last  year  by  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association  to  consider  medical  care 
and  legislative  matters,  of  which  Dr.  Bauer  of 
New  York  is  chairman. 

I might  go  on  and  name  other  assignments.  Suf- 
fice to  say,  then,  that  he  is  not  merely  a member 
of  these  groups,  he  is  an  active  member  of  every 
one,  and  I count  it  a great  honor  and  privilege  to 
present  to  you  our  Southern  neighbor  and  gentle- 
man, an  outstanding  leader.  Dr.  James  Paullin. 

The  members  arose  and  applauded. 

DR.  JAMES  PAULLIN:  Mr.  Speaker,  Dr.  Shoul- 
ders, Members  of  the  House  of  Delegates  of  the 
Tennessee  State  Medical  Association:  I deem  it 
an  honor  and  a privilege  to  have  the  opportunity 
of  appearing  before  you  this  year  as  I did  last  year 
on  the  occasion  of  your  meeting.  It  has  been  my 
good  fortune  to  have  been  entrusted  with  many 
honors  of  our  profession.  Most  of  them  I do  not 
deserve,  but  at  any  rate,  in  so  far  as  I have  been 
able  to  do,  it  has  been  a privilege  and  a pleasure 
to  serve  in  any  capacity  I could  toward  the  ad- 
vancement of  the  ideals  and  purposes  of  the  med- 
ical profession. 

I am  particularly  happy  to  appear  before  your 
Association  at  this  time  because  of  the  fact  that, 
as  you  know,  there  has  been  a movement  in  various 
parts  of  the  United  States  to  cast  a moderate 
amount  of  criticism,  perhaps  some  justified  and 
some  not,  at  the  officials  and  officers  of  the  Ameri- 
can Medical  Association.  I am  not  here  to  defend 
the  American  Medical  Association,  but  I am  here 
as  one  of  those  officers  and  to  remind  you  that 
the  American  Medical  Association  is  composed  of 
state  medical  societies  and  that  the  policies  of  the 
American  Medical  Association  are  dictated  and 
formulated  by  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association,  of  which  your  state  is 
a very  integral  part  and  to  which  you  have  sent 
us  leaders  who  have  the  interest  of  the  profession 
at  heart  and  who  have  helped  us  to  plan  for  the 
future  of  American  medicine. 

In  times  such  as  the  one  in  which  we  now  live, 
you  know  as  well  as  I do  that  there  is  a tendency 
for  people  to  follow  that  old  need  of  urge  for 
action.  With  the  kaleidoscopic  changes  that  are 
constantly  taking  place  in  our  method  of  living, 
in  our  government,  in  our  social  relations,  in  world 
affairs,  it  is  very  necessary  or  a necessary  corol- 
lary that  medicine  itself  should  participate  in  these 
changes.  If  we  do  not  come  out  and  do  something 
spectacular,  something  that  is  revolutionary,  there 
is  a tendency  on  the  part  of  some  to  believe  that 
no  effort  is  being  made  for  the  betterment  of  the 
profession  or  for  the  betterment  of  the  conditions 
of  the  people  of  this  country.  A wave  of  hysteria 
at  times  seems  to  pervade  us,  and  this  desire  for 
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change,  for  a new  front,  seems  to  manifest  itself 
from  various  and  sundry  quarters. 

The  American  Medical  Association  is  conscious 
of  its  obligations  to  the  people  of  this  country  in 
seeing  that  they  are  furnished  with  the  best  pos- 
sible medical  care  that  they  can  get.  They  are 
equally  as  interested  in  seeing  that  no  revolution- 
ary change  be  brought  about  in  the  relationship 
between  the  medical  profession  and  the  people  of 
this  country  so  that  the  type  and  the  character 
of  medical  service  which  our  people  are  now  re- 
ceiving shall  degenerate  into  a political,  totali- 
tarian, communistic  type  of  service  which  destroys 
the  individual  initiative,  the  individual  freedom  of 
doctor-patient  alike. 

Those  things  are  being  constantly  carried  out, 
but  the  American  Medical  Association  can  go  only 
so  far  in  its  efforts.  It  can  only  follow  the  policies 
that  have  been  written  and  dictated  by  the  House 
of  Delegates.  The  officials  of  your  Association 
have  no  authority  whatsoever  to  write  new  policies. 
All  we  can  do  is  to  carry  out  the  instructions 
which  have  been  given  us.  Some  criticism  has  been 
leveled  at  the  Association  because  of  the  fact  that 
we  did  not — the  officers  and  employees  of  your 
Association- — jump  in  earlier  and  attack  this  emer- 
gency maternal  relief  bill  under  the  Department 
of  Labor  for  obstetrical  care  of  the  wives  of  men 
in  the  military  services.  That  program  was  spon- 
sored and  put  into  effect  by  the  Department  of 
Labor  in  March,  1943.  The  House  of  Delegates  of 
the  American  Medical  Association  had  never  out- 
lined a policy  which  would  deal  with  a situation 
such  as  that,  and  only  in  June,  1943,  did  they 
formulate  a policy  which  should  be  followed  in 
dealing  with  this  situation.  How  could  your  offi- 
cers come  forward  and  do  anything  about  it  until 
the  House  of  Delegates  had  spoken? 

Our  opposition  to  the  Wagner-Murray-Dingell 
Bill  has  been  quite  evident  in  the  publications  of 
the  JOURNAL  and  in  the  bulletins  which  the  Coun- 
cil on  Medical  Service  and  Public  Relations  is 
sending  constantly  to  the  state  medical  societies 
and  the  district  medical  societies  and  to  the  coun- 
cilors of  the  various  state  associations.  This  op- 
position from  headquarters  is  sent  as  informa- 
tion to  state  societies.  We,  as  a united  associa- 
tion, are  opposing  that  bill  with  all  the  fervor  at 
our  command,  but  we,  as  a small  group,  cannot  be 
effective  anything  like  the  influence  which  your 
society  can  wield  in  opposing  the  action  of  this 
bill  through  your  senators  and  through  your  rep- 
resentatives throughout  this  state. 

Those  men  will  listen  to  you.  They  are  the  men 
who  are  finally  going  to  vote  on  this  bill,  and  we 
ask  you,  an  integral  part  of  the  American  Medical 
Association,  as  an  active,  participating  organiza- 
tion, to  do  the  necessary  things  in  helping  to 
overcome  this  pernicious  type  and  piece  of  legis- 
lation. When  you  oppose  the  bill,  do  not  sit  down 
and  write  to  your  senator,  sending  him  a bunch 
of  resolutions  as  to  why  the  Medical  Association 
of  the  State  of  Tennessee  opposes  the  Wagner- 


Murray-Dingell  Bill.  Do  not  say  that  you  oppose 
it  and  let  the  question  stop  there,  but  give  him 
reasons.  Senators  supposedly  ai-e  reasonable  peo- 
ple, and  if  you  want  them  to  oppose  a type  of 
legislation,  give  to  them  and  state  to  them  certain 
definite  reasons  this  legislation  should  not  be 
adopted. 

What  effect  will  it  have  on  the  people?  That 
is  our  primary  concern.  What  effect  will  it  have 
on  medical  education?  That  is  our  concern.  What 
effect  will  it  have  on  the  private  practice  of  medi- 
cine? That  is  our  concern.  It  means  a degenerat- 
ing type  of  medical  service  for  the  people  of  this 
country,  and  it  means  in  the  end  that  doctors  will 
become  political  machines,  political  doctors,  instead 
of  honest-to-goodness,  conscientious  practitioners 
of  medicine. 

This  new  council  which  we  have  organized,  the 
Council  on  Medical  Service  and  Public  Relations, 
of  which  I happen  to  be  a member,  has  worked 
tremendously  hard.  I do  not  know  of  any  more 
conscientious  group  of  individuals  who  have  worked 
harder  together  in  attempting  to  do  a job.  To 
those  of  you  who  have  not  devoted  a great  deal 
of  time  to  this  type  of  service,  it  might  seem  that 
all  that  would  be  necessary  would  be  to  have  a 
meeting,  draw  up  a set  of  resolutions,  send  out 
some  thanks  and  your  council  is  established,  your 
principles  are  working,  establish  an  office  in  Wash- 
ington, get  somebody  to  do  the  work  for  you,  and 
that  is  all  there  is  to  it.  These  men  are  very 
conscientious  people.  They  have  accepted  the  re- 
sponsibility which  has  been  placed  on  their  shoul- 
ders. They  have  worked  hard.  They  have  worked 
diligently.  They  have  the  cooperation  of  the  Bu- 
reau of  Medical  Economics,  the  Bureau  of  Legal 
Medicine,  and  the  Department  of  Public  Relations. 
All  of  those  agencies  of  the  American  Medical 
Association  have  been  most  active  in  supporting 
the  work  of  this  council. 

We  have  had  quite  a few  meetings,  not  of  one 
day,  but  of  two  days’  duration,  at  which  time  many 
of  the  problems  have  been  up  for  discussion.  This 
council  has  been  criticized  because  of  the  fact  that 
they  haven’t  established  an  office  in  Washington 
before  now.  The  establishment  of  an  office  in 
Washington  was  not  looked  upon  with  any  great 
degree  of  favor  by  the  House  of  Delegates  of  the 
American  Medical  Association,  but  this  committee 
was  given  authority  to  establish  it  in  the  event 
they  thought  it  would  serve  a useful  purpose. 

An  office  in  Washington  has  been  established. 
It  is  in  the  Columbia  Medical  Building.  It  is  the 
Office  of  Scientific  Research  and  Development  for 
the  Bureau  of  Medical  Economics.  That  office  is 
for  the  studying  of  problems  of  economics  as  they 
relate  to  medicine  and  for  the  dissemination  of 
knowledge  to  all  medical  societies,  to  all  groups  of 
individuals  in  the  United  States  who  are  interested 
in  that  particular  phase  of  medical  practice.  It  is 
at  present  under  the  supervision  of  the  council  and 
Dr.  Kelly,  who  is  the  secretary  of  that  council, 
and  recently  we  brought  down  fi'om  New  York — I 
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cannot  recall  his  name  at  this  moment — a man  who 
was  loaned  to  us  by  the  Medical  Society  of  the 
state  of  New  York,  who  will  install  the  office  and 
act  as  our  representative  in  this  field  at  that  point. 

Many  of  you  who  are  not  familiar  with  these 
problems  think  that  it  took  a long  time  to  do  a 
job  such  as  that.  I grant  you  that  it  did,  but 
when  you  have  a responsibility  to  120,000  doctors 
and  130,000,000  people  in  the  United  States,  you 
must  be  certain  when  you  undertake  a job  that 
you  undertake  that  job  for  the  good  of  the  people 
of  the  United  States,  and  you  do  not  want  to  make 
a mistake  in  the  initial  organization  of  an  office 
which  can  be  of  a great  deal  of  service  or  which 
can  be  of  a great  deal  of  harm. 

This  office  was  opened  on  the  third  day  of  April. 
It  is  now  functioning,  and  I think  it  is  an  effort  to 
do  a job  under  the  supervision  of  this  council.  It 
is  a great  deal  easier  to  proceed  rapidly  with  a 
lot  of  actions  which  may  in  turn  be  wrong.  It 
is  much  safer  to  sift  through,  not  to  be  thrown  into 
a state  of  hysteria  and  do  a great  deal  of  unwise 
things  for  which  we  may  have  to  repent  for  many 
years.  So  far  the  council  has  been  guided,  I think, 
by  wisdom,  by  justice,  and  by  a desire  to  serve  the 
people  of  our  country,  and  in  particular  to  serve 
the  medical  profession.  I do  not  think  anyone 
realizes  any  more  than  we  do  the  numerous  prob- 
lems that  are  constantly  being  presented  to  the 
medical  profession.  A problem  today  may  seem 
simple,  may  seem  easy,  and  we  may  have  a solu- 
tion for  it.  Tomorrow  the  problem  may  be  entirely 
different. 

There  are  so  many  of  these  things  which  con- 
stantly face  us,  there  are  so  many  problems  that 
constantly  arise,  it  is  rather  difficult  in  a short 
space  of  time  to  acquaint  you  with  many  of  these 
things  that  have  our  earnest,  our  hearty,  and  our 
sympathetic  consideration.  Perhaps  we  have  been 
slow  in  making  decisions,  but  I believe  that  the 
decisions  which  have  been  made,  the  things  which 
we  have  done  have  certainly  followed  the  policies 
as  outlined  by  your  state  association  as  members 
of  the  House  of  Delegates,  and  each  state  associa- 
tion must  assume  its  responsibility  in  seeing  that 
the  policies  for  which  the  American  Medical  As- 
sociation stands  are  protected  policies  for  the  good 
of  the  human  race. 

There  are  other  things  that  I might  talk  about, 
but  I believe  that  those  are  essential  facts  that  you 
need  to  know  about.  Tonight  I will  talk  on  some 
of  the  objectives  and  some  of  the  actual  accomplish- 
ments which  the  American  Medical  Association  has 
done  as  a parent  organization  representing  all  of 
this  group  of  people.  The  men  at  the  head  of  this 
organization,  your  Board  of  Trustees,  your  coun- 
cilors, remember  they  are  all  men  who  are  serving 
without  pay,  and  never  in  the  history  of  the  Asso- 
ciation have  demands  been  made  upon  its  member- 
ship as  have  been  made  during  the  past  two  years, 
and  never  yet  have  I had  one  man  complain  of  the 
duties  which  have  been  thrown  on  his  shoulders. 


Again  I wish  to  thank  you  for  the  opportunity 
of  appearing  before  you,  and  if  there  are  any  ques- 
tions that  you  would  like  to  ask,  if  I have  not 
made  myself  clear,  I will  be  glad  to  answer  them, 
but  I appreciate  the  contribution  which  your  state 
society  is  making  to  the  betterment  of  medicine 
and  of  mankind.  (Applause.) 

The  Speaker  resumed  the  chair. 

THE  SPEAKER:  Any  further  business  to  come 
before  us? 

DR.  W.  B.  BURNS  (Memphis):  I move  that  we 
recess. 

DR.  CROOK:  Second. 

THE  SPEAKER:  To  when?  Nine  o’clock  in  the 
morning? 

DR.  CROOK:  Nine-thirty. 

THE  SPEAKER:  All  in  favor  say  “aye”;  op- 
posed “no.”  It  is  so  ordered. 

The  meeting  recessed  at  4:00  o’clock. 

WEDNESDAY  MORNING  SESSION 

The  meeting  convened  at  9:45,  Dr.  E.  R.  Zemp, 
the  Speaker,  presiding. 

THE  SPEAKER:  Please  come  to  order. 

COUNCILORS’  REPORTS 

We  wish  now  to  have  the  reports  of  the  coun- 
cilors. The  First  District,  Dr.  L.  E.  Dyer.  You 
do  not  have  to  read  it.  Just  lay  it  on  the  table. 
These  reports  will  be  published  in  the  JOURNAL 
and  anybody  who  is  interested  in  them  should  read 
them. 

Dr.  L.  E.  Dyer  submitted  his  report  as  coun- 
cilor of  the  First  District. 

THE  SPEAKER:  The  Second  District,  Dr.  S. 
R.  Miller. 

Dr.  S.  R.  Miller  submitted  his  report  as  coun- 
cilor of  the  Second  District. 

Mr.  Speaker  and  the  House  of  Delegates : 

I herewith  file  my  tabulated  report  of  the  pro- 
fession in  the  Second  Councilor  District. 

We  have  had  a loss  of  ten  members,  including 
nine  deaths,  but  a net  gain  of  four. 

There  are  more  than  seventy-five  of  our  mem- 
bers in  the  armed  service. 

Our  chief  work  has  been  inspection  and  report- 
ing on  the  various  new  hospitals,  most  of  which 
are  federal  projects  of  the  T.  V.  A.  and  the  Clinton 
Engineering  Works. 

This  has  been  in  cooperation  with  the  Council 
of  Education  and  Hospitals  of  the  American  Med- 
ical Association. 

Respectfully, 

S.  R.  MILLER,  M.D., 
Councilor,  Second  District. 

THE  SPEAKER:  The  Third  District,  Dr.  Pat- 
terson. 

There  has  been  no  change  in  the  Third  District 
during  the  year  1943.  The  local  societies  are  hold- 
ing the  line;  and  it  seems  that  the  organizations 
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are  carrying  on  as  well  as  could  be  expected  at 
the  present  time. 

Appended  hereto  in  tabulated  form  are  the  sta- 
tistical data  that  your  councilor  could  obtain. 

Respectfully  submitted, 

A.  M.  PATTERSON,  M.D., 
Councilor,  Third  District. 

The  Fourth  District,  Dr.  Moore. 

Many  physicians  in  this  district  attend  the  Five- 
County  Medical  Society  regularly,  which  accounts 
for  fewer  meetings  in  the  various  counties,  as 
this  Five-County  Medical  Society  is  a very  active 
organization. 

J.  T.  MOORE,  M.D., 
Councilor,  Fourth  District. 

The  Fifth  District,  Dr.  V.  H.  Campbell.  See 
tabulation. 

The  Sixth  District,  Dr.  H.  S.  Shoulders.  (Ab- 
sent.) 

The  Seventh  District,  Dr.  C.  D.  Walton.  See 
tabulation. 

The  Eighth  District,  Dr.  Crook. 

Dr.  Jere  L.  Crook  submitted  his  report  as  coun- 
cilor of  the  Eighth  District.  See  tabulation. 

THE  SPEAKER:  The  Ninth  District,  Dr.  Baird. 

DR.  E.  H.  BAIRD:  Copies  of  reports  from  five 
of  the  counties  enclosed.  Very  little  loss  of  mem- 
bership except  to  armed  forces. 

Meetings  of  local  societies  have  been  materially 
interfered  with  by  absence  of  doctors  in  the  service 
and  increased  work  upon  remaining  physicians. 
In  addition  to  this  fact,  the  outlying  counties  and 
societies  rely  on  papers  from  the  larger  centers 
to  a great  extent,  and  it  is  rather  unfair  to  have 
doctors  come  from  a distance  and  have  inadequate 
attendance. 

The  postgraduate  course  in  surgery  was  well 
attended  throughout  the  district  and  was  both  in- 
teresting and  instructive.  These  lectures  partly 
replaced  the  regular  medical  meetings. 

Letters  have  been  written  to  our  legislators  in 
Washington  concerning  their  atttiude  toward  the 
medical  and  hospital  part  of  the  much-discussed 
Senate  bill  (S.  1161)  and  their  answers  to  same 
are  enclosed  for  file,  same  seeming  to  be  against 
such  legislation. 

E.  H.  BAIRD,  M.D., 
Councilor,  Ninth  District. 

Dr.  E.  H.  Baird , Vice-President, 

Tennessee  State  Medical  Association, 

Dyersburg,  Tennessee. 

My  dear  Dr.  Baird: 

Your  letter  of  the  eighteenth  regarding  S.  1161 
received  and  noted. 

It  seems  to  me  that  this  bill  is  bad  legislation 
and  I am  opposed  to  it.  I do  not  believe  it  will 
get  anywhere  in  the  Senate. 

With  kind  regards,  I am 

Sincerely  your  friend, 

KENNETH  McKELLAR. 


Dr.  E.  H.  Baird,  M.D., 

Councilor,  Ninth  District, 

Tennessee  State  Medical  Association, 

Dyersburg,  Tennessee. 

Dear  Dr.  Baird: 

This  will  acknowledge  with  thanks  your  letter 
of  the  eighteenth  written  in  the  interest  of  the 
Tennessee  Medical  Association  from  the  Ninth  Dis- 
trict which  would  like  to  know  my  opinion  and 
attitude  toward  the  provisions  of  S.  1161  which 
affect  doctors  and  the  medical  profession. 

Frankly,  I have  not  had  the  opportunity  to  give 
this  bill  thorough  study,  as  it  has  never  been  re- 
ported out  of  committee,  and  the  urgency  of  other 
legislation  has  consumed  my  time  and  energy. 
However,  I am  well  aware  with  what  distaste  such 
drastic  revision  of  medical  procedure  is  viewed  by 
the  people  of  our  state  as  well  as  the  profession. 
Naturally,  my  first  obligation  is  to  honestly  rep- 
resent my  constituents,  and  it  is  with  that  in  mind 
that  I must  consider  any  legislation  which  affects 
their  personal  lives  so  vitally. 

With  best  regards,  I am 

Very  sincerely  yours, 

TOM  STEWART. 

Dr.  E.  H.  Baird, 

Dyersburg , T ennessee. 

My  dear  Friend: 

I am  in  receipt  of  your  very  kind  letter  of  March 
18  relative  to  S.  1161,  known  as  the  Wagner  Bill. 

I am  very  glad,  indeed,  to  have  your  views  in 
connection  with  this  pending  bill.  As  you  probably 
know,  this  bill  is  still  pending  in  the  Finance  Com- 
mittee of  the  Senate,  and  to  date  no  action  has 
been  taken.  Of  course,  I have  no  way  of  knowing 
what  amendments  may  be  added  or  in  what  shape 
the  bill  may  be  by  the  time  it  reaches  the  floor  of 
the  House  for  consideration,  but  you  are  assured 
that  it  will  receive  my  very  careful  attention  and 
that  I am  pleased  to  have  your  views  in  regard 
to  it. 

I feel  that  I might  state  that  there  appears  to 
be  very  strong  opposition  to  this  bill  here  in  Con- 
gress, and  it  is  my  guess  that  it  does  not  now  have 
much  chance  to  be  enacted  into  law. 

I received  the  MEDICAL  JOURNAL  and  other  lit- 
erature which  you  forwarded  to  me  and  am  grate- 
ful for  your  kindness  in  doing  so,  as  I am  glad 
to  have  this  information  for  my  files. 

Assuring  you  that  I am  always  glad  to  be  of 
service  and  with  kindest  personal  regards  and  sin- 
cere best  wishes,  I am 

Very  cordially  yours, 

JERE  COOPER. 

THE  SPEAKER:  The  Tenth  District,  Dr.  Burns. 

Dr.  W.  B.  Burns  submitted  his  report  as  coun- 
cilor of  the  Tenth  District.  See  tabulation. 
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Cocke 

8 

12 

4 

0 

0 

0 

8 

6 

6 

Greene  

Sullivan- 

17 

18 

1 

1 

0 

0 

12 

10 

12 

Johnson 

Washington- 

40 

60 

18 

2 

0 

0 

10 

25 

8 

Carter- 
Unicoi  

45 

55 

10 

1 

0 

2 

10 

23 

10 

SECOND  DISTRICT- 

Anderson- 

Campbell 

17 

30 

0 

2 

1 

0 

9 

8 

6 

Blount 

22 

25 

5 

0 

2 

0 

31 

12 

24 

Hamblen 

11 

13 

1 

0 

0 

0 

7 

5 

7 

Knox  

129 

0 

2 

12 

6 

1 

23 

38 

26 

Loudon 

6 

8 

1 

0 

0 

0 

1 

75  r/c 

2 

Roane  

12 

16 

0 

0 

0 

0 

0 

0 

0 

Scott  

6 

6 

0 

0 

0 

0 

0 

0 

0 

THIRD  DISTRICT 

Bledsoe 

(no  society) 

2 

1 

0 

0 

0 

0 

0 

0 

Bradley  

13 

13 

4 

1 

1 

0 

1 

6 

1 

Franklin 

10 

10 

3 

1 

0 

2 

4 

8 

1 

Grundy 

4 

4 

0 

0 

0 

0 

1 

3 

0 

10- 

Hamilton 

Meigs 

167 

230 

20 

8 

0 

0 

37 

33 

42 

(no  society) 
Marion 

3 

1 

0 

0 

0 

0 

0 

0 

(no  society) 

6 

4 

0 

0 

0 

0 

0 

0 

Monroe 

15 

13 

i 

0 

0 

0 

10 

6 

10 

McMinn 

13 

12 

i 

2 

0 

0 

1 

12 

1 

Polk — no  report  sent  in. 

Sequatchie 
(no  society) 
Van  Buren 

2 

2 

0 

0 

0 

0 

0 

0 

(no  society) 
Warren 

0 

0 

0 

0 

0 

0 

0 

0 

(no  society) 

13 

11 

0 

0 

0 

0 

0 

0 

White 

9 

8 

1 

1 

1 

0 

1 

5 

1 

FOURTH  DISTRICT- 

Cumberland 

7 

7 

0 

0 

0 

1 

4 

6 

6 

Fentress 

4 

4 

0 

0 

1 

0 

2 

3 

0 

Overton 

8 

5 

0 

1 

0 

0 

2 

5 

0 

Putnam 

9 

13 

4 

10 

0 

1 

12 

8 

8 

Sumner 

13 

15 

0 

0 

1 

0 

4 

9 

3 

FIFTH  DISTRICT— 

Bedford 

11 

8 

2 

1 

1 

0 

12 

90%' 

11 

Lincoln 

5 

11 

6 

0 

1 

0 

0 

0 

0 

Rutherford 

19 

23 

3 

3 

1 

3 

12 

10 

12 

SEVENTH  DISTRICT— 

Dickson 

5 

7 

2 

0 

0 

0 

0 

0 

0 

Giles 

Hardin-Law- 

12 

14 

1 

0 

0 

1 

9 

8 

8 

rence-Lewis- 

Perry- 

Wayne 

20 

28 

8 

1 

0 

1 

3 

10 

8 

Maury 

15 

17 

1 

0 

0 

1 

0 

0 

0 

Williamson 

12 

11 

2 

0 

0 

0 

9 

7.3 

8 

EIGHTH  DISTRICT- 

Carroll 

Favette- 

10 

18 

3 

1 

0 

0 

2 

8 

4 

Hardeman 

18 

23 

3 

1 

1 

0 

10 

12 

20 

Madison 

66 

37 

0 

1 

1 

0 

8 

30 

8 

NINTH  DISTRICT— 

Dver-Lake- 

Crockett 

28 

40 

8 

1 

1 

0 

4 

16 

10 

Gibson 

22 

28 

4 

4 

0 

4 

7 

18 

1 

Haywood 

7 

9 

2 

0 

0 

1 

12 

6 

24 

Lauderdale 

5 

10 

5 

0 

2 

1 

1 

4 

0 

TENTH  DISTRICT— 

Shelby 

412 

420 

20 

33 

6 

2 

20 

50 

44 

REPORT  OF  DELEGATE  TO  AMERICAN 
MEDICAL  ASSOCIATION 

THE  SPEAKER:  The  report  of  the  delegates  to 
the  American  Medical  Association.  I think  that 
report  has  been  published  in  the  JOURNAL,  as  it 
should  be.  (See  page  354,  September,  1943.) 

ELECTION  OF  COUNCILORS 

Now  the  by-laws  say  that  the  next  thing  should 
be  the  election  of  the  councilors.  What  districts 


DR.  WILLIAMSON:  I did  not  hear  that  an- 
nouncement. 

THE  SPEAKER:  Nominations  for  councilors. 

DR.  WILLIAMSON:  Mr.  Speaker,  are  you  go- 
ing to  elect  them  from  the  floor?  The  Nominating 
Committee  is  not  ready,  if  you  want  them  to  do  it. 

DR.  BURNS:  Mr.  Speaker,  I think  that  the 
council  is  ready  to  ask  for  the  re-election  of  the 
councilors  as  they  stand,  the  councilors  of  the  odd- 
numbered  districts. 

THE  SPEAKER:  Well,  we  do  not  have  to  wait 
for  the  Nominating  Committee.  We  can  nominate 
them  from  the  floor. 

DR.  T.  R.  RAY  ( Shelby ville ) : Mr.  Speaker,  I 
nominate  the  councilors  whose  terms  expire  at 
the  present  time. 

DR.  BURNS:  I second  the  nomination. 

THE  SPEAKER:  Let  me  read  their  names. 
Some  of  them  may  be  dead  or  what  not. 

DR.  BURNS:  They  are  not  dead. 

THE  SPEAKER:  The  First  District  is  Dr. 
Dyer;  the  Third  District,  Dr.  Patterson;  the  Fifth 
District,  Dr.  Campbell;  the  Seventh  District,  Dr. 
Walton;  and  the  Ninth  District,  Dr.  Baird.  Those 
are  the  nominees.  Are  there  any  other  nomina- 
tions? All  in  favor  of  re-electing  the  present  coun- 
cilors for  the  odd-numbered  districts  say  “aye”; 
opposed  “no.”  It  is  carried  and  so  ordered. 

DR.  H.  A.  LAWS  (Chattanooga):  Our  councilor 
is  not  here,  so  could  we  appoint  a delegate  from 
Chattanooga  to  represent  us  as  councilor  in  this 
next  meeting? 

THE  SPEAKER:  I will  hold  that  you  can — any 
man  you  select. 

DR.  LAWS:  All  right,  thank  you,  sir. 

THE  SPEAKER:  In  other  words,  he  will  be  his 
proxy,  as  I understand  it. 

DR.  LAWS:  I will  suggest  Dr.  Marsh  Frere. 

THE  SPEAKER:  Understand  he  does  not  take 
his  place.  He  is  just  representing  him. 

DR.  LAWS:  He  is  just  representing  him  today. 
He  has  been  voted  on  and  will  be  here  next  year. 
He  is  not  able  to  be  here  this  year,  and  I just 
wanted  Dr.  Frere  to  represent  us  in  this  meeting 
so  that  we  can  have  a representative  here. 

THE  SPEAKER:  We  will  put  it  to  the  House. 
All  in  favor  of  Dr.  Frere  representing  Dr.  Patter- 
son on  account  of  his  not  being  able  to  be  here 
will  say  “aye”;  opposed  “no.”  It  is  so  ordered. 

REPORT  OF  LIAISON  COMMITTEE 

Now  we  will  hear  from  the  Liaison  Committee. 

DR.  L.  W.  EDWARDS:  Mr.  Speaker,  there  has 
been  no  problem  presented  to  our  committee  dur- 
ing the  year,  and,  therefore,  there  has  been  no 
meeting  of  the  committee.  In  recent  days  there 
has  been  a problem  presented  from  the  Depart- 
ment of  Education,  the  Division  of  Vocational 


are  they? 

DR.  DYER:  Mr.  Speaker,  it  is  the  odd  ones  that 
we  elect  this  year.  That  would  be  1,  3,  5,  7,  and  9. 

THE  SPEAKER:  All  right.  Where  is  your 
Nominating  Committee? 


Rehabilitation,  that  I think  should  properly  be 
referred  to  the  Board  of  Trustees,  and  then  if 
they  see  fit  to  refer  it  to  our  committee,  it  will 
be  up  to  them. 

THE  SPEAKER:  To  whom  does  that  go? 
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THE  SECRETARY : The  Reference  Committee 
on  Reports  of  Committees.  Dr.  Chaney  is  chair- 
man. 

THE  SPEAKER:  Are  any  of  the  Reference 
Committees  ready  to  report?  How  about  the  re- 
port of  the  Committee  on  Reports  of  Officers? 

REPORT  OF  COMMITTEE  ON  REPORTS  OF 
OFFICERS 

DR.  RALPH  H.  MONGER:  We  are  ready  to 
report.  The  committee  recommends  that  the 
Treasurer’s  report,  the  audit  of  Osborn  and  Page 
of  Nashville,  be  accepted.  Mr.  Speaker,  I move 
the  adoption  of  the  report. 

DR.  H.  B.  EVERETT:  1 second  the  motion. 

THE  SPEAKER:  All  in  favor  say  “aye”;  op- 
posed “no.”  It  is  so  ordered. 

DR.  MONGER:  The  committee  also  recommends 
that  the  report  from  the  chairman  of  the  Board 
of  Trustees,  Dr.  Hamilton,  read  before  the  House 
of  Delegates  yesterday,  be  accepted,  and  I move 
the  adoption  of  this  report. 

DR.  R.  B.  WOOD  (Knoxville):  I second  the  mo- 
tion. 

THE  SPEAKER:  All  in  favor  say  “aye”;  op- 
posed “no.”  It  is  so  ordered. 

DR.  MONGER:  The  committee  recommends  that 
the  report  as  made  to  the  House  of  Delegates  yes- 
terday by  the  Secretary-Editor  be  accepted.  I 
move  the  adoption  of  the  report. 

DR.  BURNS:  I second  the  motion. 

THE  SPEAKER:  All  in  favor  say  “aye”;  op- 
posed “no.”  It  is  so  ordered. 

REPORT  OF  THE  COMMITTEE  ON  REPORTS 
OF  COMMITTEES 

DR.  CHANEY:  Mr.  Speaker,  your  Committee 
for  Reports  of  Committees  has  reviewed  carefully 
the  nine  written  reports  entrusted  to  it  and  re- 
spectfully recommends  your  adoption  of  them  as 
read  before  the  meeting  yesterday. 

DR.  ARTHUR  PORTER:  I move  the  adoption 
of  the  report. 

DR.  EDWARDS:  I second  the  motion. 

THE  SPEAKER:  All  those  in  favor  say  “aye”; 
opposed  “no.”  It  is  so  ordered. 

REPORT  OF  THE  COMMITTEE  ON 
RESOLUTIONS 

DR.  J.  O.  MANIER:  Mr.  Speaker,  before  mak- 
ing this  report,  I want  to  make  it  clear  that  this 
is  the  action  of  only  two  of  the  three  members. 
This  report  is  premised  on  the  opinion  of  two  of 
the  three  members  in  that  we  could  not  find  the 
third  member  of  the  committee  yesterday,  and  I 
am  not  aware  as  to  whether  Dr.  Baird  is  here  now. 

THE  SECRETARY:  He  was  in  the  House  this 
morning. 

DR.  MANIER:  So  if  there  is  anything  in  this 
report  to  which  you  do  not  agree,  we  should  cer- 
tainly want  you  to  express  yourself. 

DR.  BAIRD:  I am  sure  it  is  all  right.  Doctor. 

DR.  MANIER:  Well,  I wouldn’t  want  to  say 
that  about  anything  that  we  write. 

There  were  two  resolutions  submitted  to  the 


committee,  and  we  will  take  up  the  one  that  was 
handed  to  us  last  first.  That  is  the  resolution 
relating  to  the  appointment  of  a Postwar  Planning 
Committee.  Your  Reference  Committee  on  Resolu- 
tions has  considered  the  resolution  authorizing  the 
appointment  of  a Committee  on  Postwar  Planning 
and  recommends  the  adoption  of  this  resolution.  I 
move  the  adoption  of  the  report. 

DR.  BURNS:  I second  the  motion. 

THE  SPEAKER:  All  in  favor  of  the  motion  say 
“aye”;  opposed  “no.”  It  is  so  ordered. 

DR.  MANIER:  On  the  other  resolution  we  may 
have  to  take  some  time  to  present  to  you  our  action 
in  order  to  explain  fully  to  you  just  what  we  had 
in  mind. 

Your  Reference  Committee  on  Resolutions  has 
carefully  considered  the  resolution  adopted  by  the 
Shelby  County  Medical  Society  and  offered  to  this 
House  of  Delegates  for  adoption  and  approval  and 
feels  that  it  cannot  recommend  the  adoption  of 
this  resolution  in  its  present  form  and  wording. 
However,  your  committee  feels  that  if  the  follow- 
ing phrases  or  paragraphs  were  deleted  from  the 
resolution  as  originally  introduced,  the  resolution 
could  then  be  reported  to  this  House  of  Delegates 
favorably  for  passage. 

I presume  that  most  of  you  gentlemen  were  in 
here  when  the  resolution  was  introduced  yesterday. 
I was  not.  Consequently  my  entire  knowledge  of 
it  comes  from  having  read  the  resolution.  The 
paragraphs  that  we  have  reference  to  are  these. 
I shall  read  the  paragraphs  in  order  that  this  body 
may  understand  them,  first  as  presented  and  then, 
second,  as  they  would  stand  if  the  suggested  mate- 
rial was  deleted.  The  first  paragraph  reads  as  fol- 
lows in  the  original  resolution : 

“Whereas,  in  this,  the  greatest  crisis  in  the  his- 
tory of  the  country  and  in  the  history  of  the  medi- 
cal profession  in  America,  the  American  Medical 
Association  has  witnessed  other  groups  proceed  to 
organize  and  assume  duties  and  functions  which 
rightfully  should  be  the  province  of  the  American 
Medical  Association  and  the  organization  of  these 
groups  is  evidence  of  a failure  on  the  part  of  the 
American  Medical  Association  to  perform  properly 
its  duties.  The  American  Medical  Association  has 
the  organization,  the  membership,  and  the  funds, 
and  is  the  body  whose  duty  it  is  to  represent  the 
profession  in  this  very  important  matter.” 

Your  committee  would  suggest  that  there  be 
deleted  from  this  paragraph  the  following:  “And 
the  organization  of  these  groups  is  evidence  of 
failure  on  the  part  of  the  American  Medical  As- 
sociation to  perform  properly  its  duties.”  When 
that  is  deleted,  the  paragraph  will  then  read  as 
follows : 

“Whereas,  in  this,  the  greatest  crisis  in  the  his- 
tory of  the  country  and  in  the  history  of  the  med- 
ical profession  in  America,  the  American  Medical 
Association  has  witnessed  other  groups  proceed  to 
organize  and  assume  duties  and  functions  which 
rightfully  should  be  the  province  of  the  American 
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Medical  Association,  which  has  the  organization, 
the  membership,  and  the  funds,  and  is  the  body 
whose  duty  it  is  to  represent  the  profession  in 
this  very  important  matter.” 

Then  the  second  paragraph  from  that  reads  as 
follows : 

“Be  it  further  resolved,  That  this  society  urge 
the  Tennessee  State  Medical  Association  to  in- 
struct its  delegates  to  the  American  Medical  As- 
sociation to  exact  every  effort  to  have  the  Ameri- 
can Medical  Association  be  more  diligent  in  its 
campaign  to  defeat  this  legislation” — that  is,  dis- 
cussing the  Wagner-Murray-Dingell  Bill — “also  to 
urge  our  delegates  to  inform  the  American  Medical 
Association  that  its  membership  is  not  entirely 
pleased  with  the  effort  so  far  made  by  the  leaders 
of  the  Association.” 

Your  committee  had  in  mind  that  this  could  be 
better  stated  by  the  deletion  of  certain  things  and 
made  to  read  as  follows : 

“Be  it  further  resolved,  That  this  society  urge 
the  Tennessee  State  Medical  Association  to  instruct 
its  delegates  to  the  American  Medical  Association 
to  exert  every  effort  to  have  the  American  Medical 
Association  become  even  more  diligent  in  its  cam- 
paign to  defeat  this  legislation,”  and  delete  “also 
to  urge  our  delegates  to  inform  the  American  Med- 
ical Association  that  its  membership  is  not  entirely 
pleased  with  the  effort  so  far  made  by  the  leaders 
of  the  Association.” 

In  explanation  of  these  suggestions,  your  com- 
mittee took  the  following  action:  Your  committee’s 
action  in  this  instance  is  premised  and  based  on 
the  following  facts: 

1.  That  the  paragraphs  suggested  to  be  deleted 
from  the  resolution  are  destructive  rather  than 
constructive  in  that  they  tend  to  create  confusion 
and  disorganization  in  a body  which  at  the  present 
time  needs  above  everything  unity  of  thought  and 
action  if  it  is  to  be  effective  in  protecting  itself, 
the  principles  for  which  it  stands,  and  the  public 
welfare;  furthermore,  such  criticism  of  the  central 
body,  stamped  with  the  approval  of  any  of  the 
constituent  state  societies,  would  defeat  its  own 
purpose,  in  that  it  would  only  serve  to  furnish 
those  sinister  influences  now  trying  to  undermine 
and  destroy  organized  medical  practice  as  it  exists 
in  this  country  today,  the  opportunity  to  contend 
that  we  as  a body  have  no  proper  governing  prin- 
ciples, no  confidence  in  one  another  or  in  those  who 
may  direct  the  organization  to  which  we  all  belong, 
or,  in  short,  we  are  not  seeking  a common  end. 

2.  The  criticism  contained  in  the  original  resolu- 
tion as  presented  in  the  opinion  of  the  committee 
is  unfair  in  that  it  is  improperly  directed  against 
a corporate  body  and,  by  inference  at  least,  its  offi- 
cers, when  neither  of  these  have  any  power  in 
formulating  policies,  but  can  act  only  in  conform- 
ity with  the  action  of  and  at  the  direction  of  the 
House  of  Delegates  of  the  Association,  composed 
as  it  is  of  elected  representatives  from  each  con- 
stituent state  association. 


It  would  seem  to  your  committee  that  if  there 
should  exist  at  any  time  disapproval  or  disagree- 
ment with  the  policies  being  pursued  by  the  central 
organization,  the  constructive  approach  to  the  cor- 
rection of  such  conditions  would  be  for  the  state 
associations  to  instruct  their  duly  elected  delegates 
to  foster  and  vigorously  support  action  by  the 
American  Medical  Association’s  House  of  Delegates 
directed  at  correcting  any  existing  improper  pol- 
icies rather  than  quasi-publicly,  at  least  condemn- 
ing the  central  body  as  inefficient,  etc. 

Your  committee  also  feels  that  the  resolution  is 
in  error  in  asking  that  the  American  Medical  As- 
sociation set  up  a committee  to  draw  up  a universal 
plan  for  prepayment  medical  services.  The  most 
superficial  and  casual  knowledge  of  the  difficulties 
entailed  in  prepayment  plans  has  shown  that  in 
this  country,  with  its  widespread  differences  in 
density  of  population,  types  of  people,  variables 
in  occupation,  and  other  factors  too  numerous  to 
mention,  there  can  be  no  satisfactory  universal 
plan,  but  that  any  plan  to  be  successful  must  be 
adapted  to  local  conditions  and  needs.  Respectful- 
ly submitted. 

THE  SPEAKER:  What  shall  we  do  with  this 
report? 

DR.  ROBERTS:  As  a member  of  the  committee, 
I want  to  move  the  adoption  of  the  report. 

DR.  PORTER  (Shelby):  I second  the  motion. 

THE  SPEAKER:  The  report  is  now  open  for 
discussion. 

DR.  CHANEY:  Mr.  Speaker,  I was  going  to  get 
up  and  move  the  adoption  of  the  resolution  as 
changed  by  the  committee.  I think  the  resolution 
has  been  greatly  improved  and  expresses  in  a very 
fine  way  just  what  we  had  in  mind.  (Applause.) 

THE  SPEAKER:  That  is  a fine  statement.  Any 
other  discussion?  If  not,  all  in  favor  of  the  adop- 
tion of  the  committee’s  report  say  “aye”;  opposed 
“no.”  It  is  so'ordered. 

Are  thei'e  any  amendments  to  the  constitution 
and  by-laws  to  be  suggested?  (None.) 

THE  SECRETARY:  Have  you  called  for  new 
business? 

THE  SPEAKER:  Reports  of  committees. 

THE  SECRETARY:  The  reference  committees 
are  completed.  All  of  them  have  reported.  I 
just  wanted  to  suggest  the  thought  that  we  might 
not  have  a meeting  this  afternoon.  Some  of  the 
men  would  like  to  play  golf  or  attend  the  session, 
etc.  Is  it  essential  that  we  meet  before  9:00  or 
9:30  in  the  morning? 

THE  SPEAKER:  There  is  nothing  remaining 
except  the  election  of  officers. 

THE  SECRETARY:  Which  has  to  take  place 
tomorrow  morning. 

THE  SPEAKER:  The  third  day  and  that  will 
not  take  us  a half-hour,  if  you  are  here  promptly. 

DR.  STANFORD:  I move  that  this  body  ad- 
journ until  9:30  tomorrow  morning. 

THE  SECRETARY:  May  I suggest  that  you 
make  it  “recess”? 
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DR.  STANFORD:  Recess. 

The  motion  was  seconded. 

Announcements  as  to  meeting  of  the  Nominating 
Committee. 

THE  SPEAKER:  All  in  favor  say  “aye”;  op- 
posed “no.”  It  is  so  ordered. 

The  meeting  recessed  at  10:10  o’clock. 

THURSDAY  MORNING  SESSION 

The  meeting  convened  at  9:35  o’clock,  Dr.  E.  R. 
Zemp,  Speaker,  presiding. 

THE  SPEAKER:  The  House  will  please  come 
to  order.  We  will  now  hear  the  report  of  the 
Nominating  Committee. 

REPORT  OF  NOMINATING  COMMITTEE 

DR.  WILLIAMSON : Mr.  Speaker  and  Gentle- 
men: Your  Nominating  Committee  has  the  name 
for  president-elect  of  Dr.  W.  C.  Chaney  of  Mem- 
phis. 

THE  SPEAKER:  Are  there  any  other  nomina- 
tions? 

DR.  BURNS:  I move  that  the  nominations  be 
closed  and  the  Secretary  cast  the  ballot  for  the 
election  of  Dr.  Chaney. 

THE  SPEAKER:  Will  somebody  move  that  we 
suspend  the  by-laws  which  state  that  we  have  to 
vote  by  ballot? 

DR.  R.  B.  WOOD  (Knoxville):  I move  that  the 
by-laws  be  suspended  and  the  Secretary  cast  the 
ballot  of  the  House  of  Delegates  for  Dr.  Chaney 
for  president-elect. 

DR.  CALLOWAY:  I second  the  motion. 

THE  SPEAKER:  Any  discussion?  All  in  favor 
of  the  motion  say  “aye”;  opposed  “no.”  It  is  so 
ordered,  Mr.  Secretary. 

THE  SECRETARY:  Mr.  Speaker,  I count  it  a 
privilege  and  a pleasure  to  cast  the  ballot  of  the 
House  for  Dr.  W.  C.  Chaney  for  the  office  of 
president-elect. 

THE  SPEAKER:  The  next  nomination. 

DR.  WILLIAMSON : The  Nominating  Commit- 
tee presents  the  name  of  Dr.  H.  P.  Clemmer  of 
Milan,  Tennessee,  for  vice-president  from  West 
Tennessee. 

THE  SPEAKER:  Are  there  any  other  nomina- 
tions? 

DR.  BURNS:  1 move  that  the  nominations  be 
closed,  the  by-laws  be  suspended,  and  the  Secre- 
tary cast  the  ballot  for  Dr.  Clemmer  for  vice-presi- 
dent from  West  Tennessee. 

DR.  D.  H.  JAMES:  I second  the  motion. 

THE  SPEAKER:  All  in  favor  say  “aye”;  op- 
posed “no.”  It  is  carried. 

THE  SECRETARY:  It  is  a pleasure,  Mr. 

Speaker,  for  the  Secretary-Editor  to  cast  the  ballot 
of  the  House  for  Dr.  H.  P.  Clemmer  for  the  office 
of  vice-president  for  West  Tennessee. 

DR.  WILLIAMSON:  Your  committee  presents 
the  name  of  Dr.  B.  H.  Woodard  of  Springfield  as 
vice-president  for  Middle  Tennessee. 

THE  SPEAKER:  Any  other  nominations?  If 


not,  I will  take  it  for  granted  that  all  of  these 
motions  are  to  suspend  the  by-laws  in  voting. 

DR.  BURNS:  I move  that  the  Secretary  cast 
the  ballot  for  Dr.  Woodward. 

THE  SPEAKER:  Make  that  motion  general 
and  say  that  you  move  that  he  does  it  for  all  of 
these  nominations. 

DR.  BURNS:  We  haven’t  heard  who  the  other 
nominees  are  yet. 

THE  SPEAKER:  Well,  whenever  they  are  nom- 
inated and  there  are  no  other  nominations.  All 
in  favor  of  the  motion  say  “aye”;  opposed  “no.” 
The  Secretary  will  cast  the  ballot. 

THE  SECRETARY:  It  is  a pleasure  for  the 
Secretary  to  cast  the  ballot  of  the  House  for  Dr. 
B.  H.  Woodard  for  the  office  of  vice-president  for 
Middle  Tennessee. 

DR.  WILLIAMSON:  The  committee  presents 
the  name  of  Dr.  Marsh  Frere  of  Chattanooga  as 
vice-president  for  East  Tennessee. 

THE  SPEAKER:  Any  other  nominations? 

DR.  BURNS:  I move  that  the  nominations  be 
closed  and  the  Secretary  cast  the  ballot  of  the 
House  for  Dr.  Frere. 

DR.  STANFORD:  I will  second  the  motion. 

THE  SPEAKER:  All  in  favor  say  “aye”;  op- 
posed “no.”  It  is  carried. 

THE  SECRETARY:  It  is  a pleasure  for  the 
Secretary  to  cast  the  ballot  of  the  House  for  Dr. 
Marsh  Frere  for  the  office  of  vice-president  for 
East  Tennessee. 

DR.  WILLIAMSON : The  Nominating  Commit- 
tee presents  the  name  of  Dr.'H.  H.  Shoulders  of 
Nashville  for  secretary-editor. 

THE  SPEAKER:  Have  we  any  other  nomina- 
tions? 

DR.  BURNS:  I move  that  the  Speaker  cast  the 
ballot  for  Dr.  Shoulders  for  secretary-editor. 

DR.  EVERETT:  I second  the  motion. 

THE  SPEAKER:  All  in  favor  say  “aye”;  op- 
posed “no.”  I take  great  pleasure  in  casting  the 
unanimous  vote  of  this  body  for  our  very  faithful 
and  efficient  servant,  Dr.  H.  H.  Shoulders.  (Ap- 
plause.) 

DR.  WILLIAMSON:  Your  committee  presents 
the  name  of  Dr.  E.  R.  Zemp  of  Knoxville  for 
speaker  of  the  House.  (Applause.) 

THE  SECRETARY : The  Secretary  will  act  as 
chairman  temporarily  and  ask  if  there  'are  other 
nominations. 

DR.  BURNS:  I move  that  Dr.  Zemp  be  elected 
speaker  of  the  House  and  that  the  Secretary  cast 
the  ballot  of  the  House  for  Dr.  Zemp. 

DR.  EVERETT:  I second  the  motion. 

THE  SECRETARY:  All  in  favor  of  the  motion 
say  “aye”;  opposed  “no.”  The  “ayes”  have  it.  It 
is  with  great  pleasure,  Mr.  Speaker,  that  I cast 
the  ballot  of  the  House  for  Dr.  E.  R.  Zemp  of 
Knoxville  for  the  office  of  speaker.  (Applause.) 

THE  SPEAKER:  The  years  that  I have  spent 
as  Speaker  of  the  House  of  this  body  have  been 
pleasurable  ones. 
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DR.  WILLIAMSON : The  committee  presents 
the  name  of  Dr.  B.  L.  Jacobs  of  Chattanooga  as 
trustee  from  East  Tennessee. 

THE  SPEAKER:  Are  there  any  other  nomina- 
tions? If  not,  all  in  favor  of  Dr.  Jacobs  being 
trustee  say  “aye”;  opposed  “no.”  Dr.  Jacobs  is 
elected  trustee  from  East  Tennessee. 

DR.  WILLIAMSON:  For  the  Public  Health 
Council : 

East  Tennessee — Dr.  W.  K.  Vance,  Bristol;  Dr. 
L.  E.  Dyer,  Greeneville;  Dr.  Lee  K.  Gibson,  John- 
son City. 

Middle  Tennessee — Dr.  J.  M.  Lee,  Nashville;  Dr. 
J.  O.  Manier,  Nashville;  Dr.  O.  N.  Bryan,  Nash- 
ville. 

West  Tennessee — Dr.  W.  L.  Rucks,  Memphis; 
Dr.  G.  H.  Berryhill,  Jackson;  Dr.  John  Jackson, 
Dyer. 

THE  SPEAKER:  As  you  know,  the  by-laws 
require  that  we  nominate  these  nine  men  and  the 
Governor  selects  one  from  each  district,  as  I un- 
derstand it.  Are  there  any  other  nominations? 
All  in  favor  say  “aye”;  opposed  “no.”  It  is  so 
ordered. 

DR.  WILLIAMSON : The  committee  for  the 
Committee  on  Nursing  Education  and  Practice  pre- 
sents five  names: 

Dr.  Ralph  Monger,  Knoxville. 

Dr.  W.  C.  Dixon,  Nashville. 

Dr.  Tom  Pollard,  Nashville. 

Dr.  J.  D.  Brewer,  Dyersburg. 

Dr.  J.  C.  Brooks,  Chattanooga. 

THE  SPEAKER:  Here  again  we  have  the  same 
situation.  All  in  favor  of  these  nominations  say 
“aye”;  opposed  “no.”  It  is  so  ordered. 

DR.  WILLIAMSON:  Mr.  Speaker,  the  task  has 
been  put  on  the  Nominating  Committee  of  present- 
ing a resolution  as  follows: 

"Be  it  resolved,  That  it  is  the  sense  of  this  House 
of  Delegates  that  the  House  should  meet  every  year 
and  that  the  question  of  a scientific  program  be 
left  for  decision  by  the  Board  of  Trustees  in  No- 
vember, 1944,  and  that  the  meeting  place  be  Nash- 
ville.” 

THE  SPEAKER:  That  is  a resolution.  Where 
is  the  Resolutions  Committee,  the  chairman  of  the 
Resolutions  Committee? 

THE  SECRETARY:  I do  not  think  that  it  re- 
quii’es  action  by  the  committee,  but  it  does  require 
two-thirds  vote. 

THE  SPEAKER:  It  does  not  say  anything 
about  the  time.  Still  that  is  arbitrary. 

THE  SECRETARY:  The  by-laws  fix  the  time 
of  the  meeting.  The  decision  as  to  whether  a 
meeting  shall  be  held  can  be  decided  by  the  Board 
of  Trustees — I mean  a scientific  meeting — but  a 
resolution  presented  now  cannot  be  referred  to  the 
committee  for  deliberation,  and  it  does  require  a 
two-thirds  vote. 

THE  SPEAKER:  Read  the  resolution  again, 
please. 

Dr.  Williamson  read  the  resolution  again. 


THE  SPEAKER:  Did  you  make  the  motion  that 
it  be  adopted? 

DR.  WILLIAMSON:  Yes. 

DR.  STANFORD:  Then  I second  the  motion. 

THE  SPEAKER:  Now  it  is  open  for  discussion. 

DR.  EVERETT:  The  only  point  I want  to  raise 
is  that  the  resolution  says  “every  year”  and  the 
meeting  place  shall  be  Nashville.  It  should  be,  I 
believe,  that  a meeting  shall  be  held  in  1945  and 
the  meeting  place  shall  be  Nashville. 

THE  SPEAKER:  I think  that  is  correct.  We 
would  not  want  to  meet  here  forever. 

DR.  STANFORD:  Mr.  Speaker,  there  is  another 
minor  matter  in  there.  As  many  years  as  I have 
been  a member  of  the  Board  of  Trustees  we  never 
have  met  in  November.  We  have  usually  met  in 
December  and  once  we  met  in  January. 

THE  SPEAKER:  He  was  thinking  about  the 
national  election,  not  about  the  board. 

THE  SECRETARY:  For  a number  of  years  the 
board  did  meet  in  November,  generally  at  the  same 
time  and  place  as  the  game  between  Vanderbilt 
and  Tennessee.  As  a matter  of  fact,  it  ought  to 
hold  a meeting  in  November,  for  the  reason  that  a 
decision  ought  to  be  made  that  early.  December 
is  too  late,  for  the  reason  that  the  budgets  of  the 
exhibitors  are  made  up  in  December.  We  ought  to 
meet  in  November,  I think.  We  ought  to  know  that 
early. 

THE  SPEAKER:  That  is  the  great  advantage 
of  referring  these  resolutions  to  a committee.  They 
correct  those  mistakes,  and  I think  it  should  read 
“at  any  meeting  of  the  Board  of  Trustees  before 
November”  or  “not  later  than  November.”  Then 
you  will  have  the  wording  all  right  and  that  will 
be  for  1945  and  not  thereafter. 

Any  other  discussion? 

Will  you  make  the  changes  in  the  resolution? 

Are  you  ready  for  the  question?  All  in  favor 
say  “aye”;  opposed  “no.”  It  is  so  ordered. 

We  are  now  ready  to  hear  from  our  President, 
if  we  can  find  him. 

THE  SECRETARY:  I sent  up  to  the  assembly. 
Dr.  Bryan  wishes  to  come  down  and  meet  with 
the  boys  for  a moment  as  soon  as  he  can  find  some- 
one to  occupy  the  chair.  We  also  want  to  hear 
from  Dr.  Copenhaver  and  they  are  trying  to  locate 
him. 

THE  SPEAKER:  Is  there  any  further  business 
to  come  before  this  House? 

DR.  ARTHUR  PORTER:  The  resolution  about 
the  prepayment  hospital  plans  was  submitted  the 
other  day  and  not  read,  and  I should  like  to  ask 
every  member  to  read  that  resolution,  please.  It 
asks  for  a permanent  committee  on  the  study  of 
prepaid  hospital  plans  and  prepaid  medical  and 
surgical  plans.  Those  are  two  distinct  conditions; 
they  are  two  distinct  projects.  The  hospital  plan 
originates  with  the  hospitals  and  the  medical  and 
surgical  plan  originates  with  the  doctors.  Neither 
side  can  dictate  across  to  the  other  side,  and  do 
not  get  those  two  movements  confused.  They  go 
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hand  in  hand,  but  one  must  be  on  one  side  of  the 
line  and  one  on  the  other. 

Those  present  arose  and  applauded  as  Dr.  O.  N. 
Bryan  and  Dr.  Kyle  C.  Copenhaver  came  to  the 
rostrum. 

THE  SPEAKER:  Now,  for  all  of  you  fellows 
who  like  swan  songs,  we  will  hear  from  Dr.  Bryan. 
(Applause.) 

DR.  O.  N.  BRYAN:  Members  of  the  House  of 
Delegates:  I have  no  swan  song  to  sing,  except  to 
tell  you  how  much  I appreciate  the  cooperation 
of  all  of  our  committees  and  our  trustees  in  the 
past  year;  in  fact,  of  organized  medicine.  The 
activities  in  medicine  have  been  mainly  ax’ound  the 
bedside,  I think,  more  than  in  public  the  past  year. 
While  I have  made  some  trips,  I have  not  made 
as  many  as  I would  have  liked  or  appeared  before 
as  many  medical  societies  as  I would  have  liked, 
but  I have  done  the  best  1 could. 

I want  all  of  you  to  know  how  much  I appre- 
ciate your  cooperation. 

With  the  Board  of  Trustees  we  debated  as  to 
whether  we  should  have  this  meeting.  I do  not 
think  there  is  one  of  you  here  today,  the  last  day 
of  our  meeting,  who  will  not  say  that  you  are  truly 
grateful  we  have  had  this  meeting.  It  has  been 
one  of  the  greatest  meetings  we  have  had.  Forty 
or  fifty  men  have  told  me  it  has  been  one  of  the 
greatest  meetings  we  have  had  in  some  time.  Why 
is  that?  It  is  because  we  all  crave  something  to 
do.  We  crave  to  get  away  from  the  things  that 
we  have  been  doing  so  strenuously  the  past  two 
years,  and  in  closing  I want  to  tell  you  I sincerely 
appreciate  the  honor  you  have  conferred  upon 
me  and  thoroughly  appreciate  your  cooperation  in 
performing  these  duties. 

THE  SPEAKER:  We  will  now  hear  from  our 
president-elect,  Dr.  Kyle  C.  Copenhaver. 

DR.  KYLE  C.  COPENHAVER:  Gentlemen,  I 
feel  entirely  inadequate  to  take  over  this  job  of 
being  president  of  the  Tennessee  State  Medical  As- 
sociation. It  is  the  greatest  honor  that  has  ever 
been  thrust  upon  me.  You  men  here  in  this  House 
of  Delegates  are  the  men  who  direct  the  destinies 
of  the  society,  and  I hope  that  you  will  help  me 
as  you  have  Dr.  Bryan.  I think  this  meeting  has 
been  one  of  the  best  meetings  that  I have  ever 
attended,  and  Nashville,  as  usual,  has  done  the 
things  that  she  always  does.  She  gives  everybody 
a good  time  and  makes  everybody  feel  at  home. 
Dr.  Bryan  has  been  especially  nice  to  me  and  I 
sure  do  appreciate  it. 

I think  that  anybody  who  is  elected  president  of 
an  organization  like  this  has  some  obligation  as 
to  suggestions,  etc.,  and  it  is  my  opinion  that  the 
president-elect  of  this  society  should  be  allowed 
to  come  before  the  House  of  Delegates  on  the  first 
morning  of  the  meeting  and  express  some  of  the 
things  that  he  wants  to  do  during  his  term  of 
office.  Neither  Dr.  Bryan  nor  I have  had  any 
opportunity  to  express  to  you  some  of  the  things 
that  we  think  might  be  of  benefit  to  the  society. 


As  you  know,  we  are  leaving  now.  The  meeting 
is  over,  and  due  to  transportation  difficulties  and 
our  busy  lives  it  will  probably  be  another  year 
before  we  have  an  opportunity  to  do  anything. 

Thex-e  is  one  thing  that  I think  this  organization 
should  do.  As  you  know,  the  legislature  meets  this 
year,  and  while  we  finally  got  the  Governor  to  sign 
a makeshift  basic  science  bill,  it  is  a golden  op- 
portunity for  us  to  get  this  bill  amended,  which 
is  what  we  thought  we  would  do  when  it  was 
passed.  It  was  not  what  we  wanted,  but  we  ac- 
cepted it  because  it  would  be  easier  to  amend  the 
act  than  to  bring  a bill  up  again.  I hope  you  gen- 
tlemen will  devise  ways  and  means  to  raise  enough 
money  to  have  a fund  to  put  over  legislation  to 
amend  this  act. 

My  first  suggestion  would  be  that  we  increase 
the  dues  of  the  state  society.  As  I understaxxd 
from  Dr.  Shoulders,  we  are  not  very  influential 
now  because  we  are  carrying  a number  of  men  in 
the  armed  forces  and  x’emitting  their  dues.  I think 
we  should  either  make  an  assessment  or  inci'ease 
the  dues.  If  this  canxxot  be  done  uxxtil  the  next 
meeting,  we  might  get  it  started  so  that  at  the 
next  meeting  we  can  increase  them  and  then  you 
might  loan  us  enough  money  for  a legislative  fund 
in  January.  I think  that  is  very  ixxiportaxxt. 

I think  there  is  aixother  committee  that  is  very 
important,  and  that  is  the  Committee  on  the  Blue 
Cross  Plan.  I think  that  the  doctors  of  the  Ten- 
nessee State  Medical  Association  should  take  that 
in  hand  and  run  it.  I believe  that  we  have  a wide- 
awake committee,  and  I hope  that  they  will  go 
forward  and  carry  it  out. 

I have  spoken  to  the  Secretary-Editor  about  this 
before.  One  of  my  ambitions  for  several  years  has 
been  for  us  to  change  our  county  societies  to  dis- 
trict societies,  which  will  take  in  a larger  number 
of  doctors  for  each  society.  That  will  help  in  many 
ways  because  we  will  have  much  better  programs. 
We  will  be  able  to  have  guests,  and  it  will  give  the 
men  in  the  outlying  districts  a chance  to  come  in 
contact  with  the  larger,  central  societies  over  the 
state.  I believe  it  will  be  a wondei'ful  thing  for 
this  body  to  do  something  about  that  as  soon  as 
they  get  around  to  it. 

This  is  not  in  the  way  of  criticism,  but  I think 
that  we  should  have  a wider  distribution  of  com- 
mittees. As  you  know,  the  Trustees  appoint  those 
committees.  I think  it  is  because  these  men  are 
willing  to  work,  but  in  looking  over  the  commit- 
tees we  fixxd  the  same  men  on  several  committees. 
In  other  words,  one  man  will  be  on  two  or  three 
coxximittees.  It  is  my  opinion  that  with  the  pi'oper 
instructions  to  the  men  on  the  committees,  we 
could  spread  those  appointments  and  not  have  a 
man  on  any  more  than  one  committee,  except  where 
the  Trustees  feel  that  the  committee  is  so  impor- 
tant they  want  one  of  their  members  on  the  com- 
mittee. 

I am  one  fellow  who  believes  that  everybody  in 
the  medical  profession  is  all  right.  I think  we 
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should  drop  any  cliques  or  petty  jealousies  or  what- 
ever you  want  to  call  them  and  all  of  us  should 
be  doctors.  Individually  doctors  are  wonderful 
fellows,  but  I think  that  collectively  they  do  some 
funny  things.  I believe  that  if  we  would  distribute 
these  committee  appointments  and  the  offices  of 
the  Association  that  are  not  key  positions,  it  would 
do  a lot  in  helping  the  doctors  really  to  have  an 
interest  in  our  society  and  do  some  work,  because 
I think  everybody  in  the  society  realizes  how  im- 
portant it  is,  at  this  time  especially,  to  put  then- 
shoulders  to  the  wheel  and  try  to  prevent  the 
things  happening  that  we  do  not  want  to  happen. 

In  this  connection,  I might  say,  let’s  all  be  equal 
and  none  of  us  oysters.  (Laughter.) 

I think  that  somebody  in  this  society  ought  to  in- 
vestigate this  A.  P.  S.  Society.  I guess  everybody 
has  gotten  that  paper.  I got  the  second  edition  of 
it.  It  is  that  society  up  there  in  Gary,  Indiana, 
that  is  incorporated  and  wants  to  help,  as  I un- 
derstand it,  to  prevent  that  Wagner  bill  from 
becoming  a law.  They  ai-e  asking  for  members  at 
ten  dollars  apiece.  If  it  is  what  we  ought  to  do, 
I think  everybody  ought  to  pitch  in  and  help. 

I also  bespeak  continued  support  of  the  National 
Physicians  Association.  I think  they  are  doing  a 
wonderful  thing.  It  seems,  from  what  I can  get 
out  of  the  literature,  that  that  organization  is 
going  to  take  up  from  where  the  National  Physi- 
cians Association  cannot  function  and  carry  this 
thing  into  a sort  of  dog-fight  proposition  in  the 
legislature  to  keep  it  from  passing,  and  if  we  are 
going  to  do  anything  with  the  legislature,  I think 
that  is  the  only  way  we  can  do  it. 

I want  to  thank  you  gentlemen  again  for  elect- 
ing me  president.  I want  to  thank  the  Nashville 
men  for  the  wonderful  time  they  have  shown  us. 
I want  to  ask  each  of  you  to  do  everything  you 
can  this  coming  year.  It  will  be  a year  of  great 
stress,  but  I think  there  is  no  reason  for  any- 
body to  get  pessimistic.  I don’t  believe  that  the 
American  people  are  going  to  stand  for  such  leg- 
islation as  Mr.  Wagner  has  put  forth. 

Thank  you  again  for  letting  me  appear  before 
you.  (Applause.) 

DR.  EVERETT:  Mr.  Speaker,  the  president- 
elect has  brought  legislative  matters  to  our  atten- 
tion, and  I wish  to  call  to  your  attention  that  so 
far  as  I know  there  has  been  no  appropriation 
set  aside  for  expenses  of  the  Legislative  Commit- 
tee for  the  coming  year  or  during  the  next  session 
of  the  legislature.  I believe  it  has  been  customary 
heretofore  for  certain  recommendations  to  be  made 
to  the  Board  of  Trustees  regarding  that,  and  I just 
merely  mention  it  so  that  if  it  is  the  desii-e  of  this 
House  to  take  action  on  the  matter  it  may  be  done 
at  this  time. 

THE  SECRETARY : May  I make  a motion  then, 
Mr.  Speaker,  that  the  Board  of  Trustees  be  author- 
ized to  make  such  expenditures  or  to  make  such 
funds  available  to  the  Legislative  Committee  as 


can  be  spared  and  seem  necessary  at  the  proper 
time? 

THE  SPEAKER:  Do  I hear  a second  to  the 
motion? 

DR.  PORTER:  I second  the  motion. 

THE  SPEAKER:  Is  there  discussion?  All  in 
favor  say  “aye”;  opposed  “no.”  It  is  so  ordered. 

THE  SECRETARY:  Mr.  Speaker,  if  I may,  I 
should  like  to  make  one  more  motion.  Dr.  Porter’s 
Committee  on  Prepayment  Plans  for  Medical  and 
Hospital  Services  did  not  feel  last  year  that  they 
were  instructed  to  pass  on  questions  of  legislation. 
I believe  that  that  committee,  after  having  studied 
the  plans  and  their  operation  in  several  states,  is 
in  a far  better  position  to  pass  on  questions  of 
policy  than  our  Legislative  Committee.  I,  there- 
fore, move  that  they  be  instructed  to  pass  on  the 
policies  embodied  in  any  plans  proposed  to  the  leg- 
islature in  the  way  of  enabling  acts  and  that  that 
be  one  of  their  functions. 

THE  SPEAKER:  Do  you  mean  that  they  should 
be  made  a kind  of  reference  committee? 

THE  SECRETARY : That  they  be  directed  to 
pass  on  questions  of  legislation  and  their  desira- 
bility or  undesirability;  that  this  be  one  of  their 
additional  functions.  Do  you  agree  with  that,  Dr. 
Porter? 

DR.  PORTER:  Yes,  sir.  I have  another  an- 
nouncement to  make. 

DR.  PENNINGTON:  I second  the  motion. 

THE  SPEAKER:  All  in  favor  signify  by  saying 
“aye”;  opposed  “no.”  It  is  so  ordered. 

DR.  KELLY  (Memphis):  I think  this  House  of 
Delegates  ought  to  go  on  record  as  thanking  this 
group  of  Nashville  doctors  for  their  kind  hos- 
pitality and  courtesies. 

DR.  PORTER:  I second  Dr.  Kelly’s  motion. 

THE  SPEAKER:  For  what  reason?  Is  it  on 
account  of  the  whisky? 

DR.  PORTER:  Because  we  have  had  a very 
good  time.  I had  two  drinks.  That  is  all  that  I 
had  out  of  it,  but  I have  really  enjoyed  the  fellow- 
ship and  the  good  spirit  shown  by  the  Nashville 
crowd. 

DR.  STANFORD:  Let’s  make  it  a rising  vote. 

The  motion  was  carried  by  a rising  vote.  (Ap- 
plause.) 

DR.  PORTER:  I was  talking  about  the  national 
nonprofit,  prepaid  hospital  service  plan.  That  is 
to  originate  with  the  hospital  group,  and  the 
other  plan  for  the  medical  and  surgical  benefits 
must  originate  with  the  doctors.  The  doctors  can- 
not dictate  to  the  hospitals  and  the  hospitals  can- 
not dictate  to  the  doctors,  but  they  can  work  in 
cooperation  with  each  other  to  bring  about  the 
desired  end.  Now  then  legislation  is  being  pre- 
pared by  various  groups  of  hospital  service  all 
over  the  country,  and  that  is  a uniform  enabling 
act  which  will  be  ready  some  time  in  the  next  few 
months.  It  is  an  effort  to  create  an  ideal  law  that 
can  be  used  in  every  state  in  the  Union.  That  law 
will  be  ready  within  the  next  few  months,  and  it 
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will  be  submitted  to  the  Tennessee  Legislature 
when  it  meets  in  January. 

I had  a two-hour  conference  with  the  Commis- 
sioner of  Insurance  Monday  afternoon,  and  I frank- 
ly told  him  that  I did  not  know  how  to  accomplish 
what  I wanted  to  do.  I laid  my  cards  on  the 
table,  and  he  told  me  that  he  is  very  much  in- 
terested in  this  same  project  and  he  wants  to  see 
it  put  over  and  will  help  us  in  any  way  he  can. 
He  was  as  nice  as  he  could  be.  All  I had  a 
chance  to  do  was  to  get  him  started  and  then  sit 
back  and  listen  for  the  next  two  hours  about  what 
he  thought  of  this  plan.  He  is  heartily  in  favor 
of  it  and  will  do  everything  he  can  to  help  us 
along  with  it. 

I wanted  to  make  these  things  clear  to  every 
one  of  you,  so  that  you  can  go  back  to  your  own 
sections  and  work  for  it.  We  must  work  to  put 
this  over.  We  all  want  to  see  that  Wagner  bill 
defeated,  and  the  best  way  in  the  world  to  defeat 
it  is  to  substitute  something  better  for  it,  so  that 
we  can  replace  it  with  a better  scheme.  This 
scheme  that  I have  been  trying  to  put  over  will 
keep  the  practice  of  medicine  in  the  control  of  the 
doctors  and  not  let  it  pass  out  of  their  hands. 

THE  SECRETARY : I hesitate  to  rise  to  the 
floor,  but  I do  want  to  make  this  point,  that  the 
instructions  given  by  this  House  last  year  to  that 
newly-created  committee  did  not  embrace  duties 
other  than  the  study  of  plans  and  recommendations 
to  the  House,  and  during  the  year  there  were 
referred  to  me  a number  of  questions  concerning 
the  plan.  I referred  them.  Dr.  Manier,  chairman 
of  the  committee,  insisted  that  their  functions  did 
not  embrace  such  questions ; therefore,  they  de- 
clined to  answer  them.  Well,  without  answers,  I 
did  not  feel  that  I was  authorized  to  give  official 
answers.  1 think  there  is  justification  for  the 
Board  of  Trustees  in  their  action  in  the  past  in 
appointing  committees  and  probably  keeping  the 
same  men  on.  1 recognize  the  tremendous  ad- 
vantage in  one  respect  in  having  well-scattered 
committees,  but  that  scattering  of  committees 
makes  it  impossible  to  get  them  together.  That 
is  objection  No.  1.  No.  2 objection  is  that  I don’t 
think  they  can  have  frequent  conferences.  They 
cannot  reach  decisions  promptly.  In  defense  of 
the  Board  of  Trustees,  I should  like  to  say  that 
I know  that  the  question  that  has  been  raised 
has  been  raised  by  them  time  and  again  in  their 
appointments,  but,  after  all,  we  are  all  seeking  the 
same  thing — namely,  the  most  efficient  committees, 
and  you  must  have  men  who  will  work  and  con- 
tribute, regardless  of  how  much  you  may  desire 
to  compliment  other  men  in  other  places.  I think 
the  Board  of  Trustees  has  sacrificed  what  has 


been  their  own  wish  in  order  to  accomplish  effi- 
ciency. Is  that  right,  Jim? 

DR.  STANFORD:  That  is  correct. 

THE  SECRETARY:  I just  want  some  support 
from  the  members  of  the  Board  of  Trustees  on 
that  statement.  I think  there  was  a sort  of  im- 
plied criticism  that  I didn’t  think  was  quite  jus- 
tified, and  I do  think  it  is  a fine  thing  to  instruct 
that  committee  as  has  been  done  and  I shall  notify 
them. 

THE  SPEAKER:  Are  there  any  further  re- 
marks? 

DR.  RALPH  H.  MONGER  (Knoxville):  I should 
like  to  make  a motion  that  we  have  a few  remarks 
from  the  president-elect.  (Applause.) 

PRESIDENT-ELECT  CHANEY:  Mr.  Speaker, 
shyness  kept  me  from  getting  up  a little  while 
ago  when  I received  this  very  great  honor.  I want 
each  and  every  one  of  you  to  know  this  is  the 
greatest  honor  I have  ever  had  in  my  life.  I ap- 
preciate it  in  such  a way  that  I cannot  tell  you. 
I should  like  for  the  President  to  call  upon  me  this 
year  as  much  as  he  sees  fit  to  do  so  in  order  that 
he  might  train  me  to  follow  in  his  footsteps. 
Thank  you  very  much.  (Applause.) 

THE  SPEAKER:  Gentlemen,  that  brings  to  a 
close  another  session.  I hope  you  will  all  go  back 
home  with  a clearer  view  of  what  we  have  to  do, 
with  more  courage  and  not  so  much  despair  and 
gloom.  I do  not  think  there  is  any  reason  for  the 
medical  profession  to  be  gloomy  over  its  prospects. 
As  I said  the  other  night,  this  great  calamity  that 
is  facing  us  right  now  will  probably  never  happen 
to  us.  The  worst  things  are  purely  imaginary  and 
never  really  materialize.  Of  course,  we  have  work 
to  do.  We  must  be  vigilant  and  we  must  watch 
our  step.  I think  with  the  things  that  we  have 
done  in  this  House,  the  instructions  that  we  have 
given  to  our  committees,  and  the  plans  that  we 
have,  and  with  a live,  energetic  President  who  is 
fully  aware  of  the  problems  that  confront  us,  and 
an  able  assistant  in  the  president-elect,  we  have 
nothing  to  fear  in  the  coming  year;  but  remember 
“It  is  not  the  individual  or  the  army  as  a whole, 
but  the  full  cooperation  of  every  bloomin’  soul.” 
With  such  a front  as  that  presented  to  any  enemy, 
the  medical  profession  always  has  and  always  will 
l’ise  triumphant.  Thank  you.  (Applause.) 

Announcement  of  meeting  of  Board  of  Trustees. 

DR.  STANP’ORD:  Has  somebody  been  appointed 
to  escort  the  new  President  to  the  assembly? 

THE  SPEAKER:  There  has  not  been  and,  there- 
fore, I appoint  you  and  Dr.  Wood. 

A motion  to  adjourn  is  in  order. 

DR.  KELLY:  I move  that  we  adjourn. 

The  motion  was  seconded,  put  to  a vote  and  car- 
ried, and  the  meeting  adjourned  at  10:15  o’clock. 
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THE  STATE  MEETING  IN  NASHVILLE 
IN  1945 

By  mail  poll  the  Board  of  Trustees  has 
voted  unanimously  to  have  a regular  meet- 
ing of  the  Tennessee  State  Medical  Asso- 
ciation on  April  10,  11,  12,  1945,  at  Nashville. 

The  House  of  Delegates  placed  responsi- 
bility for  this  decision  on  the  Board  of 
Trustees. 


Minutes  of  the  House  of  Delegates 

The  governing  body  of  the  Tennessee 
State  Medical  Association  is  its  House  of 
Delegates. 

This  issue  of  the  Journal  carries  the 
minutes  of  the  last  session  held  in  Nash- 
ville in  April  of  this  year.  It  seems  desir- 
able that  attention  be  directed  to  these 
minutes  for  several  reasons.  First,  they 
contain  an  accounting  to  the  Association 
of  officers  and  standing  and  special  com- 
mittees. Secondly,  a vast  majority  of  the 
membership  is  not  in  attendance  on  ses- 
sions of  the  House.  They  are  spared  the 
arduous  work  done  by  the  delegates.  They 
are  at  liberty  to  attend  all  the  scientific 
sessions  and  thoroughly  review  exhibits. 
At  the  same  time  they  are  too  often  ig- 
norant of  important  activities  carried  on 
by  the  Association. 

Those  who  served  as  delegates  will  want 


to  review  these  minutes  and  those  who 
never  attend  sessions  of  the  House  should, 
by  all  means,  read  them  in  order  to  be  in- 
formed. Certainly  no  one  can  read  them 
without  becoming  impressed  with  the  wide 
range  of  activities  carried  on  by  the  As- 
sociation, in  the  public  interest,  and  at 
relatively  small  cost. 

We  repeat.  Read  these  minutes! 


The  Postwar  Committee  on  Medical 
Service 

Doctors  of  all  ages  serving  in  the  armed 
forces  have  displayed  a concern  for  their 
future  after  the  war  is  over.  This  con- 
cern on  their  part  is  natural.  They  can 
draw  some  comfort  from  assurances  that 
the  doctors  at  home  also  have  displayed  a 
real  concern  for  their  future. 

Doctors  returning  from  service  in  World 
War  I found  no  organized  effort  on  the 
part  of  anyone  to  aid  them  in  the  solution 
of  their  immediate  problems. 

The  Postwar  Committee  on  Medical  Serv- 
ice was  created  by  the  American  Medical 
Association  in  1943  for  the  purpose  of 
giving  thought  to  the  needs  and  desires  of 
doctors  in  the  service  and  aid  whenever 
possible. 

This  committee  has  been  active.  It  is 
not  possible  at  the  moment  to  make  definite 
plans  because  the  war  has  not  ended.  Fur- 
thermore, accurate  information  as  to  the 
needs  and  desires  of  the  men  in  service 
were  not  known  until  recently,  and  not 
completely  as  yet.  A questionnaire  was 
sent  to  every  doctor  in  the  service.  The 
returns  are  coming  in  at  a rapid  rate.  They 
indicate  that  a vast  majority,  approximate- 
ly eighty  per  cent,  desire  some  form  of 
postgraduate  training  before  they  resume 
practice.  Approximately  thirty-four  per 
cent  wish  less  than  six  months’  training 
and  forty-six  per  cent  desire  more  than  six 
months’  training. 

Now  that  the  desires  of  the  men  in  serv- 
ice are  made  known  plans  are  going  for- 
ward to  make  these  services  available  to 
them. 

This  will  be  a task  of  tremendous  mag- 
nitude. It  certainly  is  worthy  of  our  great- 
est efforts.  Better  medical  care  to  the  pub- 
lic is  the  ultimate  objective  of  this  effort. 
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Medical  Care  in  the  Armed  Forces 

Something  of  the  scope  of  medical  care 
that  is  being  received  by  men  in  our  armed 
services  is  revealed  in  a statement  made 
under  date  of  September  30  by  Brigadier 
General  Fred  W.  Rankin,  United  States 
Army,  consultant  in  surgery  to  the  Surgeon 
General,  United  States  Army.  His  state- 
ment is  as  follows : 

“The  Army  Medical  Department  has 
thrown  a network  of  surgery  around  the 
globe  so  our  soldiers  on  every  front  are 
receiving  prompt  and  continued  skillful 
surgical  care.  A surgical  procedure  started 
on  a Pacific  island  within  range  of  Japa- 
nese snipers  may  end  at  a field  hospital 
100  miles  away  with  the  man  ready  to 
return  to  the  firing  line  or  it  may  end  in  a 
general  hospital  in  California. 

“Closest  to  the  line  of  battle  and  almost 
always  under  artillery  fire  are  the  bat- 
talion aid  stations,  where  emergency  sur- 
gery may  be  performed.  Further  behind 
the  lines  are  the  collecting  stations  which 
prepare  the  men  for  transportation  and 
the  clearing  stations  which  have  complete 
surgical  equipment. 

“When  the  nature  of  the  battle  warrants 
it,  clearing  stations  are  reinforced  by  the 
addition  of  mobile  surgical  units  which 
move  as  close  to  the  fighting  line  as  possi- 
ble. The  equipment  is  carried  on  specially 
designed  automobile  trucks,  and  when  no 
farmhouse  or  other  building  is  available, 
the  hospital  is  set  up  in  tents.  These  mo- 
bile surgical  teams  operate  promptly  on 
head,  chest,  abdomen,  and  other  emergency 
cases  which  cannot  stand  transportation. 

“Other  wounded  are  sent  to  the  evacua- 
tion hospitals  for  preoperative  treatment 
and  definite  surgery.  If  additional  treat- 
ment is  needed,  the  man  is  sent  to  a gen- 
eral hospital  far  removed  from  the  combat 
zone.  If  he  cannot  be  returned  to  duty 
within  a limited  time,  he  is  sent  to  a gen- 
eral hospital  in  the  United  States. 

“General  hospitals  in  this  country  now 
include  twenty  neurosurgical  centers,  five 
centers  for  chest  surgery,  six  amputation 
centers,  and  five  plastic  surgery  centers, 
as  well  as  other  hospitals  devoted  to  spe- 
cial cases. 

“As  an  aid  to  maintaining  the  highest 


surgical  standards  the  Medical  Department 
has  traveling  consultants  in  surgery,  neu- 
rosurgery, and  orthopedic  surgery  in  each 
service  command  who  visit  the  hospitals  of 
that  command  regularly.  These  consult- 
ants, drawn  from  our  leading  medical 
schools  and  top-ranking  surgical  societies, 
represent  the  finest  surgical  talent  in 
America.” 


The  New  Journal  of  Parenteral 
Therapy 

We  have  before  us  Volume  I,  No.  1 of 
this  new  journal  and  this  brief  statement 
is  to  express  a word  of  welcome  and  en- 
couragement. A cursory  perusal  of  this 
volume  convinces  the  writer  that  this  jour- 
nal does  have  merit  and  will  be  a worthy 
contribution  to  the  profession. 

It  is  published  by  Science  Publications 
Council,  10  Downing  Street,  New  York 
14,  New  York. 


DEATHS 


Dr.  Hartwell  Weaver 
Dr.  Hartwell  Weaver,  Dickson;  Vander- 
bilt University  School  of  Medicine,  Nash- 
ville, 1910;  aged  fifty-eight;  died  Septem- 
ber 17,  1944. 


Dr.  George  E.  Paullus 
Dr.  George  E.  Paullus,  Memphis;  Barnes 
Medical  College,  St.  Louis,  1908;  aged  sixty- 
two;  died  July  29,  1944. 


Dr.  D.  M.  Henning 

Dr.  D.  M.  Henning,  Memphis;  Memphis 
Hospital  Medical  College,  1900 ; aged  sixty- 
nine;  died  September  7,  1944. 


Dr.  A.  C.  Lewis 

Dr.  A.  C.  Lewis,  Memphis;  George  Wash- 
ington University  School  of  Medicine, 
Washington,  1905;  aged  sixty-seven;  died 
September  18,  1944. 


Dr.  J.  E.  Robinson 

Dr.  J.  E.  Robinson.  Memphis;  Memphis 
Hospital  Medical  College,  1911;  aged  fifty- 
eight;  died  September  28,  1944. 
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Dr.  V.  K.  Earthman 
Dr.  V.  K.  Earthman,  Murfreesboro;  Van- 
derbilt University  School  of  Medicine, 
Nashville,  1893;  aged  seventy-two;  died 
August  8,  1944. 


Dr.  Charles  St.  John  Butler 
Dr.  Charles  St.  John  Butler,  rear  ad- 
miral, United  States  Navy  (retired),  Bris- 
tol, Tennessee;  University  of  Virginia,  De- 
partment of  Medicine,  Charlottesville,  1897  ; 
aged  sixty-nine  years;  died  October  7,  1944. 


RESOLUTIONS 


Dr.  Vernon  K.  Earthman 
On  August  8,  1944,  Rutherford  County 
and  Stones  River  Academy  of  Medicine  lost 
a beloved  and  distinguished  member  in  the 
death  of  Dr.  Vernon  K.  Earthman. 

Dr.  Earthman  was  active  in  the  practice 
of  medicine  for  approximately  forty-eight 
years.  He  served  in  the  Spanish-American 
War  in  Cuba  and  in  the  Philippines.  Upon 
his  return  he  was  engaged  in  the  practice 
of  medicine  in  Murfreesboro  until  entering 
the  service  during  World  War  I.  He  served 
in  the  Air  Corps  as  a major,  coming  back 
to  Murfreesboro  to  resume  his  practice. 
Twelve  years  ago  he  moved  to  Shelbyville, 
where  he  was  an  active  member  of  the 
Bedford  County  Medical  Society.  In  May 
of  this  year  he  returned  to  Murfreesboro. 

We,  the  committee  of  Rutherford  County 
and  Stones  River  Academy  of  Medicine, 
do  hereby  express  on  behalf  of  the  society 
its  sense  of  personal  and  public  loss  in  the 
passing  of  Doctor  Earthman,  and  do  here- 
by tender  the  following  resolutions : 

Be  it  resolved,  That  we  extend  to  his 
family  our  profound  regret  and  deepest 
sympathy  in  the  loss  of  this  physician  and 
associate  member ; and  be  it 

Resolved  further,  That  this  resolution  be 
spread  on  the  minutes  of  the  Rutherford 
County  and  Stones  River  Academy  of  Medi- 
cine, and  a copy  be  sent  to  the  JOURNAL  OF 
the  Tennessee  State  Medical  Associa- 
tion. 

Respectfully  submitted, 

L.  M.  Kennedy,  M.D. 
John  Cason,  M.D. 

A.  J.  Jamison,  M.D. 


NEWS  NOTES  AND  COMMENTS 


Fellowships  for  Postgraduate  Study 
in  Medicine,  Pediatrics,  Obstetrics, 
and  Gynecology  at  Tulane  Uni- 
versity Medical  School 
The  Department  of  Graduate  Medicine, 
Tulane  University  of  Louisiana  School  of 
Medicine,  1430  Tulane  Avenue,  New  Or- 
leans 13,  Louisiana,  is  prepared  to  accept 
applications  for  registration  in  the  follow- 
ing intensive  courses  of  instruction : 
Medicine — November  6-11,  1944. 
Pediatrics — December  11-15,  1944. 
Obstetrics  and  Gynecology — January  15- 
19,  1945. 

A limited  number  of  fellowships  for 
these  courses  are  offered  by  the  Common- 
wealth Fund,  41  East  Fifty-Seventh  Street, 
New  York  22,  New  York,  to  physicians 
who  do  general  practice  in  rural  areas  in 
the  state.  Fellowship  awards  are  made 
on  the  basis  of  information  furnished  by 
the  applicant  on  forms  obtainable  from  the 
Commonwealth  Fund  and  after  a personal 
interview  with  a member  of  the  fund  staff. 
Preference  will  be  given  to  graduates  of 
Class  A medical  schools  and  to  those  under 
fifty-five  years  of  age.  A fellowship  en- 
titles the  recipient  to  reimbursement  of 
tuition  cost,  necessary  travel  expense  to  and 
from  New  Orleans,  and  a stipend  of  $50.00 
for  each  of  the  courses  of  instruction  listed 
above. 


Undersecretary  of  War  Robert  Patterson 
has  awarded  the  Winthrop  Chemical  Com- 
pany, Inc.,  of  New  York  and  Rensselaer, 
New  York,  its  third  Army  and  Navy  award 
for  “high  achievement  in  production  of 
war  material.” 


MEDICAL  SOCIETIES 


Davidson  Court t ij : 

September  19 — “The  Management  of  Ma- 
lignancies of  the  Colon  and  Rectum,”  by 
Dr.  Carl  R.  Crutchfield.  Discussion  by 
Drs.  L.  W.  Edwards  and  D.  W.  Smith. 
October  3 — “Histamine  Therapy,”  by  Dr. 
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Henry  L.  Douglass.  Discussion  by  Dr.  Wm. 
R.  Cate. 

Dr.  Olin  West,  secretary  of  the  American 
Medical  Association  and  a member  of  the 
academy,  was  present  at  this  meeting.  He 
made  a very  interesting  talk  on  the  work 
of  the  American  Medical  Association  and 
the  present  medical  crisis. 

On  October  16  Dr.  L.  A.  Buie  of  the  Mayo 
Clinic  will  be  in  the  Nashville  area.  He 
will  speak  at  the  Thayer  General  Hospital 
to  the  medical  officers.  Brigadier  General 
H.  C.  Pillsbury  has  invited  the  academy 
to  attend  this  meeting. 

Doctor  Buie  is  on  a tour  of  Kentucky  and 
Tennessee  military  establishments,  travel- 
ing under  the  auspices  of  the  Wartime 
Graduate  Medical  Meetings. 


Knox  County: 

August  22 — “Surgical  Treatment  of  Pep- 
tic Ulcers,”  by  Dr.  G.  Turner  Howard.  Dis- 
cussion by  Drs.  R.  G.  Waterhouse  and  Her- 
bert Acuff. 

September  12 — “Penicillin  in  the  Treat- 
ment of  Gonorrhea  in  Sulfa  Drug  Resistant 
Cases,”  by  Dr.  Tom  R.  Barry.  Discussion 
by  Drs.  G.  A.  Williamson  and  J.  B.  Neil. 

September  26 — “Medical  Management  of 
Peptic  Ulcers,”  by  Dr.  Dan  R.  Thomas. 
Discussion  by  Drs.  E.  R.  Zemp  and  Bruce 
Powers. 

October  10 — Paper  by  Dr.  Robert  Pat- 
terson. 

October  10  — “Essential  Hypertension 
and  Its  Surgical  Management,”  by  Dr.  Earl 
Donathan.  Discussion  by  Drs.  H.  C.  Long 
and  Eugene  Haun. 

F uture  programs : 

October  24 — Dr.  E.  R.  Zemp. 

November  7 — Dr.  Herbert  Acuff. 

November  21 — Dr.  W.  Rufus  Smith. 


OTHER  MEDICAL  SOCIETIES 


The  Middle  Tennessee  Medical  Society 
The  regular  meeting  has  been  suspended. 
A centennial  celebration  is  to  be  held  at 
the  Noel  Hotel,  Nashville,  on  November  9, 
1944.  This  is  the  one  hundredth  meeting 
and  fiftieth  anniversary  of  the  organiza- 
tion. 


There  will  be  morning,  afternoon,  and 
evening  sessions.  A banquet  will  be  served 
at  the  hotel. 

The  theme  of  the  meeting  will  be  the 
advancements  in  the  last  fifty  years  in  the 
various  branches  of  medical  science. 


The  Medical  College  of  the  State  of  South 
Carolina  will  hold  its  third  Annual  Re- 
fresher Course  on  November  1,  2,  and  3, 
1944.  This  course  is  open  to  all  who  are 
interested.  Registration  fee  is  $5.00. 

Requests  for  hotel  reservations  should  be 
sent  as  early  as  possible  to  Dr.  H.  G. 
Smithy,  Medical  College  of  the  State  of 
South  Carolina,  Lucas  Street,  Charleston, 
South  Carolina,  as  Charleston  is  one  of  the 
overcrowded  cities. 


Postgraduate  Assembly  of  Institute  of 
Medicine  of  Chicago 

A Postgraduate  Assembly  on  Nervous 
and  Mental  Diseases  and  War  will  be  held 
on  November  1 and  2,  1944,  in  the  Palmer 
House,  Chicago,  and  will  be  devoted  to 
phases  of  neurology,  psychiatry,  and  neu- 
rosurgery that  are  of  particular  importance 
at  this  time  to  clinicians,  specialists,  and 
lay  workers  in  the  fields  mentioned.  In- 
terested physicians  and  workers  in  Chicago 
and  Midwest  are  invited  to  attend.  There 
will  be  a registration  fee  of  $5.00  for  non- 
members of  the  Institute  of  Medicine  ex- 
cept for  those  in  uniform. 

Complete  programs  and  registration 
cards  can  be  obtained  by  addressing  the 
Institute  of  Medicine  of  Chicago,  86  East 
Randolph  Street,  Chicago  1.  Illinois. 


In  connection  with  the  meeting  of  the 
Southern  Medical  Association  to  be  held 
in  St.  Louis,  November  13-16,  1944,  there 
will  be  a meeting  of  the  Southern  Chapter 
of  the  American  College  of  Chest  Physi- 
cians. The  DeSoto  Hotel,  St.  Louis,  will 
be  headquarters. 

A strong  program  has  been  arranged  and 
those  interested  will  do  well  to  get  in  touch 
with  the  president,  Dr.  Paul  H.  Ringer, 
Asheville,  North  Carolina. 

Dr.  Joseph  C.  Peden,  910  Syndicate  Trust 
Building,  St.  Louis  1,  is  chairman  of  the 
Hotel  Committee. 
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OBSTETRICS 

By  Milton  Smith  Lewis,  M.D, 
Bennie-Dillon  Building,  Nashville 


The  Management  of  Delivery  in  Pregnancy  Complicated 

by  Serious  Rheumatic  Heart  Disease.  Curtis  L. 

Mendelson.  American  Journal  of  Obstetrics  and 

Gynecology,  Vol.  48,  No.  3,  329-338,  September,  1944. 

A series  of  1,089  patients  with  pregnancy  com- 
plicated by  rheumatic  heart  disease  is  presented. 
This  complication  occurred  in  2.6  per  cent  of  41,- 
459  pregnancies.  The  functional  capacity  diag- 
noses, according  to  the  New  York  Heart  Associa- 
tion criteria,  were:  480  (44  per  cent),  class  1;  442 
(41  per  cent),  class  2;  113  (10  per  cent),  class  3; 
and  54  (5  per  cent),  class  4. 

The  total  mortality  was  eleven  (1  per  cent),  and 
the  cardiac  mortality  eight  (.7  per  cent).  All 
cardiac  deaths  were  due  to  decompensation — five 
died  undelivered  and  three  died  following  abdom- 
inal delivery. 

The  class  3 and  class  4 cases  are  completely 
analyzed.  Twenty-six  were  delivei’ed  abdominally 
with  three  deaths  (12  per  cent).  One  hundred 
thirty-six  were  delivered  vaginally  with  no  deaths. 
The  abdominal  group  consisted  of  five  hysteroto- 
mies with  one  death  and  twenty-one  Caesarean 
sections  with  two  deaths.  The  vaginal  group  con- 
sisted of  thirty-five  abortions  and  101  viable  de- 
liveries. 

Cardiac  failure  occurred  after  the  fourth  month 
in  fifteen  per  cent  of  these  cases. 

An  outline  for  management  of  pregnancy  com- 
plicated by  serious  rheumatic  heart  disease  (class 
3 and  class  4)  is  presented. 

The  successful  management  of  pregnancy  com- 
plicated by  serious  rheumatic  heart  disease  re- 
quires a program  of  medical  and  surgical  obstetrics 
of  the  highest  order. 

Barring  other  obstetric  complications,  the  vast 
majority  of  cases  can  be  successfully  delivered 
by  the  vaginal  route. 

When  indicated,  vaginal  therapeutic  abortion  is 
a relatively  safe  procedure  for  interruption  of 
early  pregnancy. 

The  hazards  of  labor  can  be  definitely  reduced 
with  good  ante-partum  care,  careful  functional 
evaluation,  adequate  digitalization,  and  shortening 
of  the  second  stage.  The  pulse  and  respiratory 
rates  intrapartum  provide  a valuable  guide  to  the 
cardiac  status. 

Abdominal  delivery  has  been  performed  with 
decreasing  frequency,  yet  it  may  still  have  its  place 
in  those  patients  who  fail  to  improve  in  spite  of 
treatment. 

Each  patient  should  be  evaluated  as  an  individual 
problem. 

Once  severe  cardiac  failure  has  occurred  ante- 


partum, there  is  a great  risk  in  discharging  the 
patient  from  the  hospital  before  delivery. 

The  incidence  of  spontaneous  abortion  and  pre- 
mature labor,  the  duration  of  labor,  and  the  blood 
loss  at  parturition  in  women  with  serious  rheu- 
matic heart  disease  are  not  significantly  different 
from  values  in  normal  women. 


Pregnancy  and  Diabetes.  Arthur  H.  Bill  and  Frank 

M.  Posey,  Jr.  American  Journal  of  Obstetrics  and 

Gynecology,  Vol.  48,  No.  3,  405:  408,  September, 

1944. 

Forty-four  diabetic  pregnancies  have  been  de- 
livered in  the  University  Hospitals  of  Cleveland 
during  the  period  from  January,  1933,  through 
March,  1944. 

The  age  distribution  was  roughly  that  of  a nor- 
mal group  of  parturients.  The  youngest  patient 
was  seventeen  years  of  age  and  the  oldest  was 
forty-three.  Thirteen  of  the  group  were  primi- 
gravidas. 

It  is  a well-recognized  fact  that  the  occurrence 
of  stillbirths  in  diabetics  is  high.  The  time  of 
fetal  death  is  frequently  after  the  thirty-sixth 
week  of  gestation.  Kramer  found  that  sixty  (25 
per  cent)  of  238  cases  collected  from  the  literature 
resulted  in  stillborn  infants.  In  this  series  thei'e 
were  seven  (16  per  cent)  stillbirths.  There  were 
five  neonatal  deaths.  Translating  these  figures 
into  terms  of  living  infants  discharged  from  the 
hospital,  usually  between  the  tenth  and  fourteenth 
days  of  life,  the  survival  incidence  was  seventy- 
three  per  cent.  Ten  of  the  multiparas  had  had  a 
total  of  eleven  previous  stillbirths. 

Nine  infants  (20  per  cent)  in  this  group  of 
cases  weighed  over  4,000  grams.  Speculations  as 
to  the  cause  of  the  increase  in  infant  weight  in 
diabetic  mothers  has  been  thoroughly  discussed  in 
much  of  the  literature.  Maternal  hyperglycemia 
was  the  favorite  explanation  of  the  occurrence  of 
the  so-called  “giant”  infants  of  diabetics  until  the 
work  of  Snyder  and  Hoopes.  Overdeveloped  off- 
spring in  animals  were  produced  by  these  investi- 
gators by  the  injection  of  prolan.  This  woi’k  and 
that  of  others  suggests  that  the  correct  explana- 
tion is  on  the  basis  of  hormonal  derangement.  It 
is  of  interest  to  note  five  of  the  nine  infants  of 
excessive  size  in  this  series  were  from  mothers 
whose  hyperglycemia  was  mild  to  the  degree  that 
it  could  be  controlled  by  diet  alone. 

The  most  common  complication  encountered  in 
pregnant  diabetics  is  pre-eclampsia.  In  this  series 
there  were  twelve  cases  of  pre-eclampsia,  an  in- 
cidence of  twenty-seven  per  cent.  No  cases  of 
eclampsia  occurred.  Three  of  the  seven  stillborn 
infants  were  from  pre-eclamptic  patients. 

There  were  two  cases  of  maternal  mortality. 
Both  of  these  patients  died  of  pneumonitis  follow- 
ing aspiration  of  vomitus  at  the  time  of  section. 
In  neither  of  these  sections  was  diabetes  the  in- 
dication for  operation. 

Methods  of  delivery  of  the  diabetic  vary  greatly. 
The  authors  believe  that  individualization  of  cases 
is  of  greatest  importance,  and  because  of  this  be- 
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lief  the  methods  employed  in  their  clinic  can  be 
classified  as  a group  as  being  neither  conservative 
nor  radical.  Delivery  by  the  vaginal  route  was 
effected  in  sixty-eight  per  cent  of  the  cases  pre- 
sented ; however,  no  hesitancy  is  felt  in  selecting 
section  as  the  method  of  choice  in  certain  cases. 
Fourteen  (32  per  cent)  of  these  cases  were  deliv- 
ered by  Caesarean  section.  Four  of  the  sections, 
however,  were  done  because  of  conditions  other 
than  diabetes.  These  indications  were  placenta 
previa,  premature  separation  of  the  placenta, 
failure  of  the  fetal  head  to  enter  the  pelvis  follow- 
ing thirty-one  hours  of  labor,  and  a previous  sec- 
tion. 

Induction  of  labor  is  done  infrequently  in  this 
clinic  except  on  rather  strict  medical  or  obstetrical 
indications.  It  is  believed  that  the  infant  of  a 
diabetic  mother  will  not  tolerate  a prolonged  labor 
as  well  as  the  infant  of  a normal  patient.  Since 
the  labors  following  induction  are  not  infrequently 
prolonged,  this  method  of  bringing  about  prema- 
ture labor  to  avert  intra-uterine  death  which  may 
take  place  close  to  term  is  of  use  in  a very  se- 
lected number  of  cases.  In  four  cases  labor  was 
induced.  These  four  cases  were  multiparas  and 
three  were  delivered  of  living  babies.  In  the  fourth 
case  the  fetus  was  dead  prior  to  induction  of  labor. 

The  authors  agree  with  R.  S.  Titus  in  that  the 
child  is  of  such  importance  to  some  of  these  dia- 
betic mothers  that  Caesarean  section  cannot  be 
considered  a radical  procedure  for  terminating 
their  pregnancies  prematurely  and  increasing  their 
chances  of  having  a living  baby.  The  indications 
for  Caesarean  section  in  diabetic  patients  may 
be  listed  as  follows:  (1)  purely  obstetrical — e.g., 
eephalopelvie  disproportion,  placenta  previa,  etc.; 
(2)  patients  with  viable  babies  in  whom  there  are 
progressive  elevations  of  blood  pressure  or  other 
signs  of  increasing  pre-eclampsia;  (3)  certain 
cases  in  which  there  have  been  previous  stillbirths 
which  were  attributed  to  diabetes;  (4)  elderly  pri- 
migravidas;  (5)  any  case  in  which  the  delivery  of 
a living  infant  is  of  great  importance  to  the  pa- 
tient; and  (6)  the  occasional  case  in  which  the 
diabetes  becomes  uncontrollable  with  the  advance- 
ment of  pregnancy  and  the  baby  is  viable. 

In  cases  in  which  section  is  done  on  fetal  indi- 
cations, the  time  for  operation  should  be  about 
three  weeks  before  the  expected  date  of  confine- 
ment. Most  infants  of  diabetics  will  be  found  to 
be  mature  at  this  age.  X rays  may  be  of  value  in 
determining  the  size  of  the  fetus,  this  being  used 
as  a guide  to  the  time  for  delivery.  This  procedure 
must  be  correlated  with  the  menstrual  history  of 
the  patient  and  clinical  judgment  and  not  solely 
relied  upon  as  an  index  of  viability. 

When  an  artificial  termination  of  pregnancy, 
section  or  induction,  is  decided  upon,  it  must  be 
kept  in  mind  that  the  size  of  the  fetus  of  a diabetic 
is  not  an  infallible  criterion  to  the  maturity  of 
the  infant. 

The  authors  emphasize  that  performing  a sec- 
tion simply  because  a tubal  sterilization  is  to  be 
done  is  not  a sound  obstetric  procedure.  A steri- 


lizing operation  can  be  done  in  the  early  puei’pe- 
rium  with  a negligible  risk  to  the  patient,  and  if 
it  is  done  at  this  time,  it  is  an  extremely  simple 
operation. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Eye  Casualties  Treated  on  a Hospital  Ship.  H.  P. 

Schench,  L.  E.  Silcos,  and  E.  W.  Godfrey. 

In  this  survey  of  3,019  patients,  thirty-eight  per 
cent  were  admitted  for  injuries  directly  due  to  com- 
bat. Four  hundred  fifty-one,  or  fifteen  per  cent, 
sustained  eye  injuries  of  varying  severity.  The  ma- 
jority were  admitted  six  to  eight  days  after  injury 
and  remained  on  shipboard  from  thirty-six  hours 
to  eight  days.  Eighty  per  cent  of  the  eye  cas- 
ualties also  had  other  wounds.  Injuries  to  the 
eyelids  were  very  frequent,  burns  occurring  in  212 
patients,  almost  all  being  flash  burns.  The  most 
satisfactory  primary  treatment  consisted  of  thor- 
ough cleansing  with  soap  and  water  and  removal 
of  crusts,  debris,  and  necrotic  material.  Wet  com- 
presses of  saturated  boric-acid  solution  were  then 
used  continuously  and  microcrystalline  sulfathia- 
zole  powder  was  applied  several  times  daily.  Daily 
conjunctival  irrigation  was  followed  by  two  per 
cent  butyn  ointment  with  metaphen  or  merthiolate. 
Early  Thiersch  grafts  were  used  when  advisable. 
Unfortunate  sequelae  of  lid  wounds  may  be  mini- 
mized by  prompt  repair  based  on  sound  anatomic 
principles.  Repair  of  the  orbicularis  muscle  is 
essential  for  good  cosmetic  result.  The  following 
procedures  are  important:  (1)  intermarginal  su- 
tures, (2)  closure  of  conjunctival  wounds  to  prevent 
adhesions  to  the  globe,  (3)  additional  sutures  near 
the  cilia  to  prevent  notch  formation,  (4)  accurate 
approximation  of  skin  edges.  Corneal  burns  oc- 
curred in  but  twenty-seven  of  the  212  lid-burn 
cases.  Shrapnel  fragments  were  responsible  for 
most  of  the  corneal  injuries.  In  extensive  corneal 
lacerations  human  hair  was  used  for  suture  mate- 
rial. In  concussion  injuries  it  must  be  remembered 
that  the  critical  distance  of  high  explosive  is  four 
times  as  great  under  water  as  in  the  air.  The 
commonest  findings  in  blast  injuries  are  conjunc- 
tival hemorrhage,  photophobia,  and  night  blindness. 
In  compression  injuries  paracentesis  was  of  no 
value.  The  lacerated  globe  is  usually  less  apt  to 
suppurate  than  the  shattered  globe,  which  fact 
may  have  a bearing  on  sympathetic  ophthalmia. 
All  of  the  patients  with  penetrating  wounds  re- 
ceived tetanus  toxoid,  sulfonamides  by  mouth,  and, 
when,  indicated,  intravenous  typhoid  vaccine.  One 
hundred  thirty-six,  or  thirty  per  cent,  of  the  eye 
casualties  had  foreign  bodies  in  the  eyeball  or 
adnexa.  Of  these  at  least  one-half  were  magnetic. 
In  their  localization  opaque  corneal  and  scleral 
markers  or  clips  fixed  to  the  lids  were  employed. 
Nonperforating  foreign  bodies  were  removed  un- 
der the  biomicroscope  with  a Ziegler  knife.  Sclerot- 
omy incisions  were  rimmed  with  diathermy  needles 
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to  prevent  later  retinal  detachment.  Injuries  to 
the  bony  orbit  were  noted  in  fourteen  patients, 
all  of  whom  had  edema  or  hemorrhage  in  the 
orbital  tissue.  Sulfonamide  therapy  was  consid- 
ered an  important  adjunct.  Lid  suture  was  fre- 
quently employed.  Local  anesthesia  was  generally 
employed.  Intravenous  sodium  pentothal  was  al- 
most exclusively  used  as  a general  anesthetic. 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Malignant  Tumors  of  the  Kidney:  Review  of  117  Cases. 
Louis  C.  Bixler,  M.D.;  K.  Wilhelm  Stenstrom,  Ph.D.; 
and  C.  D.  Creevy,  M.D.,  University  of  Minnesota, 
Minneapolis,  Minnesota.  Radiology,  April,  1944, 
Vol.  42,  No.  4,  p.  329. 

One  hundred  seventeen  cases  of  malignant  renal 
neoplasms  were  reviewed  that  had  been  seen  in  the 
University  of  Minnesota  Hospitals  from  1924  to 
1940,  inclusive.  There  were  ninety-four  cases  of 
carcinoma  of  renal  cortex,  thirteen  cases  of  Wilms’ 
tumor,  nine  cases  of  carcinoma  of  the  renal  pelvis, 
and  one  of  sarcoma. 

Adenocarcinoma  of  the  kidney  cortex  (hyper- 
nephroma) was  the  largest  group  in  this  series. 
The  average  age  of  the  patients  was  5.3.4  years. 
Males  were  affected  more  frequently  than  females. 
The  most  common  complaints  were:  hematuria, 
pain,  abdominal  mass,  weight  loss,  and  weakness. 
The  treatment  included  surgery  alone  (17  cases), 
surgery  plus  irradiation  (48  cases),  and  irradia- 
tion alone  (13  cases).  Three  cases  received  no 
treatment.  The  radiation  therapy  in  this  series 
was  administered  by  a mechanically  rectified  unit, 
operating  at  200  kilovolts  p.  and  thirty  milli- 
amperes  with  one  millimeter  of  copper  and  one 
millimeter  of  aluminum  filter.  Irradiation  of  the 
kidney  area  was  usually  through  one  anterior,  one 
lateral,  and  one  posterior  field,  the  average  daily 
dose  being  250  r in  air.  The  total  amount  given 
varied,  but  the  average  tumor  dose  amounted  to 
about  2,200  to  2,500  tissue  r.  In  this  group  the  five- 
year  survival  rate  for  cases  treated  by  surgery 
alone  is  fifty  per  cent;  by  surgery  plus  irradiation, 
thirty-one  per  cent;  by  surgery  plus  immediate 
postoperative  irradiation,  forty-two  per  cent;  by 
irradiation  alone,  eight  per  cent  (77  per  cent  had 
metastases  at  the  time  of  diagnosis). 

Wilms’  tumor  was  seen  in  thirteen  cases,  five 
were  proved  by  histologic  examination.  Twelve 
of  the  thirteen  cases  were  six  years  of  age  or  less. 
Abdominal  mass,  hematuria,  and  pain  are  the  most 
common  symptoms.  It  is  rather  generally  agreed 
that  X-ray  therapy  is  more  useful  in  the  treatment 
of  Wilms’  tumor  than  in  any  other  malignant  renal 
neoplasm.  The  radiation  therapy  in  this  group 
was  administered  with  the  same  equipment  that 
was  used  for  the  tumors  of  the  cortex.  An  anterior 
and  posterior  field  were  used  and  the  daily  dose 


was  200  r in  air  and  about  1,500  tissue  r per  field. 
In  this  group  there  were  no  five-year  survivals. 

Nine  cases  of  carcinoma  of  the  kidney  pelvis 
were  among  those  seen,  of  which  seven  were  proved 
histologically.  The  average  age  was  fifty-four  years 
and  males  predominate.  Hematuria  was  the  most 
common  symptom.  Radiation  therapy  was  admin- 
istered to  the  tumors  of  the  renal  pelvis  in  the 
same  manner  and  amount  as  to  the  cortical  tumors. 
These  tumors  are  radio-resistant  and  the  five-year 
survival  rate  is  sixteen  per  cent,  while  it  is  twenty- 
seven  per  cent  for  the  entire  series  of  kidney 
tumors  (proved  histologically). 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  Jr..  M.D. 
307  Doctors  Building,  Knoxville 


The  Treatment  of  Sulfonamide  Resistant  Gonorrhea 

with  Penicillin  Sodium.  Lieutenant  Colonel  Thomas 

H.  Sternberg  and  Colonel  Thomas  B.  Turner.  The 

Journal  of  the  American  Medical  Association,  Sep- 
tember 16,  1944. 

A total  of  1,686  patients  with  gonorrhea  wei'e 
included  in  this  study.  They  were  all  men  be- 
tween the  ages  of  eighteen  and  thirty-eight  years 
of  age.  The  average  duration  of  the  infection  was 
fifty-one  days  and  the  average  amount  of  sulfona- 
mide drug  received  was  fifty-eight  grams.  Two 
hundred  thirty-six  of  the  patients  had  been  treated 
unsuccessfully  with  hyperpyrexia. 

All  patients  admitted  to  the  study  had  to  fulfill 
the  following  conditions: 

I.  A history  of  gonorrhea  acquired  within  recent 
weeks  or  months. 

2.  Clinical  signs  and  symptoms  of  gonorrhea  at 
the  time  penicillin  was  begun. 

3.  Smears  and  cultures  positive  for  gonococci. 

4.  Sulfonamide  resistant  gonorrhea  as  deter- 
mined by  failui’e  to  respond  to  two  or  more  courses 
of  the  drug. 

The  penicillin  was  dissolved  in  normal  saline  or 
sterile  distilled  water  each  day  and  refrigerated  at 
about  four  degrees  centigrade  when  not  in  use. 
Either  10,000  or  20,000  Oxford  units  were  given  in- 
tramuscularly every  three  hours  day  and  night. 

The  patients  were  divided  into  six  groups,  those 
receiving  a total  of  40,000,  50,000,  80,000,  100,000, 
120,000,  and  160,000  units,  respectively.  No  other 
medication  was  given  during  the  penicillin  treat- 
ment. The  patients  were  kept  under  observation 
for  three  weeks  after  the  treatment.  During  this 
period  daily  examinations  for  urethral  discharge 
and  daily  checks  on  the  first  and  second  glasses 
of  urine  were  made.  Cultures  and  smears  for 
gonococci  were  made  within  forty-eight  hours  on 
the  seventh,  fourteenth,  and  twenty-first  days  after 
the  penicillin  treatment  was  discontinued. 

Patients  were  released  after  the  twenty-first  day 
if  they  were  asymptomatic  and  bacteriologically 
negative. 
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Table  I — Results  of  Treatment  According 


to  Dose 

of  Penicillin 

(One  Course 

Only) 

Total  Dose 
Penicillin 

Number 

Treated 

Failures 

Per  Cent 
Cured 

160,000 

144 

3 

97.9 

120,000 

191 

9 

95.3 

80,000 

225 

10 

95.6 

40,000 

137 

12 

91.2 

100,000 

433 

15 

96.5 

50,000 

536 

77 

86.2 

Total 

1,686 

126 

92.5 

The  average  time  for  the  urethral  discharge  to 
disappear  or  change  to  mucoid  and  become  nega- 
tive was  two  days;  however,  in  many  cases  it  oc- 
curred within  a few  hours.  In  about  twenty  per 
cent  of  the  cases  a mucoid  discharge  remained  for 
a period  of  about  three  weeks,  but  eventually  sub- 
sided. 

Of  the  total  of  126  failures  to  one  course  of  peni- 
cillin, 91.8  per  cent  were  cured  by  a second  course 
and  the  remainder  by  a third  course  of  100,000 
units.  No  true  resistance  to  penicillin  was  ob- 
served. 

Race,  duration  of  the  infection,  previous  treat- 


Table  2 — Results  of  Treatment  (Effects 
of  Size  of  Individual  Dose  and  Length 


OF 

Treatment) 

S 

> to 
£-<  *- 

O 

Total 

Dose 

Size  of 
Dose 

|s 

Si  A- 
§ £ 

Number 

Treated 

Number 

Failures 

Per  Cent 
Cured 

120,000 

20,000 

15 

105 

3 

97.1 

100,000 

20,000 

12 

261 

9 

96.6 

80,000 

20,000 

9 

124 

8 

93.6 

Total 

490 

20 

95.9 

120,000 

10,000 

33 

86 

6 

93.0 

100,000 

10,000 

27 

172 

6 

96.5 

80,000 

10,000 

21 

101 

2 

98.0 

Total 

359 

14 

96.1 

ments  and 

complications  of 

gonorrhea 

had 

no  ef- 

feet  on  the  response  to  penicillin. 

No  serious  reactions  occurred  in  the  treatments. 
In  ninety-eight  patients  there  was  soreness  in  the 
site  of  injection,  seven  had  mild  fever,  five  had 
slight  headache,  four  were  slightly  nauseated,  four 
had  slight  chills,  and  three  were  dizzy. 
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REPORT  OF  DELEGATES  TO  AMERICAN  MEDICAL  ASSOCIATION,  1944 


The  1944  session  of  the  American  Med- 
ical Association,  held  in  Chicago,  drew  an 
attendance  of  7,284.  Intense  interest  was 
manifested,  not  only  in  the  problems  and 
advancements  of  war  medicine,  but  also  in 
the  social  and  economic  problems  of  the 
medical  profession  at  home.  The  largest 
display  of  technical  exhibits  ever  offered  to 
the  American  Medical  Association  attracted 
huge  crowds  and  contributed  to  the  spirit 
of  enthusiastic  cooperation  shown  by  the 
large  number  of  physicians  and  guests. 

Among  the  distinguished  and  inspiring 
speakers  were  Surgeons  General  Vice-Ad- 
miral Ross  T.  Mclntire  and  Major  General 
Norman  T.  Kirk  of  the  United  States  Navy 
and  Army  and  Major  General  Grant,  chief 
medical  officer  of  the  United  States  Air 
Forces.  Lieutenant  General  Robert  K.  S. 
Lim  spoke  for  the  Chinese  Army  Medical 
Administration  and  Major  General  Brock 
Chisholm  for  the  Royal  Canadian  Medical 
Corps. 

The  scientific  programs  presented  inter- 
esting and  informative  material  to  capac- 
ity audiences.  In  the  House  of  Delegates 
discussions  centered  about  such  vital  mat- 
ters as  the  Council  on  Medical  Services  in 
Washington:  its  progress  and  possibilities; 
the  Postwar  Planning  Committee  for  ar- 
ranging postgi'aduate  work  for  locating 
physicians  returning  from  service ; the 
Council  on  Pharmacy  and  Chemistry  now 
in  its  fortieth  year;  the  states’  policy  of 
retaining  responsibility  and  power  over 
the  tuberculosis  program  of  the  United 


States  Health  Service;  the  formation  of  a 
speakers’  bureau  to  make  available  many 
speakers  to  all  parts  of  the  country;  the 
strongly  urged  and  long-asked-for  forma- 
tion of  a department  of  health,  coordinat- 
ing all  federal  medical  activities  except 
those  of  the  Army  and  Navy,  and  to  be 
headed  by  a member  of  the  cabinet. 

Addressing  the  House  of  Delegates, 
American  Medical  Association  president, 
Doctor  Paullin,  gave  special  stress  to  the 
wartime  graduate  medical  meetings  for 
doctors  in  service.  Clinics,  lectures,  dem- 
onstrations, round-table  discussions,  and 
clinical  pathological  conferences  covering 
all  fields  of  medicine  are  given  by  1,650 
teachers  and  thirty  consultants  who  visit 
Army  and  Navy  hospitals  all  over  the  coun- 
try. Doctor  Kretschmer,  president-elect, 
spoke  on  the  necessity  of  educating  the 
people  in  various  communities  to  the  dan- 
gers of  the  Wagner  bill,  and  urged  that 
every  physician  give  at  least  two  hours  per 
day  to  the  effort.  Doctor  Lahey  warned  of 
the  impending  shortage  of  doctors,  due  to 
the  refusal  of  the  government  to  further 
defer  premedical  students. 

A resolution  was  introduced  by  the  Cali- 
fornia delegation  to  make  Dr.  Olin  West 
secretary  emeritus  for  life.  This  resolution 
was  not  approved,  and  at  the  final  session 
of  the  House  of  Delegates  Doctor  West 
was  re-elected  secretary.  A second  reso- 
lution from  the  California  delegation  rec- 
ommended that  the  Board  of  Trustees  re- 
place the  present  editor  of  the  Journal  of 
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the  American  Medical  Association.  It  is 
worth  while  to  quote  the  findings  of  the 
Reference  Committee  on  these  two  resolu- 
tions : 

“Never  before  has  American  medicine 
been  so  needful  as  now  of  unity.  The  de- 
sire to  extend  the  high  quality  of  medical 
service  to  all  of  the  people  at  a reasonable 
cost  is  the  objective  sought  by  all  of  us. 
Your  committee  is  convinced  that  this  can 
be  attained  more  certainly  if  physicians 
throughout  the  nation  would  give  their 
loyalty  and  support  to  those  selected  by 
this  House  of  Delegates  as  members  of  the 
Board  of  Trustees  and  to  the  representa- 
tives selected  by  the  board  itself.  Your 
committee  commends  the  loyalty  and  effi- 
ciency with  which  these  officers  have  for 
many  years  served  the  association  in  car- 
rying out  the  policies  established  by  the 
House  of  Delegates.  Your  committee  would 
also  commend  the  Board  of  Trustees  of  the 
association  for  its  judgment  and  wisdom 
in  the  management  of  the  affairs  of  the 


association.  Therefore,  the  Reference 
Committee  on  Executive  Session  recom- 
mends that  these  resolutions  be  not  ap- 
proved.” 

The  award  annually  voted  by  the  House 
for  distinguished  medical  service  was 
awarded  to  Dr.  George  Dock  of  Pasadena, 
California.  Atlantic  City  was  chosen  for 
the  1947  meeting  of  the  American  Medical 
Association  and  the  following  officers  were 
elected : 

President-elect  — Roger  I.  Lee,  Boston, 
Massachusetts. 

Vice-president-elect — Stanley  J.  Seeger, 
Texarkana,  Texas. 

Treasurer — J.  J.  Moore,  Chicago,  Illinois. 

Speaker  of  House  — H.  H.  Shoulders, 
Nashville,  Tennessee. 

Vice-speaker  of  House  — R.  W.  Fouts, 
Omaha,  Nebraska. 

New  Trustee — Louis  H.  Bauer,  Hemp- 
stead, New  York. 

Re-elected  Trustee  — Elmer  L.  Hender- 
son, Louisville,  Kentucky. 
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POSTWAR  READJUSTMENTS  OF  RETURNING  MEDICAL  OFFICERS* 

VICTOR  JOHNSON,  Ph.D.,  M.D.f 


The  present  generation  of  medical  stu- 
dents, of  which  you  who  are  graduating 
today  are  representative,  has  carried  out 
its  scientific  education  amid  uncertainties 
unprecedented  in  the  history  of  medical 
education.  You  scarcely  knew,  from  day 
to  day,  what  new  decision  might  be  made 
in  some  faraway  office,  which  would  pro- 
foundly affect  your  whole  future,  a de- 
cision based  upon  information  not  avail- 
able to  you  and  policies  over  which  you  had 
no  control. 

It  is  small  wonder  that  you  have  been 
sufficiently  disturbed  at  times  to  interfere 
with  your  work.  But  it  is  no  great  sur- 
prise to  us  that  you  won  through  in  spite 
of  every  difficulty  and  have  today  reached 
an  important  milestone  in  your  careers. 
We  who  have  worked  with  you  on  medical 
school  faculties  have  had  confidence  in  you 
from  the  beginning.  Your  preliminary 
training  was  excellent;  your  promise  was 
great;  you  were  the  highly  selected  few. 
We  continue  to  have  supreme  confidence  in 
your  ability  to  cope  with  the  challenging 
problems  you  must  solve  in  the  future. 

Actually,  your  lot  and  the  lot  of  any  of 
us  here  at  home  admit  no  cause  for  real 
complaint,  no  justification  for  more  than 
an  occasional  passing  irritation  by  com- 
parison with  what  has  been  freely  given  by 
our  medical  colleagues  in  the  services  and 
our  countrymen  and  allies  in  the  field. 
Whatever  may  have  been  difficult  for  us 
at  home  in  these  past  three  years,  the  fu- 
ture— your  future — will  present  tremen- 
dous problems  which  will  dwarf  those  of 
the  past.  Unfortunately,  I cannot  tell  you 
that  your  troubles  are  over.  After  the  war, 
you  and  other  returning  medical  officers 
must  make  certain  highly  important  ad- 
justments. You  will  be  compelled  to  solve 
three  major  problems:  first,  your  further 


^Convocation  address,  Vanderbilt  University 
School  of  Medicine,  Nashville,  Tennessee,  Septem- 
ber 11,  1944. 

fSecretary,  Council  on  Medical  Education  and 
Hospitals,  American  Medical  Association;  Profes- 
sorial Lecturer  in  Physiology,  University  of  Chi- 
cago. 


education;  second,  the  transition  to  civilian 
medical  practice;  and  third,  the  changing 
relationship  of  medicine  to  society. 

I.  Continuation  Education  of  Return- 
ing Medical  Officers 

Many  of  the  college  training  programs 
of  the  armed  forces  are  excellent.  Neces- 
sarily, this  training  has  been  greatly  ab- 
breviated and  has  dealt  in  the  main  with 
so-called  “practical”  subject  matter  aimed 
at  preparing  the  trainee  for  a specific  war 
job.  Necessarily,  the  elements  of  a liberal 
education  and  the  understanding  of  basic 
scientific  principles  have  not  been  empha- 
sized. One  of  the  heaviest  hidden  taxes 
of  the  war  has  been  levied  against  edu- 
cation. Even  in  this  country,  at  war  a rel- 
atively short  time  and  subjected  to  none 
of  the  direct  destruction  of  the  war,  the 
future  will  be  poorer  in  brains  and  skills 
and  training  because  of  the  conflict,  inde- 
pendently of  casualties.  In  medicine,  this 
will  be  reflected  in  a lower  quality  of  med- 
ical care  unless  the  challenge  is  met  reso- 
lutely and  wisely. 

Recent  graduates  are  keenly  aware  of 
their  deficiencies.  They  have  been  com- 
pelled to  complete  their  training  under  un- 
favorable conditions.  Teaching  staffs  have 
depleted  while  their  teaching  loads  have 
been  increased  and  the  tempo  of  educa- 
tion increased.  The  internship  has  been 
reduced  to  an  inadequate  but  necessary  nine 
months,  a period  barely  sufficient  to  make 
the  discerning  student  aware  of  the  med- 
ical problems  he  will  face  in  the  practice 
of  medicine,  but  utterly  insufficient  to  do 
more  than  start  him  on  the  way  to  their 
solution. 

Medical  educators  are  likewise  keenly 
aware  of  the  necessity  for  providing,  after 
the  war,  continuation  courses  and  advanced 
hospital  training,  not  only  for  new  genera- 
tions of  medical  graduates,  but  for  the 
returning  medical  officers  as  well. 

We  already  know  something  of  the  mag- 
nitude of  the  problem.  It  is  now  nearly 
two  years  since  the  Council  on  Medical 
Education  and  Hospitals  of  the  American 
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Medical  Association  anticipated  the  prob- 
lem to  be  faced,  and  set  about  to  meet  it, 
collaborating  with  hospitals,  American 
boards  in  the  specialties,  medical  schools, 
and  most  recently,  the  Committee  on  Post- 
war Medical  Services.  This  committee  was 
established  by  the  American  Medical  As- 
sociation in  collaboration  with  the  Ameri- 
can College  of  Physicians  and  the  Ameri- 
can College  of  Surgeons.  Representation 
is  also  included  from  the  Association  of 
American  Medical  Colleges,  the  American 
Hospital  Association,  the  Federation  of 
State  Licensing  Boards  of  the  United  States, 
the  Catholic  Hospital  Association,  the  Pro- 
curement and  Assignment  Service,  the  Ad- 
visory Board  of  Medical  Specialties,  and 
the  Veterans  Administration. 

A major  project  of  this  committee  has 
been  a study  of  the  postwar  educational 
desires  of  medical  officers  being  conducted 
in  cooperation  with  the  Surgeons  General 
of  the  Army,  Navy,  and  Public  Health 
Service.  Questionnaires  on  the  postwar 
educational  desires  of  medical  officers  have 
been  sent  to  all  physicians  in  all  branches 
of  the  service.  Returns  are  now  being  re- 
ceived at  the  American  Medical  Association 
headquarters  in  great  numbers.  Trans- 
ferred to  International  Business  Machine 
punch  cards,  this  information  will  be  sys- 
tematically analyzed  and  given  wide  pub- 
licity so  that  each  state  medical  society, 
each  medical  school,  and  each  hospital  will 
be  made  aware  of  its  responsibilities. 

Analyses  of  the  first  thousand  returns 
have  been  published  by  Lieutenant  Colo- 
nel Harold  C.  Lueth,  the  Surgeon  General’s 
liaison  officer1-  and  the  Council  on  Med- 
ical Education  and  Hospitals.'* 

The  latter  report  of  the  council  indicates 
that  considerable  expansions  are  required 
in  providing  facilities  in  all  fields,  and  for 
periods  ranging  from  several  weeks  in  re- 
fresher and  review  courses  to  many  months 
in  hospital  house  officerships. 

Of  the  one  thousand  officers,  about  twen- 


Mournal  of  American  Medical  Association,  125: 
558  (June  24)  1944. 

Journal  of  American  Medical  Association,  125: 
1099  (August  19)  1944. 

'Journal  of  American  Medical  Association  in 
press. 


ty  per  cent  indicated  that  they  planned  no 
further  postwar  training.  These  were 
mainly  older  officers.  Eighty  per  cent — 
mainly  younger  officers — desired  some  ad- 
ditional education.  About  one-third  of  those 
who  replied  desired  six  months  or  less  of 
training  and  nearly  a half  desired  house 
officerships  of  six  months  or  more. 

Translated  into  numbers  and  expanded 
to  include  all  returning  medical  officers  who 
will  probably  desire  additional  work,  this 
means  that  after  the  war  we  shall  need 
from  five  to  ten  thousand  new  house  of- 
ficership  positions  in  addition  to  the  nor- 
mal number  of  about  six  thousand.  In  our 
meeting  these  demands,  much  will  depend 
upon  the  rate  of  demobilization  of  medical 
officers.  Should  this  process  extend  over 
a period  of  two  years,  which  now  seems  a 
reasonable  estimate,  it  will  be  necessary  to 
provide  approximately  double  the  existing 
house  officerships  to  meet  the  demands  of 
the  first  year.  Surveys  by  the  council 
indicate  that  this  can  probably  be  accom- 
plished by  expanding  the  places  in  cur- 
rently approved  residencies,  developing 
residencies  in  new  specialties  in  hospitals 
approved  for  residencies  in  some  fields  and 
developing  new  residencies  in  the  better 
intern  hospitals  not  now  approved  for  ad- 
vanced training.  It  will  probably  also  be 
necessary  for  hospitals,  specialty  boards, 
and  the  council  to  develop  graduate  ex- 
ternships, in  which  the  physician  is  carry- 
ing out  full-time  work  in  the  hospital,  but 
does  live  in  the  hospital,  much  as  junior 
and  senior  medical  students  now  work  in 
the  hospitals  of  medical  schools. 

You  will  be  interested  to  know  the  fields 
of  medicine  in  which  most  officers  ex- 
pressed interest,  and  the  fields  in  which  the 
major  expansion  is  required  after  the  war. 

Nearly  seventy  per  cent  of  the  requests 
for  internships  and  residencies  were  in 
the  following  fields:  surgery  (30  per  cent) 
internal  medicine  (17  per  cent),  obstetrics 
and  gynecology  (12  per  cent),  and  general 
training,  such  as  a mixed  residency  or  sec- 
ond-year internship  (10  per  cent).  It  is 
striking  that  there  were  so  few  requests 
for  additional  training  in  fields  which  will 
undoubtedly  increase  in  importance  after 
the  war,  such  as  public  health,  preventive 
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medicine,  industrial  medicine,  physical  med- 
icine, and  neuropsychiatry. 

The  relative  lack  of  a substantial  num- 
ber of  requests  for  work  in  these  fields  is 
probably  a reflection  of  the  inadequacy  of 
the  training  in  these  fields  which  was  ex- 
perienced by  many  medical  officers  in  their 
past  medical  school  and  hospital  education. 
It  does  not  reflect  the  needs  of  tomorrow 
in  medicine. 

Our  preliminary  estimates  indicate  that 
hospital  house  officerships  will  require  ex- 
pansions in  present  facilities  of  approxi- 
mately the  following  order  of  magnitude : 


Otolaryngology  120% 

Surgery  120% 

Obstetrics  and  gynecology  110% 

Ophthalmology  90% 

Urology  70% 

Internal  medicine  50% 

Oi’thopedic  surgery  50% 

Pediatrics  50  % 

Pathology  40% 

Radiology  35% 

Psychiatry  and  neurology 30% 


Requests  for  review  and  refresher 
courses  by  one-third  of  the  medical  officers 
were  mainly  in  the  same  fields  as  requests 
for  hospital  training.  Over  seventy-five 
per  cent  of  the  requests  were  for  the  fol- 
lowing subjects:  general  training  (23  per 
cent),  internal  medicine  (22  per  cent),  sur- 
gery (19  per  cent),  and  obstetrics  and  gyn- 
ecology (12  per  cent).  Less  than  four  per 
cent  of  the  requests  were  for  work  in  each 
of  the  remaining  fields  of  medicine. 

To  meet  the  requirements  of  returning 
medical  officers  for  additional  training  is  a 
serious  responsibility  which  will  require 
the  continued  joint  efforts  of  the  Commit- 
tee on  Postwar  Medical  Service,  the  Coun- 
cil on  Medical  Education  and  Hospitals,  the 
Surgeons  General  of  the  Army,  Navy,  and 
Public  Health  Service,  hospitals  approved 
for  internships  and  residencies,  the  Amer- 
ican Boards  in  the  medical  specialties,  med- 
ical schools,  state  licensing  boards,  the  Vet- 
erans Administration,  foundations,  county 
and  state  medical  societies,  and  every  in- 
stitution capable  of  providing  advanced 
training  to  physicians. 

On  the  basis  of  the  estimated  demands 
for  educational  opportunities  by  returning 
medical  officers,  recently  published  in  de- 


tail,'* the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Associa- 
tion has  recommended  the  following  to  meet 
the  educational  challenge  of  the  postwar 
period : 

1.  Every  hospital  approved  by  the  coun- 
cil for  internships  should  review  its  pres- 
ent and  potential  facilities  and  be  prepared 
upon  request  to  submit  to  the  council  esti- 
mates of  the  additional  physicians  it  can 
accommodate  as  house  officers  in  general 
medical  training  without  jeopardizing  high 
educational  standards. 

2.  Every  residency  and  fellowship  hos- 
pital approved  by  the  council  and  accept- 
able to  the  various  American  boards  should 
be  prepared  to  submit  to  the  council  and 
the  respective  boards  estimates  of  the  ad- 
ditional physicians  it  can  accommodate  as 
house  officers  in  already  approved  resi- 
dencies, having  in  mind  initially  the  re- 
quired expansion  in  various  fields  as  well 
as  the  necessity  for  preserving  a high  qual- 
ity of  training. 

3.  Every  internship  hospital  not  now  ap- 
proved by  the  council  for  residencies  should 
be  prepared  to  report  on  such  facilities  it 
may  possess  as  may  warrant  consideration 
for  approval  of  residences,  particularly  in 
those  specialties  requiring  most  expansion. 

4.  Every  approved  residency  hospital 
which  has  not  yet  developed  its  educational 
programs  to  full  capacity  should  consider 
the  organization  of  additional  residencies 
in  specialties  not  yet  approved  by  the  coun- 
cil. 

5.  Hospitals  approved  for  house  officer 
training  should  consider  developing  grad- 
uate externships  to  provide  training  of 
short  duration  to  discharged  officers  not 
housed  at  the  hospital,  but  engaged  in  full- 
time hospital  work.  Specialty  boards  should 
consider  the  feasibility  of  allowing  credit 
for  such  graduate  externships  in  the  train- 
ing requirements  for  certification.4 

6.  Schools  engaged  in  undergraduate, 
postgraduate  and  graduate  education,  med- 
ical societies  and  foundations  should  plan 
especially  to  meet  the  probable  demands  for 

‘The  American  Board  of  Psychiatry  and  Neu- 
rology has  already  considered  this  recommendation, 
which  was  first  suggested  to  the  council  by  that 
board. 
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full-time  review  and  refresher  courses  of 
two  to  six  months’  duration. 

7.  All  participating  hospitals  and  schools 
should  incorporate  into  all  postwar  house 
officer  training  appropriate  work  in  the 
basic  medical  sciences,  which  will  require 
close  cooperation  between  hospitals,  medi- 
cal societies,  and  medical  schools. 

8.  Consistent  with  the  demands  of  na- 
tional security  and  the  postwar  military 
needs,  plans  for  the  demobilization  of  med- 
ical officers  should  provide  for  teachers 
required  for  the  training  of  discharged  of- 
ficers to  be  demobilized  before  the  prospec- 
tive students. 

9.  Although  it  may  be  necessary  to  mod- 
ify the  estimates  here  published  when  fur- 
ther questionnaires  have  been  returned 
from  medical  officers  to  the  Committee  on 
Postwar  Medical  Service,  plans  by  all  med- 
ical educational  institutions  for  expanded 
postwar  facilities  should  commence  at  once. 

10.  Full  use  for  educational  purposes 
should  be  made  of  the  period  between  the 
surrender  of  Germany  and  that  of  Japan 
to  provide  training  for  as  many  officers 
as  possible  while  still  retained  on  active 
service. 

II.  The  Adjustment  to  Civilian  Medi- 
cal Practice 

Today  at  least  one-third  of  the  active 
practitioners  of  medicine  in  the  United 
States  are  in  active  service  in  the  Army, 
Navy,  and  Public  Health  Services.  For 
these  doctors  the  rules  governing  the  prac- 
tice of  medicine  provide  that: 

1.  Everyone  who  needs  medical  care 
must  get  it,  regardless  of  the  economic 
status  of  the  patient. 

2.  Every  resource  known  to  medical  sci- 
ence must  be  employed  when  available  and 
indicated;  plasma  or  penicillin,  surgery  or 
psychiatry,  regardless  of  cost. 

3.  Every  doctor  is  paid  a salary  for  his 
services  from  public  funds;  no  doctor  col- 
lects fees  from  his  patient. 

4.  No  obstacle  must  prevent  this  provi- 
sion of  medical  care  to  everyone  who  needs 
it,  whether  it  may  require  eight  natives  to 
carry  a single  wounded  soldier  to  a medical 
station  in  the  Owen  Stanley  Mountains  or 
a fleet  of  air  transports  to  carry  the  in- 


jured from  the  invasion  beaches  of  France 
to  a hospital  in  England. 

5.  There  must  be  a high  degree  of  or- 
ganization within  a given  area ; the  general 
hospital  is  at  the  hub  of  the  wheel  and 
stretcher-bearers  at  the  rim,  with  all  the 
intermediate  stages  of  evacuation,  first  aid, 
emergency  care,  and  attention  to  acute 
needs. 

6.  Every  physician  is  under  orders  reg- 
ulating every  phase  of  his  life. 

When  the  war  ends,  thousands  of  phy- 
sicians will  have  known  no  other  form  of 
medical  practice  than  this  except  for  an 
abbreviated  internship.  The  adjustment  of 
such  physicians  to  civilian  medical  practice 
will  constitute  a major  challenge  to  medi- 
cine. There  is  no  doubt  that  wartime  ex- 
periences of  physicians  and  of  patients  will 
stimulate  increased  efforts  toward  the  pro- 
vision of  improved  medical  care  for  every- 
one without  that  necessary  total  regimen- 
tation which  must  obtain  in  the  armed 
forces. 

We  must  remember  how  completely  med- 
icine is  regimented  in  the  armed  forces  for 
the  patient  as  well  as  the  doctor.  The  pa- 
tient is  ordered  to  appear  before  the  doctor 
and  the  doctor  in  turn  may  order  the  pa- 
tient to  the  hospital.  This  has  not  been 
possible  in  civilian  life.  It  is  very  disturb- 
ing to  everyone  who  is  interested  in  pro- 
viding the  best  medical  care  for  everyone 
to  examine  certain  hospital  statistics  in  this 
country.  If  we  arrange  the  various  states 
in  the  order  of  number  of  available  hos- 
pital beds  per  1,000  people,  we  find  that 
the  same  order  is  followed  in  the  percent- 
ages of  those  beds  which  are  occupied.  But 
the  correlation  is  not  what  we  would  ex- 
pect. In  general,  those  states  having  the 
fewest  hospital  beds  have  the  lowest  rates 
of  occupancy  of  those  beds.  States  with 
most  beds  use  them  most. 

Why  this  is  true  we  do  not  know.  It 
may  be  that  in  those  states  which  lack  the 
money  for  hospital  beds,  the  people  lack  the 
money  to  use  them.  It  may  be  that  some 
of  these  hospitals  do  not  provide  a high 
grade  of  medical  care.  It  may  also  be  that 
the  people  do  not  sufficiently  demand  medi- 
cal care  even  when  it  is  available,  because 
of  ignorance,  superstition,  prejudice,  or 
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sheer  inertia.  Even  among  the  more  for- 
tunate classes  of  people,  full  use  is  not  made 
of  available  medical  facilities.  I dare  say 
that  virtually  everyone  here  would  sub- 
scribe to  the  principle  of  an  annual  phys- 
ical examination  for  everyone.  Yet  ex- 
tremely few  seek  such  examinations  even 
in  normal  times,  unless  compelled  by  an 
insurance,  employment,  or  other  require- 
ment, or  unless  frank  illness  sets  in. 

The  demand  for  medical  care  is  different 
from  the  need  for  it  in  civilian  life.  One 
of  our  major  goals  must  be  educational — 
to  inform  people  of  the  facilities  available 
and  the  necessity  for  using  them.  Such  a 
program  of  education  of  the  public  for  the 
prevention  of  disease  should  center  about 
the  hospital.  The  educational  responsibili- 
ties of  the  hospital  become  twofold — the 
training  of  medical  graduates  and  inform- 
ing the  public. 

These  considerations,  these  consequences 
of  war,  and  the  practice  of  medicine  in 
the  armed  forces  carry  us  to  the  third  of 
the  major  adjustments  which  must  be  met 
by  you  who  are  graduating  today. 

III.  Socioeconomic  Change 

Considerable  changes  have  occurred  in 
the  methods  and  forms  of  medical  practice 
in  recent  years.  Increases  have  occurred 
in  the  scope  of  public  health,  workmen’s 
compensation,  vocational  rehabilitation,  so- 
cial security,  veterans’  benefits,  hospitali- 
zation insurance,  sickness  insurance,  and 
the  group  practice  of  medicine. 

Where  does  all  this  lead?  Where  ought 
it  lead  us?  The  latter  seems  a strange 
question  to  a scientist  or  to  a student  who 
has  sought  the  laws  of  science  for  a few — 
but  very  crowded — years.  In  his  discus- 
sion of  the  transport  of  carbon  dioxide  by 
the  plasma  your  biochemistry  professor  did 
not  add,  “But  I think  hemoglobin  ought 
to  help  also.”  The  physiologist  did  not  say, 
“Insulin  cannot  control  diabetes  because  the 
many  repeated  injections  are  impractical.” 
The  pathologist  did  not  say,  “We  have  done 
wonders  in  the  past.  We  now  have  peni- 
cillin. We  will  cease  further  searchings 
for  agents  which  destroy  pathogenic  or- 
ganisms.” 

Such  statements  are  foreign  to  the  med- 


ical sciences.  In  the  sciences  the  horizons 
of  the  future  are  not  limited  by  beliefs  in 
what  ought  to  be,  or  by  a priori  doubts,  or 
by  the  great  success  of  the  past. 

Medical  science  plans  experiments,  meas- 
ures results,  and  plans  further  experiments 
to  the  end  of  greater  and  greater  under- 
standing of  man  in  health  and  disease.  This 
same  spirit  must  guide  our  efforts  at  solv- 
ing the  equally  complex  problems  of  man’s 
relationship  to  his  fellows,  and  the  place 
of  medicine  in  a changing  social  and  eco- 
nomic structure. 

To  say  that  medical  practice  should  re- 
main as  it  was  because  it  has  done  so  much 
is  equivalent  to  saying  that  science  need 
not  be  further  advanced. 

To  say  that  medical  care  ought  to  be 
radically  changed  is  to  preach  a sermon 
based  on  beliefs. 

Changes  will  come.  You  will  be  involved 
in  them.  In  part,  you  will  direct  them. 
In  so  far  as  you  exert  influence,  you  should 
be  guided  by  the  impartial  spirit  of  inquiry 
which  served  you  so  well  in  your  pursuit 
of  the  truth  in  the  medical  sciences. 

Experimentation  has  proved  the  best 
guide  to  you  in  the  study  of  medicine.  In 
determining  the  forms  which  medical  prac- 
tice shall  take  in  the  future,  scientific  ex- 
perimentation must  also  provide  the  an- 
swer. Unfortunately,  the  social  sciences 
are  less  exact,  and  the  variables  affecting 
the  results  are  not  only  difficult  to  control, 
but  may  not  be  apparent. 

Let  us  ask  the  question,  “Why  do  cer- 
tain rural  areas  in  this  country  have  too 
few  doctors  even  in  peacetime?”  To  state 
that  doctors  accumulate  in  large  cities  be- 
cause they  can  make  more  money  there 
is  a naive  oversimplification  of  the  prob- 
lem. The  financial  reward  for  services 
rendered  is  but  one  of  several  important 
determining  factors.  Doctors  are  human 
beings  and  like  to  live  where  they  may 
have  stimulating  professional  and  intellec- 
tual contacts,  comfortable  home,  good 
schools  and  churches  and  congenial  friends 
for  their  families,  and  comrades  for  their 
children.  These  factors,  sometimes  more 
than  financial  rewards,  are  important  de- 
terminants in  the  distribution  of  physicians 
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and  medical  care,  which  could  not  be  solved 
by  merely  subsidizing  doctors. 

Furthermore,  doctors  like  to  practice 
where  the  essential  tools  are  available. 
Modern  science  has  multiplied  the  number 
of  these  tools.  There  must  be  available  to 
the  doctor  X-ray  equipment,  modern  diag- 
nostic laboratory  facilities,  expert  consulta- 
tion service,  and  above  all  well-equipped 
hospitals.  The  economic  level  in  many 
rural  communities,  and  in  many  counties 
in  the  United  States  makes  it  impossible 
for  those  communities,  unaided,  to  pro- 
vide either  doctors  or  the  necessary  facili- 
ties for  doctors  to  carry  on  their  work.  It 
seems  clear  that  hospital  facilities  will  be 
lacking  or  will  remain  at  a substandard 
level  in  many  rural  communities  in  the 
United  States  unless  there  is  increased  state 
and  federal  aid  for  hospital  construction 
and  equipment,  the  organization  of  clinics, 
and  the  development  of  traveling  clinics  to 
be  operated  under  local  control.  Although 
these  adjustments  may  be  necessary,  they 
must  be  recognized  as  makeshifts.  The 
distribution  of  medical  care  is  only  one  as- 
pect of  the  larger  problem  of  elevating 
the  general  economic  level  of  large  num- 
bers of  our  population  in  peacetime.  If 
unemployment  is  kept  as  low  as  now,  and 
production  is  maintained  at  the  present 
level  after  the  war,  and  dedicated  to  the 
welfare  of  the  people,  problems  of  distri- 
bution of  medical  care  will  be  largely  solved. 

Difficult  though  these  problems  are,  they 
must  be  attacked.  Here,  as  in  science,  ex- 
perimentation provides  the  most  promising 
approach.  New  experiments  are  being 
planned  almost  daily  and  the  reports  are 
rapidly  accumulating.  The  California  Phy- 
sicians Service,  under  the  auspices  of  the 
San  Francisco  County  Medical  Society,  is 
rapidly  increasing  the  scope  of  its  services. 
About  a year  ago  the  rate  of  growth  of 
California  Physicians  Service  was  about 

1.000  new  members  per  month.  Today 

6.000  members  per  month  are  added,  al- 
though the  net  gains  are  less  than  these 
figures  indicate  because  of  the  turnover 
in  employment. 

The  Prepaid  Medical  Service  in  Connecti- 
cut is  operating  on  a cash  indemnity  basis 
under  the  auspices  of  the  Connecticut  State 


Medical  Society.  The  Committee  on  Med- 
ical Economics  of  the  Kansas  Medical  So- 
ciety is  developing  a prepayment  plan  for 
certain  medical  services.  From  Michigan 
it  is  reported  that  “one  person  in  nine  in 
Michigan  is  covered  by  Michigan  Medical 
Service  Certificates  and  one  in  five  by 
Michigan  Hospital  Service.”5 

The  Missouri  State  Medical  Association 
has  unanimously  adopted  a plan  of  prepay- 
ment for  medical  and  surgical  care  in  hos- 
pitals to  be  known  as  Missouri  Medical 
Service,  Inc. 

In  Nebraska,  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Society  has 
adopted  a resolution  providing  for  the  study 
of  insurance  plans  and  organization  of  such 
a plan  for  Nebraska. 

Numerous  other  plans  have  been  in  oper- 
ation for  varying  periods  on  a state-wide 
or  county  basis  under  the  auspices  of  the 
medical  profession.  This  is  true  in  Colo- 
rado, Massachusetts,  New  Jersey,  New 
York,  Pennsylvania,  Utah,  Texas,  Kansas, 
Delaware,  and  North  Carolina.  These  plans 
must  be  looked  upon  as  experiments  in 
the  more  complete  and  equitable  distribu- 
tion of  medical  care. 

As  in  the  fields  of  the  more  exact  sciences 
these  experiments  in  medical  sociology  are 
likely  to  turn  out  to  be  poorly  conceived, 
in  some  instances,  and  often  the  results 
may  be  difficult  to  interpret.  But  the  all- 
important  fact  remains.  Experiments  are 
in  progress,  and  we  may  hope  that  such 
experiments  in  the  distribution  of  medical 
care  may  be  as  fruitful  as  those  upon  in- 
sulin and  diabetes,  liver  and  anemia,  and 
penicillin  and  infections. 

You  who  are  graduating  are  heirs  to  a 
glorious  heritage  of  the  past.  And  you 
face  a challenge  unequaled  in  the  past.  We 
will  afford  every  help  in  the  furtherance 
of  your  educational  aims.  We  will  assist 
you  in  your  adjustment  to  civilian  practice. 
And  we  enlist  your  enthusiastic  endeavors 
to  make  the  art  and  science  of  medicine 
which  you  have  so  well  learned  available 
to  all  who  need  it. 


'Journal  of  Michigan  State  Medical  Society,  43: 
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The  postgraduate  education  of  many  doc- 
tors now  serving  with  the  armed  forces 
has  been  a concern  of  the  Committee  on 
Postwar  Medical  Service. 

A subcommittee  was  appointed  and  in- 
structed to  have  a conference  with  the 
medical  director  of  the  Veterans  Adminis- 
tration for  the  purpose  of  obtaining  an  in- 
terpretation of  the  Act  and  regulations 
made  pursuant  to  its  provisions.  The  fol- 
lowing is  a result  of  that  conference: 

Dr.  Frederick  A.  Coller,  Dr.  Walter  Pal- 
mer, and  Father  Alphonse  M.  Schwitalla, 
three  members  of  the  Subcommittee  on 
Postwar  Education  of  Physician  Veterans, 
were  accorded  interviews  with  officials  of 
the  Veterans  Administration  on  the  after- 
noon of  October  16,  1944.  The  other  two 
members  of  the  committee.  Dr.  Victor  John- 
son and  Colonel  Harold  C.  Lueth,  found  it 
impossible  to  attend. 

The  subcommittee  called  first  on  Dr. 
Charles  M.  Griffith  in  the  office  of  the 
medical  directors,  Veterans’  Administra- 
tion Building,  and  after  an  exchange  of 
courtesies  were  escorted  by  him  to  the  of- 
fice of  Mr.  Harold  V.  Stirling,  director, 
Vocational  Rehabilitation  and  Education 
Service.  Doctor  Griffith  explained  that  Mr. 
Stirling  was  in  charge  of  the  administra- 
tion of  Title  II  of  education  of  veterans  of 
Public  Law  346,  Seventy-Eighth  Congress, 
known  as  the  “Servicemen’s  Readjustment 
Act  of  1944’’  (the  G.  I.  bill),  and  Public 
Law  16  was  Mr.  Stirling’s  responsibility. 

Doctor  Griffith  explained  that  after  the 
committee’s  interview  with  Mr.  Stirling  to 
learn  from  him  the  present  status  of  Pub- 
lic Law  346  and  its  application  to  the 
physician  veteran,  he  would  discuss  with 
the  committee  further  the  content  and  ad- 
ministration of  the  educational  program 
itself  which  the  Veterans  Administration 
has  projected  or  intends  to  project  for  the 
returning  physicians. 

I.  Eligibility  of  Institutions 

Mr.  Stirling  suggested  that  the  commit- 
tee discuss  first  the  eligibility  of  institu- 
tions for  recognition  as  educational  centers 
in  which  veteran  physicians  might  receive 
such  educational  benefits  as  are  provided 


for  under  the  law.  He  turned  to  Section 
400,  Part  VIII,  paragraph  4,  and  called  at- 
tention to  the  fact  that  it  is  incumbent  upon 
the  administrator  to  “secure  from  the  ap- 
propriate agency  of  each  state  a list  of  the 
educational  and  training  institutions  (in- 
cluding industrial  establishments)  within 
such  jurisdictions,  which  are  qualified  and 
equipped  to  furnish  education  or  training 
(including  apprenticeship  and  refresher  or 
retraining  training),  which  institutions,  to- 
gether with  such  additional  ones  as  may  be 
recognized  and  approved  by  the  admin- 
istrator, shall  be  deemed  qualified  and  ap- 
proved to  furnish  education  or  training  to 
such  persons  as  shall  enroll  under  this 
part.” 

Mr.  Stirling  noted  that  the  law  distin- 
guishes between  institutions  (giving  train- 
ing) “and  establishments  furnishing  ap- 
prentice training  on  the  job”  (see  para- 
graph 5).  The  institutions  in  which  dis- 
charged physicians  would  receive  their 
post-demobilization  education,  such  as  the 
hospitals,  will,  of  course,  qualify  as  insti- 
tutions and  will  not  be  considered  merely 
as  “establishments  furnishing  apprentice 
training  on  the  job.” 

To  qualify  as  “institutions,”  the  schools 
of  medicine  and  the  hospitals  in  which  the 
returning  physician  will  be  further  edu- 
cated will  have  to  appear  by  name  on  a list 
of  educational  and  training  institutions  fur- 
nished by  the  appropriate  agency  of  each 
state  to  the  administrator.  The  admin- 
istrator is  given  authority  by  the  law  to 
“recognize  and  approve”  institutions  on  his 
own  initiative.  Obviously,  however,  the 
administrator  will  not  undertake  as  a rule 
an  approving  or  accrediting  program  and 
will  rely  on  such  lists  as  are  furnished  him 
by  the  appropriate  agency  of  each  state. 

As  far  as  medical  education  is  concerned, 
there  is  very  little  difficulty  about  the 
schools  of  medicine,1  since  most,  if  not  all, 
of  the  states  would  readily  submit  the 
names  of  schools  recognized  by  the  Council 
on  Medical  Education  and  Hospitals  of 


:The  problem  of  the  state  approved,  but  not  na- 
tionally approved,  schools  of  medicine  was  not 
touched  upon  in  this  conference. 
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the  American  Medical  Association.  Much 
greater  difficulty,  however,  will  be  found 
in  supplying  to  the  administrator  a list  of 
the  recognized  and  approved  hospitals  and 
a decision  will  have  to  be  made  concerning 
the  list  which  all  will  agree  will  be  the 
proper  list  to  submit  to  the  administrator. 
Mr.  Stirling  is  of  the  opinion  that  it  might 
be  well  if  the  administrator’s  office  sends 
to  the  governors  of  the  various  states  such 
lists  of  institutions,  schools,  and  hospitals 
as  are  recognized  and  approved  by  appro- 
priate agencies  with  the  request  to  the  gov- 
ernor to  indicate  his  approval  or  disap- 
proval of  these  lists  as  appropriate  edu- 
cational centers  for  the  further  education 
of  the  physician  veterans  under  the  pro- 
gram. Naturally,  there  are  other  outstand- 
ing problems  concerning  the  eligibility  of 
institutions  which  will  need  further  dis- 
cussion. 

The  important  conclusion,  however,  is 
that  in  Mr.  Stirling’s  opinion  the  schools 
and  hospitals  can  be  regarded  as  institu- 
tions within  the  intent  and  scope  of  the 
Servicemen’s  Readjustment  Act  of  1944, 
provided  that  such  institutions  qualify  tin- 
der the  provisions  of  paragraph  4,  Part 
VIII,  Title  II,  Public  Laiv  346. 

II.  Eligibility  of  Individuals 

“Any  person  who  served  in  the  active 
military  or  naval  service  on  or  after  Sep- 
tember 16,  1940,  and  prior  to  the  termina- 
tion of  the  present  war  and  who  shall  have 
been  discharged  . . . and  whose  education 
or  training  was  impeded,  delayed,  inter- 
rupted or  interfered  with  by  reason  of  his 
entrance  into  the  service  . . . and  who  either 
shall  have  served  ninety  days  or  more  . . . 
shall  be  eligible  for  and  entitled  to  receive 
education  or  training  under  this  part”  (Sec- 
tion 400,  Part  VIII,  paragraph  1).  A num- 
ber of  provisions  and  limitations  are  in- 
cluded in  the  unquoted  section  of  this  para- 
graph, but,  in  general,  the  substance  of  the 
provision  is  accurately  given.  Discharged 
servicemen,  under  twenty-five  years  of  age 
at  the  time  they  entered  the  service,  are 
assumed  to  have  had  their  education  im- 
peded or  delayed,  while  those  twenty-five 
years  of  age  or  over,  at  the  time  they  en- 
tered the  service,  will  be  expected  to  sup- 


ply evidence  that  such  a delay  or  obstacle 
to  their  education  occurred. 

With  reference  to  the  section  quoted 
above,  Mr.  Stirling  was  of  the  opinion  that 
any  physician  who  is  now  in  any  of  the 
branches  of  the  service  and  has  been  on 
active  duty  for  more  than  ninety  days  will 
be  eligible  for  any  of  the  benefits  provided 
by  the  law.  Even  those  who  are  more  than 
twenty-five  years  old  and  desire  refresher 
or  other  courses  will,  no  doubt,  be  con- 
sidered eligible,  even  though  they  may  have 
entered  the  Army  at  a time  when  their  edu- 
cation might  have  been  assumed  as  com- 
pleted, since  the  law  in  providing  refresher 
and  retraining  courses  is  naturally  to  be  in- 
terpreted in  a liberal  spirit. 

Any  person  who  has  been  in  active  serv- 
ice for  three  months  will  be  entitled  to  a 
period  of  one  year  of  education,  or  for  such 
lesser  time  “as  may  be  required  for  the 
course  of  instruction  chosen  by  him.” 
Those  servicemen  who  have  been  in  the 
service  for  more  than  the  minimum  period 
of  three  months  may  receive  additional  pe- 
riods of  education  or  training,  the  period 
“not  to  exceed  the  time  such  person  was 
in  active  service  on  or  after  September  16, 
1940,  and  before  the  termination  of  the 
war.”  Periods  during  which  a serviceman 
was  receiving  his  education  under  the  aus- 
pices of  the  Army  or  Navy  while  on  active 
duty  cannot  be  counted  towards  time  credit 
for  a prolongation  of  the  educational  pe- 
riod. The  committee  asked  Mr.  Stirling  to 
apply  this  to  the  ordinary  clinical  resi- 
dency. It  was  explained  to  him  that  the 
residencies  in  our  hospitals,  for  example, 
were  one,  two,  or  three  years  or  more  in 
length.  He  replied  that:  “Those  in  serv- 
ice three  months  are  entitled  to  one  year 
further  education ; those  in  service  twelve 
months  are  entitled  to  two  years  further 
education ; those  in  service  twenty-four 
months  are  entitled  to  three  years  further 
education.” 

Intermediate  periods  of  service  entitle 
the  servicemen  to  intermediarily  long  pe- 
riods of  education  ; thus  if  a serviceman  has 
served  six  months,  he  is  entitled  to  eight- 
een months  of  further  education. 
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III.  Tuition  and  Fee  Benefits 

The  law  provides  that  the  administrator 
shall  pay  to  the  educational  or  training  in- 
stitution the  tuition  costs  and  fees  as  are 
customarily  charged  and  may  also  pay  for 
books,  supplies,  and  equipment,  and  other 
necessary  expenses  provided  that  the  pay- 
ments with  respect  to  any  one  person  should 
not  exceed  $500  for  an  ordinary  school 
year.  These  payments  are  not  to  be  paid 
to  “establishments  furnishing  apprentice 
training  on  the  job.’’  The  law  provides 
that  if  the  institution  has  no  established 
tuition  fee  or  if  the  administrator  deems 
the  established  tuition  fee  to  be  inadequate 
compensation,  the  administrator  is  author- 
ized to  provide  for  the  payment.  Again, 
however,  with  the  $500  ordinary  school 
year  limitation. 

Applying  these  provisions  of  the  law  to 
the  case  of  residencies  in  our  hospitals  and 
courses  in  our  universities  for  our  physi- 
cian veterans,  Mr.  Stirling  was  of  the  opin- 
ion that  there  would  be  no  difficulty  about 
the  payment  of  tuition  and  fees  by  the 
administrator  for  those  physician  veterans 
who  elect  courses  in  schools  of  medicine, 
nor  for  those  who  elect  clinical  courses  in 
university  hospitals  where  a formal  pro- 
gram has  been  inaugurated.  He  was  also 
of  the  opinion,  however,  that  provided  the 
hospital  can  be  certified  to  the  adminis- 
trator by  the  appropriate  state  agency  as 
a competent  educational  and  training  insti- 
tution, the  administrator  may  fix  the  tui- 
tion to  be  paid  to  such  an  institution  under 
the  provisions  of  the  law  (see  last  sentence, 
Section  400,  Title  VIII,  paragraph  5). 

The  arrangements  heretofore  in  use  in 
hospitals  were  explained  to  Mr.  Stirling, 
it  being  pointed  out  that  the  hospital,  gen- 
erally speaking,  not  only  did  not  charge 
tuition,  but  actually  offered  the  resident 
a stipend.  He  replied  by  saying  that  in 
his  opinion  if  the  hospital  is  certified  as  a 
bona  fide  educational  institution,  the  tuition 
for  the  physician  veterans  can  be  paid  to 
that  hospital,  even  though  the  hospital  still 
continues  to  pay  a stipend  to  the  veteran. 

IV.  Subsistence  Benefits 

The  law  provides  further  that  upon  ap- 
plication to  the  administrator,  the  person 


taking  courses  shall  be  paid  a subsistence 
allowance  of  fifty  dollars  ($50)  per  month 
if  without  a dependent  or  dependents,  or 
seventy-five  dollars  ($75)  per  month  if  he 
has  a dependent  or  dependents. 

This  provision  again,  Mr.  Stirling  be- 
lieves, is  applicable  to  the  physician  vet- 
erans who  choose  to  take  courses  in  med- 
ical schools  or  hospitals.  Mr.  Stirling  is 
of  the  opinion,  furthermore,  that  the  sub- 
sistence benefit  may  be  paid  the  physician 
veteran  even  if  he  receives  a stipend  from 
the  hospital  since  in  some  cases  the  physi- 
cian veteran  will  undoubtedly  live  outside 
of  the  hospital,  and  in  many  cases  there 
will  be  a noticeable  disproportion  between 
the  stipend  paid  by  the  hospitals  and  the 
salary  level  of  the  physician  veteran  before 
his  discharge.  It  was  pointed  out,  further- 
more, that  the  subsistence  benefit  includes 
“regular  holidays  and  leave  not  exceeding 
thirty  days  in  a calendar  year.”  There  may 
still  be  some  question  whether  the  provi- 
sions of  the  law  pertaining  to  attendance 
in  courses  on  a part-time  basis  and  a cor- 
responding part  compensation  for  produc- 
tive labor  are  applicable  here,  but  there 
seems  no  reason  to  anticipate  an  adverse 
ruling  on  this  point.  Furthermore,  it 
should  be  noted  that  the  administration 
has  thus  far  defined  a school  year  as  thirty 
weeks  for  the  purposes  of  administering 
the  law ; hence,  the  tuition  allowance  of 
$500  maximum  can  be  made  payable  to  the 
institution  every  thirty  weeks  if  that  is  the 
interpretation  and  regulation  under  which 
the  educational  institution  is  operating. 
The  subsistence  benefit  is  not  affected  by 
the  length  of  the  school  year. 

V.  The  Status  of  the  Veterans  Admin- 
istration Physicians 

The  provisions  of  the  Readjustment  Act 
as  summarized  apply,  of  course,  to  all  in- 
stitutions in  which  the  physician  veterans 
will  expect  to  take  courses ; hence,  the  com- 
mittee asked  Doctor  Griffith  whether  in 
case  the  Veterans  Administration  opens  its 
own  hospitals  to  the  physician  veterans  for 
refresher  and  retraining  courses  and  for 
residences,  just  what  the  status  of  these 
physicians  would  be. 

Doctor  Griffith  explained  that  this  is  one 
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of  the  outstanding  problems  which  the  Vet- 
erans Administration  must  face.  At  the 
present  time  the  Veterans  Administration 
physicians  under  a civil  service  status  are 
full-time  appointees,  and  at  present  there 
is  no  provision  in  the  organization  for  resi- 
dents. A graduate  of  a school  of  medicine 
who  has  had  a good  education,  if  appointed, 
enters  the  Veterans  Service  at  a salary  of 
$3,200.  After  about  eighteen  months,  his 
salary  is  approximately  $3,800,  while  after 
ten  to  fifteen  years,  he  may  reach  a salary 
of  $6,400.  Clearly,  the  physician  veterans 
if  appointed  to  such  positions  would  be  in 
a particularly  fortunate  position,  at  least 
with  reference  to  salaries,  but,  obviously, 
such  an  arrangement  is  not  the  one  which 
is  contemplated  by  the  Servicemen’s  Read- 
justment Act.  Just  how  this  problem  will 
be  solved  if  the  facilities  of  the  veterans 
Administration  are  offered  for  this  educa- 
tional program  is  not  clear  at  the  present 
time.  A medical  corps  within  the  Veterans 
Administration  would  obviously  solve  the 
problem. 

It  is  expected  that  within  approximately 
five  years  the  Veterans  Administration  will 
have  300,000  beds  in  about  150  institu- 
tions. At  present  the  administration  has 
about  1,800  physicians,  approximately  one- 
fifth  of  whom  are  at  the  higher  salary  lev- 
els. This  will  give  some  indication  of  what 
might  be  expected  in  the  future,  but  the 
Vocational  Rehabilitation  Program  of  the 
Veterans  Administration  will  require  many 
more  physicians  than  would  be  indicated 
by  the  present  physician  to  patient  ratio. 
It  would  seem  briefly  that  it  is  highly  de- 
sirable to  establish  an  educational  program 
within  the  Veterans  Administration  for  the 
physician  veterans  so  that  these  veterans 
may  have  the  benefit  of  the  unquestionably 
large  and  desirable  facilities  of  the  veterans 
hospitals;  and,  secondly,  that  the  adminis- 
tration must  make  provision  for  a much 
larger  physician  personnel. 

VI.  The  Medical  Services  of  the  Vet- 
erans Administration 

The  committee  was  given  the  benefit  of 
a further  interview  with  Dr.  Charles  M. 
Griffith,  medical  director,  and  with  Colonel 
Hugo  Mella,  Medical  Corps,  assistant  med- 


ical director,  in  charge  of  postgraduate  in- 
struction and  medical  research.  Doctor 
Griffith  explained  the  structure  of  the  Vet- 
erans Administration,  emphasizing  the  ex- 
tent and  variety  of  the  medical  responsi- 
bilities of  the  administration.  The  medical 
director  is  responsible  to  the  administrator 
through  an  assistant  administrator.  He 
has  a number  of  assistant  medical  directors 
(at  present  five)  who  are  in  charge  of  var- 
ious divisions — namely,  general  medicine 
and  surgery,  neuropsychiatry,  outpatient 
and  authorization,  tuberculosis,  and  lastly, 
postgraduate  instruction  and  medical  re- 
search. There  is  a medical  executive  officer 
and  a medical  consultant.  The  only  medical 
activity  of  the  administration  which  does 
not  fall  within  the  responsibility  of  the  med- 
ical director  is  the  medicolegal  activity — 
namely,  the  activity  of  physicians  on  various 
boards  dealing  with  claims,  adjustment, 
and  insurance. 

Doctor  Griffith  and  Colonel  Mella  then 
went  on  to  speak  of  the  various  kinds  of 
physician  veterans  in  whom  the  Veterans 
Administration  is  interested.  The  first 
class  is  the  discharged  physician  who  qual- 
ifies for  further  education  under  the  G.  I. 
bill  and  who  is  adequately  taken  care  of. 
The  second  group  is  the  group  of  those 
who  would  like  to  qualify  for  an  educational 
program  in  the  Veterans  Administration 
itself.  The  status  of  this  group  is  not  clear 
at  the  present  time  since  provisions  must 
still  be  made  for  them.  A third  group  of 
physicians  might  be  those  who  would  be 
discharged  on  the  basis  of  physical  disa- 
bilities, and  for  whom  both  educational  and 
other  provisions  will  have  to  be  made.  If 
it  were  possible  for  the  Veterans  Admin- 
istration to  organize  its  own  board  and 
its  own  medical  corps,  many  of  the  present 
difficulties  with  reference  to  medical  care 
within  the  Veterans  Administration  could 
be  promptly  removed.  At  present  the  Vet- 
erans Administration  has  had  assigned  to 
it  a number  of  physicians  by  the  Surgeon 
General.  Colonel  Mella  stated,  after  being 
asked,  that  for  the  next  two  years  he  esti- 
mates that  in  the  veterans  hospitals  there 
should  be  places  for  approximately  250  res- 
idents. He  estimates,  furthermore,  that 
fifty  per  cent  of  these  could  be  employed 
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in  surgical  residences,  thirty-five  per  cent 
in  psychiatric  and  internal  medicine  resi- 
dencies, and  fifteen  per  cent  in  tuberculosis 
residences.  He  called  attention  to  the  great 
difficulty  under  which  the  administration 
labors  in  developing  an  educational  pro- 
gram arising  from  the  fact  that  neither 
psychiatric  nor  tuberculosis  hospitals  have 
thus  far  been  approved  for  residencies.  By 
whom  and  when  will  such  approval  take 
place  and  what  agency  will  undertake  the 
definition  of  staff  membership  qualifica- 
tions? 

It  is  obvious  that  the  Veterans  Adminis- 
tration has  given  considerable  thought  to 
the  organization  and  content  of  an  edu- 
cational program  for  physician  veterans. 
Colonel  Mella  is  studying  the  outline  for 
graduate  instruction  in  surgery  as  given 
to  him  by  the  College  of  Surgeons.  He  and 
his  assistants  are  planning,  moreover,  to 


organize  an  appropriate  committee  in  each 
of  the  veterans  hospitals  in  which  residents 
are  to  be  instructed  which  will  assume  re- 
sponsibility for  the  educational  program, 
the  committee  to  consist  of  the  chief  med- 
ical officer,  the  clinical  director,  and  the 
chiefs  of  the  various  services.  The  ad- 
ministrator has  recently  approved  func- 
tional charts  of  organization  for  the  various 
classes  of  facilities  of  the  Veterans  Admin- 
istration, and  with  such  clear  definitions 
as  have  been  given  it  should  be  a relatively 
simple  matter  to  integrate  with  the  exist- 
ing functions  the  further  function  of  edu- 
cation for  our  returning  physician  veterans. 

Respectfully  submitted, 
Frederick  A.  Coller,  M.D., 

Chairman. 

Walter  Palmer,  M.D. 

Alphonse  M.  Schwitalla,  S.J., 

Secretary. 
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PREPAYMENT  MEDICAL  SERVICE  PLANS 

For  the  information  of  our  readers  the 
following  Medical  Service  Bulletin,  No.  14, 
prepared  and  distributed  under  the  aus- 
pices of  the  Council  on  Medical  Service  and 
Public  Relations  of  the  American  Medical 
Association,  is  reproduced : 

This  bulletin  is  sent  you  under  the  aus- 
pices of  the  Council  on  Medical  Service  and 
Public  Relations  of  the  American  Medical 
Association.  It  has  been  prepared  in  col- 
laboration with  the  Bureau  of  Medical  Eco- 
nomics. 

Prepayment  Medical  Service  Plans: 
Existing  and  Proposed 

California. — The  new  board  of  trustees 
of  the  California  Physicians’  Service  had 
its  first  meeting  June  11.  At  that  meeting 
a report  of  certified  public  accountants  cov- 
ering financial  operations  for  the  fiscal  year 
was  presented  to  the  board.  It  showed  that 
the  California  Physicians’  Service  did  busi- 
ness in  the  amount  of  $1,340,315 — an  in- 
crease of  one-half  million  dollars  over  the 
previous  year.  The  unit  value  steadily  in- 
creased during  the  year  until  it  has  reached 
almost  par  value.  Over  $60,000  was  trans- 
ferred to  the  unit  stabilization  fund.  This 
was  accomplished  in  the  face  of  increasing 
wage  levels  and  the  general  chaotic  state  of 
employment. 

About  a year  ago,  the  rate  of  growth  of 
California  Physicians’  Service  was  about 
1,000  new  members  per  month.  At  the 
present  time,  6,000  members  per  month  are 
added.  However,  it  was  pointed  out  that, 
due  to  the  large  turnover  in  employment, 
the  net  gain  in  membership  would  only 
be  thirty  to  fifty  per  cent  of  the  new  mem- 
bers enrolled.  Some  of  the  obstacles  to 
achieving  large  volume,  as  recommended 
by  the  Little  Report,  were  discussed.  Some 
of  the  limitations  imposed  on  California 
Physicians’  Service,  such  as  the  income  ceil- 
ing and  the  lack  of  wholehearted  coopera- 
tion of  the  medical  profession,  were  con- 
sidered in  their  relation  to  the  future 
growth  of  California  Physicians’  Service. 
(Bulletin  of  the  San  Francisco  County  Med- 
ical Society,  17:  17  (July),  1944.) 

Connecticut. — The  reorganized  Commit- 
tee on  Prepaid  Medical  Service  under  the 


chairmanship  of  J.  Harold  Root,  Water- 
bury,  met  on  May  17  at  the  society’s  office. 
The  committee  entered  into  a discussion 
on  the  cash  indemnity  and  service  type  of 
contracts  and  finally  was  recorded  unani- 
mously in  favor  of  a cash  indemnity  con- 
tract. (Connecticut  State  Medical  Journal, 
8:  440  (July),  1944.) 

Kansas. — A tentative  plan  for  the  Kan- 
sas Physicians’  Service  is  presented  by 
Barrett  A.  Nelson,  M.D.,  chairman  of  the 
Committee  on  Medical  Economics,  Kansas 
Medical  Society,  in  the  Journal  of  the  Kan- 
sas Medical  Society  for  April,  1944.  He 
suggested  that  this  plan  for  the  present  be 
limited  to  surgery,  orthopedics,  and  obstet- 
rics, and  carried  on  jointly  with  the  Kansas 
Hospital  Service  Association.  Income  lim- 
its of  $1,800  annually  for  individuals,  or 
$2,400  for  a family  is  proposed,  and  that 
those  with  a higher  income  be  on  an  in- 
demnity basis. 

Michigan. — From  recent  reports  one  per- 
son in  nine  in  Michigan  is  covered  by 
Michigan  Medical  Service  certificates,  and 
one  in  five  by  Michigan  Hospital  Service. 
During  the  eleven  months  of  this  year 
Michigan  Medical  Service  has  paid  to  doc- 
tors $2,652,000,  and  during  the  three  years 
and  ten  months  of  its  life  has  paid  to  doc- 
tors $5,823,617.62. 

In  1940,  there  were  14.6  cases  per  thou- 
sand certificate  holders  per  month.  In  1941, 
this  was  10.8 ; in  1942,  10.3 ; and  this  year 
the  rate  is  9.62.  The  deficit  which  reached 
a total  of  $575,000  was  reduced  to  $237,000 
in  the  past  year  and  is  now  completely 
liquidated. 

In  order  to  prove  that  medicine  can  solve 
the  health  problems  facing  the  nation  and 
demonstrate  the  folly  of  the  proposed 
health  part  of  the  Wagner-Murray-Dingell 
bills,  medicine  should  have  something  tan- 
gible to  offer  as  a substitute.  With  a 
united  support  of  the  profession  and  the 
expansion  of  this  program,  do  we  not  have 
that  solution  in  an  American  and  private 
enterprise? 

Plans  of  medical  service  are  now  in  oper- 
ation in  about  fifteen  states  and  many  more 
are  studying  the  program.  (Journal  of 


November,  1944 


PREPAYMENT  MEDICAL  SERVICE  PLANS 


375 


the  Michigan  State  Medical  Society,  43 : 623 
(July),  1944.) 

Missouri. — The  annual  meeting  of  the 
Missouri  State  Medical  Association  in  Kan- 
sas City,  April  23,  24,  and  25,  1944,  unani- 
mously adopted  a plan  of  prepayment  for 
medical  and  surgical  care  in  hospitals.  The 
plan  is  to  be  on  a cash  indemnity  basis 
and  to  be  known  as  the  Missouri  Medical 
Service,  Inc.  The  control  is  to  be  vested 
in  the  State  Medical  Association  through  a 
Medical  Board  of  Trustees.  The  medical 
service  includes  all  medical  and  surgical 
care  in  hospitals  with  a few  of  the  standard 
exceptions.  A rate  schedule  of  eighty-five 
cents  per  month  for  single  persons  and 
$2.25  per  month  for  families  is  temporarily 
suggested.  ( Weekly  Bulletin  of  the  St. 
Louis  Medical  Society,  No.  33:  352-3,  May, 
1944.) 

Nebraska. — The  House  of  Delegates  of 
the  Nebraska  State  Medical  Society,  May 
3,  1944,  adopted  the  following: 

“Motion  made  that  the  House  of  Dele- 
gates go  on  record  as  recognizing  the  need 
of  study  of  voluntary  prepayment  limited 
sickness  insurance  plans  and  that  they  in- 
struct the  Planning  Committee  to  make  a 
study  of  these  plans  and  further  study  this 
problem,  and  then  present  an  adequate  plan 
for  consideration  of  the  House  of  Delegates 
at  our  next  regular  session.”  ( Nebraska , 

State  Medical  Journal,  29:  227  (July), 
1944.) 

Oklahoma. — The  House  of  Delegates  at 
its  1943  meeting  endorsed  the  report  of 
the  Prepaid  Medical  and  Surgical  Service 
Committee,  thereby  approving  the  execu- 
tion of  proper  instruments  and  the  estab- 
lishment of  an  experimental  plan  of  pre- 
paid medical  and/or  surgical  service  under 
the  guidance  of  the  medical  profession  for 
the  citizens  of  Oklahoma  in  the  lower 
income  group.  The  council  meeting  in 
regular  session  on  February  20,  1944,  re- 
endorsed the  plan  as  submitted  by  the  com- 
mittee and  instructed  its  individual  coun- 
cilors in  so  far  as  possible  to  bring  this 
plan  before  the  membership  of  their  county 
societies  for  detailed  discussion  prior  to 
this  meeting.  The  council  urged  that  the 
House  of  Delegates  give  special  considera- 
tion to  the  report  of  the  activities  of  this 


committee.  The  council  having  endorsed 
the  plan  now  refers  it  to  the  House  of  Dele- 
gates for  further  consideration  and  also 
goes  on  record  as  complimenting  the  com- 
mittee for  its  work  and  recommends  that 
the  committee  be  continued.  ( Journal  of 
the  Oklahoma  State  Medical  Association, 
July,  1944.) 

The  Journal  of  the  Oklahoma  State  Med- 
ical Association,  August,  1944,  p.  360,  states 
that  the  plan  developed  by  the  Planning 
Committee  was  sent  to  all  members  of  the 
association,  including  those  in  the  armed 
forces.  Approximately  300  replies  have 
been  received,  the  great  majority  of  which 
were  favorable.  The  plan,  together  with 
all  suggestions  received,  will  now  be  sub- 
mitted to  the  House  of  Delegates. 

Pennsylvania. — The  Medical  Service  As- 
sociation of  Pennsylvania  was  incorporated 
in  1939  and  has  been  operating  experi- 
mentally in  western  Pennsylvania  since 
1940.  Recently  its  area  of  operation  has 
been  extended  and  steps  are  under  way  to 
introduce  the  plan  in  Philadelphia.  (Phila- 
delphia Medicine,  39:  1367  (July  1),  1944.) 

The  Board  of  Trustees  of  the  Medical 
Society  of  the  State  of  Pennsylvania  has 
authorized  a special  appeal  to  the  physi- 
cians of  that  state  to  further  the  expansion 
of  the  Medical  Service  Association  of 
Pennsylvania,  now  operating  in  a limited 
section  of  the  state,  to  the  entire  state. 

West  Virginia. — Dr.  Robert  J.  Reed  in 
his  presidential  address  to  the  seventy- 
seventh  annual  meeting  of  West  Virginia 
State  Medical  Association  outlined  a pre- 
payment plan  which  he  considered  suitable 
for  that  state  and  said : 

“There  is  only  one  thing  that  is  im- 
portant. Something  must  be  done  all  over 
the  country,  and  it  must  be  done  in  the 
near  future.  There  is  no  time  for  exam- 
ination. What  we  want  is  a plan  that  will 
work.  The  federal  government  is  getting 
closer  to  our  doors  day  by  day,  and  once 
it  gets  in  the  house  we  might  as  well  get 
ready  to  spend  the  rest  of  our  days  in  the 
attic.”  (West  Virginia  Medical  Journal, 
40:  219  (July),  1944.) 

The  Harrison  County  Medical  Society 
has  approved  the  medical-surgical  plan  now 
being  administered  by  Medical-Surgical 
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Service,  Inc.,  at  Clarksburg.  The  plan  con- 
forms to  the  basic  contract  provided  by 
the  Fact-Finding  and  Planning  Committee 
of  the  West  Virginia  State  Medical  Asso- 
ciation for  the  use  of  component  societies, 
and  will  be  operated  as  a twin  organization 
with  the  Monongahela  Valley  Hospital 
Service.  The  plan  as  approved  provides 
full  coverage  for  those  in  the  low  income 
group.  Medical  and  surgical  care  in  a hos- 
pital will  be  provided  for  a total  of  forty- 
two  days  during  the  year.  Obstetrical  cases 
will  be  cared  for  both  in  homes  and  in 
hospitals. 

Wisconsin. — The  Medical  Society  of  Mil- 
waukee County,  always  in  the  forefront 
with  projects  to  improve  medical  care  and 
its  distribution,  has  in  the  last  few  months 
launched  Surgical  Care,  a plan  of  prepaid 
sickness  insurance,  in  an  attempt  to  dis- 
cover if  the  insurance  principle  can  be  ef- 
ficiently and  economically  applied  to  the  so- 
called  emergency  costs  of  surgical  care  in 
a community  such  as  Milwaukee. 

The  public  has  asked  for  insurance 
against  the  catastrophic  costs  of  surgery ; 
organized  medicine  has  approved  the  prin- 
ciple. The  crux  of  the  situation  now  is  to 
conduct  the  experiment  on  a large  enough 
scale  to  determine  whether  or  not  it  will 
be  medically  successful.  Our  experience 
thus  far  in  the  operation  of  Surgical  Care 
in  one  industrial  plant  in  Milwaukee  indi- 
cates that  good  medical  care  on  surgical 
procedures  can  be  furnished  on  a prepaid 
basis  and  that  the  burdensome  costs  of 
operative  illness  are  immeasurably  eased  in 
Surgical  Care. 

At  present  Surgical  Care  is  limited  to  one 
industry.  It  is  now  proposed  to  open  it  to 
several  other  groups  and  industries  so  that 
wider  experience  may  be  gained.  ( Mil- 
waukee Medical  Times,  17:  13,  14  (July), 
1944.) 

California  Blue  Cross 

A liaison  committee  of  six,  three  from 
the  California  Medical  Association  and 
three  from  the  Association  of  California 
Hospitals,  has  been  working  to  secure  joint 
action  of  the  Three  Hospital  Service  Plans 
that  have  been  operating  in  California.  In 
a tentative  draft  report  they  urge: 


Steps  to  Be  Taken  by  Resulting  Unified 
Hospital  Service  Plan  and  Cali- 
fornia Physicians’  Service 
“Such  hospital  service  plan  and  Califor- 
nia Physicians’  Service  then  to  undertake 
joint  action  as  follows: 

“(1)  Uniform  contract  forms  and  pro- 
visions. 

“(2)  Promotion,  public  relations,  and 
sales. 

“(3)  Office  administration — e.g.,  billing, 
collecting,  claims,  statistics,  etc.” 

It  was  agreed  that  the  representatives  of 
the  various  organizations  mentioned  ap- 
prove the  plan  of  two  hospitalization  or- 
ganizations, one  in  southern  California  and 
one  in  northern  California.  “The  repre- 
sentative board  of  the  two  to  be  given  full 
authority  to  meet  with  California  Physi- 
cians’ Service  to  effect  common  policies  and 
operations  relating  to  the  two  organiza- 
tions; and  that  the  goal  of  the  two  organi- 
zations be  a single  state-wide  plan  to  be 
created  as  soon  as  can  be  reasonably  ac- 
complished.” 

Grange  Opposes  Socialized  Medicine 
The  following  from  the  Christian  Science 
Monitor  of  July  8 gives  the  attitude  of  one 
of  the  largest  farm  organizations  in  the 
United  States  toward  the  Wagner-Murray- 
Dingell  bill: 

“Springfield,  Massachusetts,  July  8. — 
Farmer  opposition  to  socialized  medicine  is 
reiterated  in  the  National  Grange  Monthly, 
organ  of  the  oldest  and  largest  of  the  farm 
organizations.  Taking  issue  with  the  Wag- 
ner-Murray-Dingell  bill  now  in  Congress, 
the  Grange  magazine  says: 

“ ‘The  National  Grange  went  on  record 
in  November,  1940,  at  the  Syracuse,  New 
York,  session  as  follows: 

“ ‘ “Whereas,  persistent  efforts  have  been 
made  during  recent  years  by  various  groups 
to  launch  a national  health  program  call- 
ing for  an  outlay  of  $8,500,000,000  over  a 
ten-year  period,  with  the  national,  state, 
and  local  governments  sharing  the  expense ; 
and 

“ ‘ “Whereas,  the  adoption  of  such  a plan 
would  go  a long  way  toward  the  establish- 
ment of  ‘state  medicine’  in  the  United 
States,  with  the  people  being  obliged  to 
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support  the  doctor  through  funds  raised  by 
taxation,  and  with  the  possibility  that  even- 
tually the  taxpayers  would  in  some  degree 
at  least  be  deprived  of  freedom  of  choice 
in  selection  of  their  physicians;  therefore 
be  it 

“ ‘ “Resolved,  that  in  view  of  the  unsat- 
isfactory experience  that  other  countries 
have  had  with  the  workings  of  such  plans, 
we  do  not  favor  trying  the  experiment  here. 
However,  we  look  with  favor  on  various 
voluntary  plans  for  group  medical  care  that 
are  now  ip  operation  throughout  the  coun- 
try.” 

“ ‘This  might  indeed  read  as  from  a page 
of  today’s  book.  With  the  Wagner-Mur- 
ray-Dingell  bill  introduced  during  the  re- 
cent months,  our  stand  of  1940  could  well 
be  given  as  an  example  of  the  fine,  steady 
influence  the  Grange  has  on  legislation.’  ” 
The  Maryland  Committee  on  Medical 
Care  Recommendations 

The  Medical  and  Chirurgical  Faculty  of 
the  state  of  Maryland  has  completed  a 
study  on  “Medical  Care  in  the  Counties  of 
Maryland,”  with  special  reference  to  the 
distribution  of  medical  service  and  the  care 
of  the  indigent  and  medically  indigent. 
This  covers  the  services  of  physicians,  den- 
tists, hospitals,  and  of  the  health  and  the 
welfare  departments  and  outlines  the 
“scope  and  costs  of  a medical  care  program 
specifically  for  the  indigent  and  the  medi- 
cally indigent.”  The  Committee  on  Medi- 
cal Care  of  the  Maryland  State  Planning 
Commission  has  produced  an  extremely 
valuable  reference  work  on  the  medical  con- 
ditions in  Maryland.  The  following  rec- 
ommendations were  presented : 

“The  Committee  on  Medical  Care  pre- 
sents the  following  recommendations: 

“1.  That  a program  providing  medical 
care  for  the  indigent  and  medically  indi- 
gent in  the  counties  be  established  by  the 
state  of  Maryland. 

“2.  That  this  program  be  formulated  and 
administered  by  the  State  Department  of 
Health  which  shall  be  held  responsible  for 
the  compensation  of  physicians  and  of  in- 
stitutions for  services  rendered  to  eligible 
persons.  Should  federal  legislation  pro- 
vide otherwise,  it  is  assumed  that  this 
recommendation  might  be  modified. 


“3.  That  the  State  Department  of  Public 
Welfare  shall  have  no  responsibility  for 
providing  medical  care,  but  shall  determine 
the  financial  eligibility  of  applicants. 

“4.  That  specific  appropriations  adequate 
to  finance  this  program  should  be  made  by 
the  state  of  Maryland  to  the  State  Depart- 
ment of  Health  and  to  the  State  Depart- 
ment of  Public  Welfare,  (a)  Appropria- 
tions to  the  State  Department  of  Health 
should  provide  for  payments  to  physicians, 
hospitals,  and  county  health  departments 
for  services  to  the  indigent  and  the  medi- 
cally indigent;  for  salaries  and  expenses 
involved  in  the  administration  of  the  pro- 
gram ; for  the  purchase  of  equipment,  sup- 
plies, drugs,  and  biologicals;  and  for  the 
provision  of  additional  space  necessary  for 
the  proper  conduct  of  these  services,  (b) 
Appropriations  to  the  State  Department  of 
Public  Welfare  should  be  adequate  to  pro- 
vide for  the  discharge  of  the  duties  of  this 
agency  under  the  program.” 

Course  of  Action  Recommended.  — “To 
implement  these  recommendations,  the  fol- 
lowing procedures  are  advocated : 

“1.  The  State  Board  of  Health  should  be 
authorized  to  establish  a Council  on  Medical 
Care  which  shall  act  in  an  advisory  capacity 
constituted  as  follows : Two  members  ap- 
pointed by  the  Council  of  the  Medical  and 
Chirurgical  Faculty  of  Maryland;  two 
members  appointed  by  the  State  Board  of 
Health,  one  of  whom  must  be  the  director 
of  the  State  Department  of  Health;  one 
member  from  the  faculty  of  the  Medical 
School  of  Johns  Hopkins  University,  and 
one  from  the  faculty  of  the  Medical  School 
of  the  University  of  Maryland,  to  be  ap- 
pointed by  the  governing  body  of  the  re- 
spective medical  schools ; one  Maryland  hos- 
pital administrator  appointed  by  the  Mary- 
land-District  of  Columbia  Hospital  Asso- 
ciation ; the  director  of  the  State  Depart- 
ment of  Welfare;  one  dentist  appointed  by 
the  governing  body  of  the  Maryland  Dental 
Association ; one  nurse  appointed  by  the 
Board  of  Directors  of  Maryland  State 
Nurses  Association;  the  Commissioner  of 
Mental  Hygiene;  the  superintendent  of  the 
tuberculosis  sanatoria  of  Maryland ; one 
member  appointed  by  the  Executive  Board 
of  the  Maryland  Medical  Association. 
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“2.  In  the  interest  of  economy  and  effi- 
ciency, the  Council  on  Medical  Care  should 
seek  to  integrate  the  many  agencies  of 
the  state  government  which  are  now  con- 
cerned with  medical  care.  The  organiza- 
tions which  should  be  included  and  the 
manner  in  which  they  should  be  combined 
to  effect  greatest  economy  should  be  the 
subjects  of  further  study. 

“3.  With  the  advice  of  the  Council  of  the 
Medical  and  Chirurgical  Faculty  of  Mary- 
land and  of  the  Maryland  State  Dental  As- 
sociation, the  Council  on  Medical  Care 
should  recommend  to  the  State  Board  of 
Health  the  appointment  of  medical  and 
dental  consultants  who  shall,  when  request- 
ed by  local  physicians  or  dentists,  through 
appropriate  channels,  perform  the  duties 
outlined  elsewhere  in  this  report. 

“4.  A Bureau  of  Medical  Care  should  be 
established  within  the  State  Department 
of  Health  for  the  administration  of  the 
program.  The  chief  of  this  bureau  should 
be  a physician  who  is  experienced  in  the 
organization  and  distribution  of  medical 
care,  and  who  serves  on  a full-time  basis. 
This  physician  should  be  appointed  by  the 
director  of  the  State  Department  of  Health 
and  serve  under  his  supervision. 

“5.  In  cooperation  with  the  county  med- 
ical societies,  the  county  health  officers 
shall  administer  the  local  aspects  of  medical 
care  program. 

“6.  Other  phases  and  details  of  this  pro- 
gram should,  so  far  as  practicable,  follow 
the  suggestions  embodied  in  the  text  of  this 
report.” 

The  Subcommittee  on  Organization  of 
the  Committee  on  Medical  Service  and  Pub- 
lic Relations  of  the  Medical  and  Chirurgical 
Faculty  is  also  circulating  a petition  stat- 
ing: 

“We,  the  undersigned  voters,  are  opposed 
to  the  provisions  of  Title  IX  of  S.  1161 
(H.  R.  2861),  which  would  place  under  the 
control  of  an  appointive  official  in  Wash- 
ington the  treatment,  hospitalization,  and 
medication  of  the  ill. 

“We  hold  this  kind  of  legislation  to  be 
needless,  expensive,  and  a violation  of  the 
principles  upon  which  this  country  was 


founded,  and  which  have  so  greatly  con- 
tributed to  its  growth  and  greatness.” 

Research  Council  for  Economic 
Security 

Early  in  June,  announcement  was  made 
of  the  formation  of  Research  Council  for 
Economics  Security  under  the  direction  of 
Gebhard  Hirschfeld,  formerly  research  di- 
rector of  Insurance  Economics  Society  of 
America.  Offices  of  the  new  organization 
have  been  established  in  Chicago  at  176 
West  Adams  Street.  On  Mr.  Hirschf eld’s 
staff  are  Rolf  Bauman,  formerly  identified 
with  the  society,  and  Professor  Isaac  J. 
Sollenberger,  chairman  of  the  Department 
of  Finance,  University  of  Oklahoma. 

Mr.  Hirschfeld  is  engaged  in  the  prep- 
aration of  a critical  analysis  of  compulsory 
social  insurance  which,  it  is  hoped,  will  be 
published  soon.  Under  his  direction  Pro- 
fessor Sollenberger  will  prepare  a more  de- 
tailed analysis  of  social  insurance  costs 
than  has  hitherto  been  possible,  amplify- 
ing previous  estimates  made  by  Mr.  Hirsch- 
feld. ( Insurance  Economics  Surveys,  1:  4 
(July),  1944.) 

Justice  and  the  Future  of  Medicine 

In  an  address  by  Wendell  Berge,  assist- 
ant attorney  general  of  the  United  States, 
before  the  American  Urological  Associa- 
tion, St.  Louis,  Missouri,  June  21,  1944,  he 
discussed  the  subject,  “Justice  and  the  Fu- 
ture of  Medicine.”  He  said  in  part: 

“Here  then  is  challenge.  The  arts  of 
medicine  have  advanced ; the  importance 
of  medicine  has  been  enhanced ; it  has  be- 
come a necessity  to  the  people  and  an  es- 
sential in  the  operation  of  the  industrial 
system.  It  has  outgrown  the  organization 
into  which  in  days  of  petty  trade  it  was 
cast.  The  demand  is  for  a vaster,  more 
comprehensive,  more  reliable  medical  serv- 
ice. If  an  instrument  of  the  common  health 
can  be  provided  on  terms  the  people  can 
afford,  the  people  will  rejoice.  If  you  do 
not  help  them  to  it,  the  people  will  seize 
upon  whatever  agencies  are  at  hand  as  a 
help  in  need.  For  the  universal  demand 
that  the  common  health  be  served  cannot 
much  longer  be  stayed. 
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The  following  is  a list  of  Tennessee  doc- 
tors who  have  applied  for  a commission  in 
the  Army  or  Navy.  The  names  are  ar- 
ranged in  three  categories  as  follows:  first, 
those  who  have  been  commissioned  and  are 
on  duty;  second,  those  who  have  applied 
for  a commission  and  been  rejected  on  phys- 
ical grounds;  third,  those  who  have  been 
honorably  discharged  from  service.  The 
list  under  each  category  is  arranged  ac- 
cording to  counties. 

The  list  is  not  complete  according  to  the 
date  of  publication.  It  is  accurate  in  so  far 
as  our  information  goes  as  of  the  date  the 
Journal  goes  to  press. 

THE  HONOR  ROLL  OF  THE  MEDICAL  PRO- 
FESSION IN  TENNESSEE  NOW  SERV- 
ING IN  THE  ARMED  FORCES 


County  Name  Address 

Anderson — P.  M.  Dings  Briceville 

Anderson — A.  K.  Morris  Fork  Mountain 

Anderson — Geo.  M.  Kelley  Lake  City 

Bedford— H.  J.  Shull  Shelbyville 

Blount — R.  H.  Haralson  Maryville 

Blount — Joseph  T.  Marshall  Chattanooga 

Blount — Lowell  E.  Vinsant  Maryville 

Bradley — Dwight  N.  Arnold  Cleveland 

Bradley — A.  L.  Ball  Cleveland 

Bradley — Claud  H.  Taylor  Cleveland 

Bradley — Madison  S.  Trewhitt  Cleveland 

Campbell — O.  H.  Coleman*  LaFollette 

Campbell — Jos.  McCoin  LaFollette 

Carroll — Robert  D.  Trevathan  Bruceton 

Carter — H.  B.  Damron  Elizabethton 

Carter — E.  L.  Caudill,  Jr.  Elizabethton 

Carter — J.  B.  Warren  Elizabethton 

Carter — W.  W.  Evans  Elizabethton 

Chester — John  Wm.  Baird  Henderson 

Claiborne — E.  A.  McEver  Pruden 

Clay — A.  L.  Buell  Celina 

Cocke — Haynes  B.  Cates  Newport 

Cocke — W.  C.  Ruble,  Jr.  Newport 

Cocke — Glenn  C.  Shults  Newport 

Coffee — G.  W.  Shelton  Manchester 

Cumberland — Price  H.  Duff  Crossville 

Davidson — Geo.  A.  Hatcher  Cedar  Grove,  N.  J. 
Davidson — David  F.  Johnson  Madison  College 
Davidson — James  T.  Allen  Nashville 

Davidson — James  P.  Anderson  Nashville 

Davidson — John  W.  Anderson  Nashville 

Davidson — Jos.  D.  Anderson  Nashville 

Davidson — Ralph  Angelucci  Nashville 

Davidson — Ralph  V.  Ashbaugh  Nashville 

Davidson — Robert  D.  Beech  Nashville 

Davidson — F.  T.  Billings  Nashville 

Davidson — James  Frazier  Binns  Nashville 


‘Deceased. 


Davidson — R.  W.  Blumberg  Nashville 

Davidson — H.  K.  Brask  Nashville 

Davidson — Robert  N.  Buchanan,  Jr.  Nashville 

Davidson — Ransom  R.  Buchholz  Nashville 

Davidson — F.  W.  Buckner  Nashville 

Davidson — John  C.  Burch  Nashville 

Davidson — Roger  B.  Burrus  Nashville 

Davidson— B.  F.  Byrd,  Jr.  Nashville 

Davidson — Newton  A.  Cannon  Nashville 

Davidson — Henry  M.  Carney  Nashville 

Davidson — Geo.  K.  Carpenter  Nashville 

Davidson — Arthur  H.  Cassady  Nashville 

Davidson — Randolph  Cate  Nashville 

Davidson — Lee  Farrar  Cayce  Nashville 

Davidson — James  C.  Chambliss  Nashville 

Davidson — Jesse  H.  Chandler  (Col.)  Nashville 

Davidson — Sam  C.  Cowan,  Jr.  Nashville 

Davidson — R.  R.  Crutcher  Nashville 

Davidson — Marion  I.  Davis  Nashville 

Davidson — Walter  L.  Diveley  Nashville 

Davidson — Thos.  A.  Donnel  Nashville 

Davidson — R.  L.  Dozier,  Jr.  Nashville 

Davidson — J.  J.  Eberhart  Nashville 

Davidson — P.  C.  Elliott  Nashville 

Davidson — Frank  F.  Ellis  Nashville 

Davidson — Joe  W.  Fenn  Nashville 

Davidson — Ray  0.  Fessey  Nashville 

Davidson — C.  M.  Fishbach  Nashville 

Davidson — Benjamin  P.  Folk  Nashville 

Davidson — Garth  E.  Fort  Nashville 

Davidson — S.  F.  Fowler Nashville 

Davidson — John  W.  Frazier,  Jr.  Nashville 

Davidson — Thos.  F.  Frist  Nashville 

Davidson — R.  K.  Galloway Nashville 

Davidson — James  C.  Gardner  Nashville 

Davidson — Dan  C.  Gary  Nashville 

Davidson — Hamilton  V.  Gayden  Nashville 

Davidson — L.  R.  Gayden Nashville 

Davidson — H.  L.  Gilliand  Nashville 

Davidson — J.  E.  Goldsberry  Nashville 

Davidson — David  K.  Gotwald  Nashville 

Davidson — Thos.  Grizzard  Nashville 

Davidson — Laurence  A.  Grossman  Nashville 

Davidson — Carrington  Harrison  Nashville 

Davidson — James  W.  Harrison  Nashville 

Davidson — James  T.  Hayes  Nashville 

Davidson — Harold  B.  Henning  Nashville 

Davidson — Rafael  Hernandez  (Col.)  Nashville 

Davidson — Irving  R.  Hillard  Nashville 

Davidson — Charles  Fowler  Hollabaugh  Nashville 
Davidson — Nathan  P.  Horner  Nashville 

Davidson — Geo.  B.  Hubbard  Nashville 

Davidson — Vernon  Hutton,  Jr.  Nashville 

Davidson — D.  J.  Johns,  Jr.  Nashville 

Davidson — Geo.  S.  Johnson  Nashville 

Davidson — Harry  D.  Jones  Nashville 

Davidson — Sam  Ogle  Jones  Nashville 

Davidson — Allen  Kennedy  Nashville 

Davidson — W.  G.  Kennon,  Jr.  Nashville 

Davidson — G.  E.  Kinzel  Nashville 

Davidson — James  A.  Kirtley,  Jr.  Nashville 

Davidson — W.  J.  Lee,  Jr.  Nashville 
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Davidson — Herman  Levinson  Nashville 

Davidson — R.  Carl  Light Nashville 

Davidson — Rudolph  A.  Light Nashville 

Davidson — Jas.  A.  Loveless Nashville 

Davidson — J.  P.  Lowe Nashville 

Davidson — Sol  Lowenstein  Nashville 

Davidson — Jas.  R.  McMillan Nashville 

Davidson — Robt.  H.  Magruder  Nashville 

Davidson — C.  G.  deGutierrez-Mahoney  Nashville 

Davidson — Travis  H.  Martin Nashville 

Davidson — James  H.  Matthews Nashville 

Davidson — Benjamin  R.  Mayes Nashville 

Davidson — Jas.  G.  Mead Nashville 

Davidson — Chas.  A.  Mella  Nashville 

Davidson — Cleo  M.  Miller  Nashville 

Davidson — Hugh  H.  Mills  Nashville 

Davidson — Theodore  Morford Nashville 

Davidson — Hugh  J.  Morgan  Nashville 

Davidson— N.  B.  Morris  Nashville 

Davidson — Paul  G.  Morrissey,  Jr.  Nashville 

Davidson — S.  R.  Mortland  Nashville 

Davidson — Max  K.  Moulder Nashville 

Davidson — John  R.  Olson  Nashville 

Davidson — Fred  W.  T.  Overton  Nashville 

Davidson— Wm.  M.  Palm  Nashville 

Davidson — Jos.  H.  Patterson  Nashville 

Davidson — Robt.  C.  Patterson,  Jr.  Nashville 

Davidson — E.  White  Patton Nashville 

Davidson — George  C.  Porter  (Col.)  NashvilTe 

Davidson — John  C.  Ransmeier Nashville 

Davidson — S.  B.  D.  Rhea  Nashville 

Davidson — John  B.  Riggsbee Nashville 

Davidson — E.  L.  Rippy Nashville 

Davidson — E.  M.  Robinson  Nashville 

Davidson — Robt.  E.  Rock  Nashville 

Davidson — Louis  Rosenfeld  Nashville 

Davidson — Leon  I.  Runyon  Nashville 

Davidson — A.  F.  Russell Nashville 

Davidson — Jos.  H.  Sayers,  Jr. Nashville 

Davidson — Robert  E.  Schell Nashville 

Davidson — Jesse  F.  Scott Nashville 

Davidson — Jos.  A.  Scott Nashville 

Davidson — Ewing  Seligman  Nashville 

Davidson — Maurice  Seligman  Nashville 

Davidson — Melvin  M.  Simmons Nashville 

Davidson — Henry  Carroll  Smith  Nashville 

Davidson — Joe  M.  Strayhorn  Nashville 

Davidson — Thos.  B.  Stone Nashville 

Davidson — Wm.  A.  Sullivan  Nashville 

Davidson — A.  J.  Sutherland,  Jr.  Nashville 

Davidson — A.  B.  Thach,  Jr. Nashville 

Davidson — W.  O.  Tirrill,  Jr. Nashville 

Davidson — Chas.  C.  Trabue  Nashville 

Davidson — H.  M.  Truebger Nashville 

Davidson — William  H.  Tucker  Nashville 

Davidson — W.  A.  Van  Nortwick  Nashville 

Davidson — Louis  F.  Verdel  Nashville 

Davidson — Paul  L.  Warner Nashville 

Davidson — Thos.  S.  Weaver Nashville 

Davidson — B.  M.  Weinstein  Nashville 

Davidson — Arthur  L.  White Nashville 

Davidson — Joe  T.  Whitfield  Nashville 

Davidson — Claiborne  Williams Nashville 


Davidson — W.  C.  Williams Nashville 

Davidson — Herbert  Wilson,  Jr. Nashville 

Davidson — W.  C.  Winton  Nashville 

Davidson — Jos.  C.  Wood Nashville 

Davidson — Thos.  E.  Wyatt  Nashville 

Davidson — Chas.  R.  Yancey Nashville 

Davidson — John  B.  Youmans Nashville 

Davidson — Hugh  Amos Old  Hickory 

Davidson — Alvin  Hawkins Old  Hickory 

Davidson — A.  S.  Koenig  Old  Hickory 

Davidson — E.  B.  Rhea Old  Hickory 

Dickson — W.  M.  Jackson  Dickson 

Dyer — W.  E.  Anderson Dyersburg 

Dyer — J.  Paul  Baird  Dyersburg 

Dyer — C.  L.  Denton  . Dyersburg 

Dyer — 0.  B.  Landrum  Dyersburg 

Fayette — John  L.  Armstrong  Somerville 

Franklin — Geo.  L.  Smith  Decherd 

Franklin — Kenneth  P.  Brown  Huntland 

Gibson — Jas.  0.  Fields Milan 

Gibson — Basil  T.  Bennett,  Jr.  Trenton 

Gibson — Geo.  Dodson  Humboldt 

Gibson — Roscoe  Faulkner  Trenton 

Gibson — M.  K.  Crothers  Milan 

Gibson — Henry  Jas.  Roberts Trenton 

Greene — Rae  B.  Gibson  Greeneville 

Greene — C.  H.  Henard  Mosheim 

Greene — John  G.  Zirkle  Greeneville 

Hamblen — D.  R.  Roach  Morristown 

Hamblen — D.  J.  Zimmermann Morristown 

Hamilton — Howard  M.  Ausherman  Chattanooga 

Hamilton — C.  H.  Barnwell  Chattanooga 

Hamilton — Alvin  H.  Benz Chattanooga 

Hamilton — Franklin  B.  Bogart  . Chattanooga 

Hamilton — F.  G.  Bratley Chattanooga 

Hamilton — Julian  C.  Brooks,  Jr. Chattanooga 

Hamilton — S.  W.  Brown  Chattanooga 

Hamilton — E.  F.  Buchner  Chattanooga 

Hamilton — Walter  Buckner,  II  Chattanooga 

Hamilton — Douglas  Chamberlain Chattanooga 

Hamilton — John  W.  Claiborne,  Jr.  Chattanooga 

Hamilton — Doyle  E.  Currey  Chattanooga 

Hamilton — H.  C.  Darnall  Chattanooga 

Hamilton — J.  R.  Fancher  Chattanooga 

Hamilton — Richard  V.  Fletcher  Chattanooga 

Hamilton — J.  L.  Hamilton  Chattanooga 

Hamilton — F.  F.  Harris  Chattanooga 

Hamilton — Carl  A.  Hartung Chattanooga 

Hamilton — H.  D.  Hickey  Chattanooga 

Hamilton — J.  M.  Higginbotham Chattanooga 

Hamilton — H.  T.  Holden  Chattanooga 

Hamilton — Jos.  W.  Johnson,  Jr.  Chattanooga 

Hamilton — Howard  H.  Karr  Chattanooga 

Hamilton — Jos.  B.  Killebrew  Chattanooga 

Hamilton — -J.  J.  KillefTer  Chattanooga 

Hamilton — P.  H.  Livingston  Chattanooga 

Hamilton — T.  A.  Lowery  Chattanooga 

Hamilton — E.  F.  McCall  Chattanooga 

Hamilton — Augustus  McCravey Chattanooga 

Hamilton — Hugh  B.  Magill  Chattanooga 

Hamilton — Tim  J.  Manson Chattanooga 

Hamilton — Richard  H.  Mellen  Chattanooga 

Hamilton — Paul  H.  Milton  Chattanooga 
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Hamilton — Fay  B.  Murphey  Chattanooga 

Hamilton — E.  T.  Newell,  Jr.  Chattanooga 

Hamilton — Wm.  E.  North Chattanooga 

Hamilton — R.  L.  Patterson Chattanooga 

Hamilton — C.  Thomas  Read  Chattanooga 

Hamilton — W.  D.  L.  Record Chattanooga 

Hamilton— E.  E.  Reisman,  Jr. Chattanooga 

Hamilton — Gilbert  M.  Roberts Chattanooga 

Hamilton — Robt.  C.  Robertson  Chattanooga 

Hamilton — T.  G.  Ross  Chattanooga 

Hamilton — Wm.  J.  Sheridan  Chattanooga 

Hamilton — M.  J.  Smith,  Jr.  Chattanooga 

Hamilton — Wm.  A.  Stem  Chattanooga 

Hamilton — John  A.  Steward  Chattanooga 

Hamilton — W.  Dean  Steward  Chattanooga 

Hamilton — Paul  R.  Swanson  Chattanooga 

Hamilton — Oliver  L.  Von  Canon  Chattanooga 

Hamilton — J.  W.  Wilson,  Jr Chattanooga 

Hamilton — Robert  A.  Wise  Chattanooga 

Hamilton — J.  C.  Wright  Chattanooga 

Hardeman — Geo.  W.  Jackson  Bolivar 

Hardeman — Wiley  D.  Lewis  Bolivar 

Hardeman — M.  J.  Stewart  Whiteville 

Hardin — C.  Whitman  Borg  Savannah 

Hardin — S.  L.  Stephenson,  Jr.  Savannah 

Hawkins — Charles  C.  Johnson  Pressmen’s  Home 
Hawkins — Landrum  Tucker  Rogersville 

Hawkins— A.  S.  Yates  Rogersville 

Haywood — Robert  C.  Berson  Brownsville 

Henderson — R.  M.  Conger  Lexington 

Henry — J.  W.  Didcoct  Paris 

Henry — Arthur  C.  Dunlap  Paris 

Henry — J.  C.  McKissick  Paris 

Henry — Geo.  H.  McSwain  Paris 

Jefferson — William  B.  Malcolm  Dandiidge 

Jefferson — Frank  L.  Milligan  Jefferson  City 

Knox — A.  J.  Weber  Bearden 

Knox — Malcolm  F.  Cobb  Concord 

Knox— B.  B.  Mitchell*  Fountain  City 

Knox — Charles  M.  Armstrong  Knoxville 

Knox — Spencer  Y.  Bell  Knoxville 

Knox — R.  G.  Brashear  Knoxville 

Knox— A.  M.  Carr  Knoxville 

Knox — E.  E.  Carrier  Knoxville 

Knox — Jack  Chesney  Knoxville 

Knox — L.  W.  Chesney  Knoxville 

Knox — H.  S.  Christian  Knoxville 

Knox — H.  E.  Christenberry,  Jr.  Knoxville 

Knox — Sam  M.  Cooper  Knoxville 

Knox — Sam  P.  Davidson  Knoxville 

Knox— T.  P.  Day  Knoxville 

Knox — W.  A.  DeSautelle  Knoxville 

Knox— T.  B.  Drinnen*  Knoxville 

Knox — Horton  DuBard  Knoxville 

Knox — Richard  N.  Duffey  Knoxville 

Knox — J.  Gilbert  Eblen  Knoxville 

Knox— Jas.  B.  Ely  Knoxville 

Knox — Frank  Faulkner  Knoxville 

Knox — Peter  J.  Flippin Knoxville 

Knox — Glenn  D.  Grubb  Knoxville 

Knox— Geo.  G.  Henson  Knoxville 

Knox — Oliver  W.  Hill,  Jr. Knoxville 


*Deceased. 


Knox — C.  R.  Huffman*  Knoxville 

Knox — C.  E.  Irwin Knoxville 

Knox — Willard  J.  Irwin Knoxville 

Knox — H.  H.  Jenkins Knoxville 

Knox — Lyman  Kasselberg Knoxville 

Knox — J.  O.  Kennedy Knoxville 

Knox — A.  H.  Lancaster Knoxville 

Knox— R.  P.  Layman Knoxville 

Knox — J.  H.  Lesher  Knoxville 

Knox — J.  D.  McCullough  Knoxville 

Knox — Wm.  T.  McPeake  Knoxville 

Knox — J.  L.  Montgomery  Knoxville 

Knox — Wm.  S.  Muse Knoxville 

Knox — E.  P.  Nicely  Knoxville 

Knox — Ralph  Nichols Knoxville 

Knox — B.  M.  Overholt Knoxville 

Knox — Jos.  B.  Parker,  Jr.  Knoxville  (Inskip) 

Knox — Robt.  F.  Patterson,  Jr.  Knoxville 

Knox — Herschel  Penn  Knoxville 

Knox — Jarrell  Penn Knoxville 

Knox — H.  L.  Pope  Knoxville 

Knox — John  S.  Powers,  Jr.  Knoxville 

Knox — John  A.  Range Knoxville 

Knox — Jos.  L.  Raulston,  Jr. Knoxville 

Knox — Hugh  C.  Reaves Knoxville 

Knox — J.  W.  Riggs Knoxville 

Knox — J.  S.  Ruffin,  Jr.  Knoxville 

Knox — J.  H.  Saffold  Knoxville 

Knox — A.  B.  Shipley Knoxville 

Knox — P.  D.  Smith  Knoxville 

Knox — J.  M.  Stockman  Knoxville 

Knox — Geo.  W.  Tharp  Knoxville 

Knox — Phil  Thomas Knoxville 

Knox — Fred  West Knoxville 

Knox — Jacob  M.  Williams Knoxville 

Knox — Leon  J.  Willien  Knoxville 

Lake — W.  T.  Rainey  Tiptonville 

Lauderdale — J.  H.  Nunn  Ripley 

Lauderdale — W.  Val  Sanford*  Ripley 

Lawrence — L.  C.  Harris,  Jr.  Lawrenceburg 

Lincoln — R.  E.  McCown  Fayetteville 

Lincoln — Ben  H.  Marshall  Fayetteville 

Lincoln — M.  C.  Woodfin  Fayetteville 

Lincoln— E.  S.  Leek  Petersburg 

Loudon — F.  E.  Hufstedler Lenoir  City 

Loudon — Avery  Leeper  Lenoir  City 

McMinn — S.  B.  McClary,  Jr.  Etowah 

McMinn — A.  W.  Reeser  Athens 

McMinn — Lester  H.  Shields  Athens 

McNairy — T.  N.  Humphrey  Selmer 

McNairy — H.  O.  Mason  Adamsville 

Madison — L.  D.  Farragut Bemis 

Madison — Roderick  C.  Webb  Bemis 

Madison — Everett  Archer  Jackson 

Madison — C.  H.  Brown  Jackson 

Madison — W.  B.  Camp  Jackson 

Madison — William  Grant  Crook  Jackson 

Madison — J.  E.  Douglass Jackson 

Madison — R.  S.  Hellmann  Jackson 

Madison — Frank  A.  Moore Jackson 

Madison — Roy  M.  Neudecker  Jackson 

Madison — Carl  Rogers Jackson 

Madison — A.  R.  Taylor Jackson 
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Madison — J.  R.  Thompson,  Ji\ Jackson 

Madison — Charles  H.  Webb  Jackson 

Madison — P.  E.  Wylie Jackson 

Madison — Stevens  Byars Mercer 

Marion — Russell  B.  James South  Pittsburg 

Marshall — A.  L.  Cooper Chapel  Hill 

Marshall — H.  B.  Disharoon* Lewisburg 

Maury — W.  N.  Cook Columbia 

Maury — Robin  Lyles Columbia 

Maury — J.  B.  Miller Columbia 

Maury — E.  K.  Provost  Columbia 

Monroe — D.  F.  Heuer,  Jr.  Sweetwater 

Monroe — R.  M.  Price  Sweetwater 

Montgomery — J.  A.  Culbertson Clarksville 

Montgomery — John  H.  Ledbetter,  Jr.  Clarksville 

Montgomery — Phillip  Lyle Clarksville 

Morgan — R.  A.  Steadman  Wartburg 

Obion — Hal  E.  Bennett Troy 

Obion — Edward  W.  Barksdull Union  City 

Obion — R.  M.  Darnall  Union  City 

Obion — R.  G.  Latimer,  Jr Union  City 

Overton — H.  B.  Nevans Livingston 

Pickett — Floyd  B.  Hay Byrdstown 

Polk— Henry  S.  Harris Benton 

Polk — J.  H.  Lillard  Benton 

Polk— H.  H.  Hyatt  Copperhill 

Putnam— H.  H.  Taylor  Cookeville 

Putnam— R.  L.  Akin  Monterey 

Roane — L.  A.  Killeffer  Harriman 

Roane — G.  D.  Schuessler  Oliver  Springs 

Roane — F.  Davis  Owings Rockwood 

Robertson — J.  C.  Lunderman Orlinda 

Robertson — W.  P.  Stone Springfield 

Rutherford — Harvey  W.  Carter Murfreesboro 

Rutherford — Thos.  G.  Gordon Murfreesboro 

Sevier — John  A.  Conroy  Newton,  Mass. 

Sevier — Charles  E.  Pack,  Jr. Sevierville 

Sevier — R.  M.  Perry Sevierville 

Shelby — J.  H.  Adler  Memphis 

Shelby — R.  Roger  Anderson Memphis 

Shelby — Chas.  G.  Andrews  Memphis 

Shelby— J.  M.  Aste  Memphis 

Shelby — Edward  R.  Atkinson Memphis 

Shelby— Chas.  H.  Avent  Memphis 

Shelby — William  Wallace  Aycock  Memphis 

Shelby— J.  C.  Ayres,  Jr.  Memphis 

Shelby — James  M.  Bethea Memphis 

Shelby— Willard  A.  Barnes  Memphis 

Shelby— J.  D.  Biles,  Jr.  Memphis 

Shelby— Samuel  Blackwell  Memphis 

Shelby — W.  B.  Blaisdell,  Jr Memphis 

Shelby— W.  T.  Black,  Jr.  Memphis 

Shelby— R.  E.  Bland  (Col.) Memphis 

Shelby— Philip  B.  Bleecker  Memphis 

Shelby— Geo.  M.  Bogardus Memphis 

Shelby — H.  0.  Bourkard  Memphis 

Shelby — Robert  L.  Bourland  Memphis 

Shelby— C.  G.  Bringle  Memphis 

Shelby— W.  T.  Braun,  Jr Memphis 

Shelby— Joseph  A.  Buchignani Memphis 

Shelby— J.  G.  Burd  Memphis 

Shelby— L.  L.  Carter Memphis 

Shelby— A.  J.  Cates  Memphis 


♦Deceased. 


Shelby — A.  H.  Chamberlin  Memphis 

Shelby — J.  Hughes  Chandler Memphis 

Shelby — J.  M.  Chandler Memphis 

Shelby — R.  E.  Ching Memphis 

Shelby — J.  M.  Chambers,  Jr Memphis 

Shelby — R.  B.  Chrisman,  Jr. Memphis 

Shelby — Isaac  S.  Coe Memphis 

Shelby — James  H.  Collins Memphis 

Shelby — John  Kerr  Crawford Memphis 

Shelby — Phillip  T.  Crawford Memphis 

Shelby — J.  A.  Crisler,  Jr Memphis 

Shelby — J.  A.  Danciger Memphis 

Shelby — Floyd  M.  Davis Memphis 

Shelby — Chas.  J.  Deere Memphis 

Shelby — W.  F.  Dobyns  Memphis 

Shelby — John  M.  Dougall Memphis 

Shelby — E.  S.  Eddins Memphis 

Shelby — C.  Barton  Etter Memphis 

Shelby — J.  D.  Evans Memphis 

Shelby — M.  L.  Evans  Memphis 

Shelby — Taylor  Farrar Memphis 

Shelby — Turley  Farrar  Memphis 

Shelby — Benj.  Fendler  Memphis 

Shelby — L.  F.  Ferrell  Memphis 

Shelby — B.  F.  Floyd  Memphis 

Shelby — Jos.  B.  Fowler  Memphis 

Shelby — Dale  E.  Fox Memphis 

Shelby — Jos.  A.  Gardner,  Jr Memphis 

Shelby — Geo.  E.  Gish  Memphis 

Shelby — Fred  A.  Goldberg Memphis 

Shelby — L.  I.  Goldsmith  Memphis 

Shelby — David  W.  Goltman Memphis 

Shelby — Jack  Goltman Memphis 

Shelby — Paul  Hill  Goodman Memphis 

Shelby — H.  B.  Gotten  Memphis 

Shelby — Nicholas  Gotten Memphis 

Shelby— H.  D.  Gray  Memphis 

Shelby — V.  A.  Hall  Memphis 

Shelby — J.  A.  Hanna  Memphis 

Shelby — Chas.  W.  Harling Memphis 

Shelby — Carl  M.  Harwell,  Jr. Memphis 

Shelby — R.  D.  Henderson Memphis 

Shelby — B.  S.  Henry  Memphis 

Shelby — A.  L.  Herring  Memphis 

Shelby — C.  H.  Householder Memphis 

Shelby — John  L.  Houston  Memphis 

Shelby — Felix  A.  Hughes Memphis 

Shelby — James  G.  Hughes Memphis 

Shelby — John  D.  Hughes Memphis 

Shelby — Wm.  E.  Hurt  Memphis 

Shelby — Chas.  W.  Ingle  Memphis 

Shelby — Alvin  Ingram Memphis 

Shelby — Harry  Johnson Memphis 

Shelby — Albert  M.  Jones  Memphis 

Shelby — 0.  N.  Jones  Memphis 

Shelby — John  C.  King  Memphis 

Shelby — Clyde  R.  Kirk  Memphis 

Shelby — Nathanial  W.  Kuykendall,  Jr.  Memphis 

Shelby — Frank  Linn  Memphis 

Shelby — Chas.  M.  Lobrano  Memphis 

Shelby — D.  G.  Lockwood Memphis 

Shelby — J.  P.  Lockwood Memphis 

Shelby— J.  P.  Long,  Jr. Memphis 

Shelby— J.  H.  Lotz  Memphis 
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Shelby — Wm,  M.  Lovejoy Memphis 

Shelby — Ezelle  McCann Memphis 

Shelby — Donald  A.  McCannel Memphis 

Shelby — 0.  S.  McCown,  Jr Memphis 

Shelby — J.  W.  McElroy  Memphis 

Shelby — Eugene  E.  McKenzie  Memphis 

Shelby — W.  F.  Mackey  Memphis 

Shelby — Wm.  Battle  Malone,  II  Memphis 

Shelby — Thomas  P.  Manigan  Memphis 

Shelby — P.  M.  Markle  Memphis 

Shelby — Alfred  D.  Mason,  Jr.  Memphis 

Shelby — Wm.  P.  Maury,  Jr.  Memphis 

Shelby — R.  A.  Miller  Memphis 

Shelby — R.  W.  Miller  Memphis 

Shelby — E.  D.  Mitchell,  Jr.  Memphis 

Shelby — J.  C.  Mobley,  Jr.  Memphis 

Shelby — Moore  Moore,  Jr.  Memphis 

Shelby — Thos.  Lane  Moore,  Jr.  Memphis 

Shelby — William  Sivley  Moore  Memphis 

Shelby — J.  P.  Moss  Memphis 

Shelby — Henry  Moskowitz  Memphis 

Shelby — Francis  Murphey  Memphis 

Shelby — John  T.  O’Brien  Memphis 

Shelby — Van  A.  Odle  Memphis 

Shelby — Bedford  T.  Otey  Memphis 

Shelby — Alfred  H.  Page  Memphis 

Shelby — Wm.  H.  Parker  Memphis 

Shelby — Ben  Pentecost  Memphis 

Shelby — J.  R.  Pepin  Memphis 

Shelby — M.  L.  Pepper  Memphis 

Shelby — V.  D.  Pettit Memphis 

Shelby — Raymond  W.  Polk  Memphis 

Shelby — G.  S.  Plog  Memphis 

Shelby — Ira  F.  Porter  Memphis 

Shelby — Hugh  R.  Raines  Memphis 

Shelby — S.  L.  Raines  Memphis 

Shelby — R.  Beverley  Ray  Memphis 

Shelby — L.  C.  Ramsay  Memphis 

Shelby — Hal  S.  Rhea  Memphis 

Shelby — Chas.  G.  Robinson  Memphis 

Shelby — Wm.  A.  Runkle  Memphis 

Shelby — Wm.  T.  Satterfield  Memphis 

Shelby — Schayel  Scheinberg  Memphis 

Shelby — Lee  Jess  Seargeant,  Jr. Memphis 

Shelby — Lawrence  L.  Sebulsky  Memphis 

Shelby — E.  C.  Segerson  Memphis 

Shelby — J.  L.  Shaw  Memphis 

Shelby — Hugh  Smith  Memphis 

Shelby — P.  A.  Statile  Memphis 

Shelby — S.  D.  Sullenberger  Chattanooga 

Shelby — Bryant  S.  Swindoll Memphis 

Shelby — B.  S.  Talley  Memphis 

Shelby — R.  C.  Taylor  Memphis 

Shelby — M.  J.  Tendler  ......  Memphis 

Shelby — W.  M.  Tipton  Memphis 

Shelby — A.  B.  Tripp  Memphis 

Shelby — I.  F.  Tullis,  Jr.  Memphis 

Shelby — C.  F.  Varner Memphis 

Shelby — Jack  Viscofsky Memphis 

Shelby — William  H.  Walker  Memphis 

Shelby — R.  A.  Wallace Memphis 

Shelby — T.  L.  Waring  Memphis 

Shelby — 0.  S.  Warr,  Jr.  Memphis 


Shelby — W.  W.  Watkins Memphis 

Shelby — J.  E.  Watson,  Jr. Memphis 

Shelby — Julian  K.  Welch,  Jr. Memphis 

Shelby — S.  I.  Wener  Memphis 

Shelby — Jos.  E.  Wheeler Memphis 

Shelby — Horace  G.  Williams  Memphis 

Shelby — W.  L.  Wilhelm  Memphis 

Shelby — Harwell  Wilson Memphis 

Shelby — John  M.  Wilson Memphis 

Shelby — J.  E.  Wilson Memphis 

Shelby — C.  Frank  Yates  Memphis 

Shelby — A.  S.  Withei’ington  Millington 

Shelby — J.  B.  Witherington  Millington 

Sullivan — J.  W.  Erwin  Blountville 

Sullivan — W.  C.  Carreras Bristol 

Sullivan — Tom  Kuhnert Bristol 

Sullivan — John  Marcy  Bristol 

Sullivan — G.  W.  McCall  Bristol 

Sullivan — B.  W.  Mongle  Bristol 

Sullivan — L.  B.  Snapp,  II  Bristol 

Sullivan — James  F.  Thackston  Bristol 

Sullivan — Myron  J.  Adams Kingsport 

Sullivan — F.  L.  Alloway Kingsport 

Sullivan — R.  W.  Asthalter Kingsport 

Sullivan — -H.  O.  Bolling  ...  Kingsport 

Sullivan — R.  H.  Brown Kingsport 

Sullivan — H.  S.  Burem  Kingsport 

Sullivan — Wm.  H.  Chappel  Kingsport 

Sullivan — John  B.  Hamilton Kingsport 

Sullivan — B.  Roy  Howard  Kingsport 

Sullivan — K.  R.  Kiesau  Kingsport 

Sullivan — M.  D.  Massengill,  Jr.  Kingsport 

Sullivan — J.  F.  Morton  Kingsport 

Sullivan — R.  G.  Nichols Kingsport 

Sumner — P.  M.  Huggin  Gallatin 

Sumner — Benjamin  A.  Warren  Gallatin 

Tipton — N.  L.  Hyatt Covington 

Tipton — J.  S.  Ruffin,  Jr. Covington 

Tipton — 0.  J.  Swisher Covington 

Unicoi — R.  H.  Harvey Erwin 

Unicoi — W.  C.  Humbert  Erwin 

Unicoi — H.  L.  Monroe Erwin 

Union — Norman  H.  Rucker Luttrell 

Washington — C.  M.  Creech  Johnson  City 

Washington — H.  B.  Fuqua  Johnson  City 

Washington — C.  S.  Gresham Johnson  City 

Washington — W.  D.  Hankins  Johnson  City 

Washington — Harry  Myron,  Jr.  Johnson  City 

Washington — W.  L.  Poole  Johnson  City 

Washington — W.  G.  Preas Johnson  City 

Washington — Hugh  F.  Swingle  Johnson  City 

Washington — Charles  P.  Wofford  Johnson  City 

Washington — H.  B.  Cupp  Mountain  Home 

Washington — John  Busey  Mountain  Home 

Washington — Ernest  Marcus  Mountain  Home 

Weakley — Paul  W.  Wilson  Dresden 

Weakley — Madison  H.  Buckley  Martin 

Williamson — R.  S.  Goss  Franklin 

Williamson — Harry  J.  Guffee Franklin 

Williamson — W.  F.  Roth,  Jr.  Franklin 

Wilson — O.  R.  Hill  Lebanon 

Wilson- — James  McFarland,  Jr. Lebanon 

Wilson — W.  K.  Tilley  Lebanon 
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DOCTORS  WHO  APPLIED  FOR  COMMISSIONS, 
BUT  REJECTED  ON  PHYSICAL  GROUNDS 


Anderson — Trent  0.  Huff  Clinton 

Anderson — A.  J.  Butler Clinton 

Carter — John  L.  Chesnut  Elizabethton 

Carter — E.  T.  Pearson  Elizabethton 

Coffee — Wm.  M.  Minnis  Manchester 

Davidson — Carl  E.  Adams  Nashville 

Davidson — E.  E.  Anderson  Donelson 

Davidson — Joe  E.  Sutherland  Madison  College 

Davidson — J.  J.  Ashby Nashville 

Davidson — Edward  H.  Barksdale  Nashville 

Davidson — Lynch  D.  Bennett  Nashville 

Davidson — John  M.  Boylin  Nashville 

Davidson — James  L.  Fuqua  Nashville 

Davidson — Chas.  K.  Gardner  Nashville 

Davidson — David  W.  Hailey  Nashville 

Davidson — William  Palmer  Hardy  Nashville 

Davidson — Andrew  N.  Hollabaugh  Nashville 

Davidson — Thos.  M.  Jordan  Nashville 

Davidson — Carl  Kirchmaier  Nashville 

Davidson — G.  Sydney  McClellan  Nashville 

Davidson — Robt.  L.  McCracken  Nashville 

Davidson — Wm.  F.  Orr  Nashville 

Davidson — James  C.  Overall  Nashville 

Davidson— James  N.  Owens  Nashville 

Davidson — Don  C.  Peterson  Nashville 

Davidson — Paul  E.  Purks  Nashville 

Davidson — Jas.  S.  Reed  Nashville 

Davidson — Eugene  M.  Regen  Nashville 

Davidson — S.  S.  Riven  Nashville 

Davidson — Trimble  Sharber Nashville 

Davidson — T.  Emerson  Simpkins  Nashville 

Davidson — D.  W.  Smith  Nashville 

Davidson — Herman  Spitz  Nashville 

Davidson — W.  0.  Vaughn  Nashville 

Davidson — Albert  Weinstein  Nashville 

Davidson — 0.  L.  Westbrooks  (Col.)  Nashville 

Davidson — Eston  D.  White  Nashville 

Davidson — W.  W.  Wilkerson,  Jr.  Nashville 

Davidson — V.  J.  Wong  Nashville 

Davidson — J.  H.  Solomon  Old  Hickory 

Franklin — Jeff  C.  Moore  Winchester 

Gibson — Chas.  W.  Davis  Humboldt 

Gibson — Henry  N.  Moore  Milan 

Gibson — F.  A.  Taylor  Trenton 

Greene — John  A.  Brabson  Greeneville 

Hamblen — Y.  A.  Jackson  Morristown 

Hamblen — Maxwell  D.  Raine  Morristown 

Hamilton — Justin  0.  Adams  Chattanooga 

Hamilton — William  D.  Anderson  Chattanooga 

Hamilton — Wesley  A.  Barton Chattanooga 

Hamilton — William  Ross  Buttram  Chattanooga 

Hamilton — Erwin  M.  Funderburk  Chattanooga 

Hamilton — Orville  C.  Gass Chattanooga 

Hamilton — Foster  Hampton,  Jr.  Chattanooga 

Hamilton — John  W.  Hocker  Chattanooga 

Hamilton — D.  Isbell  Chattanooga 

Hamilton — D.  B.  Karr  Chattanooga 

Hamilton — Geo.  E.  Lacy  Chattanooga 

Hamilton — Hugh  B.  Magill  Chattanooga 

Hamilton — J.  G.  McMillan Chattanooga 

Hamilton — Fred  E.  Marsh Chattanooga 


Hamilton — J.  R.  Martin Chattanooga 

Hamilton — O.  B.  Murray  Chattanooga 

Hamilton — Clarence  Shaw Chattanooga 

Hamilton — H.  J.  Starr Chattanooga 

Hamilton — W.  E.  Van  Order Chattanooga 

Hamilton — J.  J.  Word Chattanooga 

Hamilton — P.  H.  Dietrich Ooltewah 

Hardeman — Aubrey  Richards  Whiteville 

Hawkins — John  E.  Kite,  Jr. Bulls  Gap 

Henry — Barton  McSwain  Paris 

Knox — Troy  P.  Bagwell Knoxville 

Knox — Charles  W.  Black Knoxville 

Knox — William  E.  Clark Knoxville 

Knox — Earl  Donathan Knoxville 

Knox — Roy  Fisher Knoxville 

Knox — Louis  E.  Haun Knoxville 

Knox — John  R.  Hill Knoxville 

Knox — Geo.  T.  Howard Knoxville 

Knox — George  L.  Inge Knoxville 

Knox — Roy  L.  McDonald  Knoxville 

Knox — Edwin  E.  Miller Knoxville 

Knox — John  Moore Knoxville 

Knox — Owen  D.  Moore Knoxville 

Knox — Joel  C.  Morris  Knoxville 

Knox — Bruce  R.  Powers  Knoxville 

Knox — Chas.  C.  Smeltzer Knoxville 

Knox — V.  I.  Smith Knoxville 

Knox — Geo.  M.  Trotter Knoxville 

Knox — Richard  G.  Waterhouse  Knoxville 

Knox — V.  M.  Williger Knoxville 

Lawrence — W.  0.  Crowder Lawrenceburg 

Loudon- — J.  P.  Cullum  Lenoir  City 

Madison — Glenn  D.  Batten  Jackson 

Madison — Leland  M.  Johnston  Jackson 

Madison — John  C.  Pearce  Jackson 

Madison — Alvin  Rosenbloom Jackson 

Marshall — J.  T.  Gordan  Lewisburg 

Maury — H.  C.  Busby  Columbia 

Maury — Leon  S.  Ward  Mt.  Pleasant 

Montgomery — B.  H.  Webster Clarksville 

Morgan — Wm.  E.  Gallion  Oakdale 

Robertson — Raymond  H.  Hirsch  Whitehouse 

Robertson — -J.  E.  Wilkison  Springfield 

Sevier — R.  A.  McCall  Sevierville 

Sevier — J.  Myron  Mittleman  Sevierville 

Shelby — Jacob  Alperin Memphis 

Shelby — H.  E.  Atherton Memphis 

Shelby — George  B.  Bland  Memphis 

Shelby — Harold  B.  Boyd  Memphis 

Shelby — James  T.  Bridges Memphis 

Shelby — Davis  L.  Brown  Memphis 

Shelby — Samuel  Bryan  Memphis 

Shelby — W.  D.  Burkhalter  Memphis 

Shelby — Chas.  H.  Carter Memphis 

Shelby — Peter  J.  Cavallo Memphis 

Shelby — E.  D.  Connell  Memphis 

Shelby — Jewell  M.  Dorris  Memphis 

Shelby — George  C.  Furr Memphis 

Shelby — H.  Wm.  Greenburgh Memphis 

Shelby — A.  J.  Grobmyer,  Jr.  Memphis 

Shelby — Robert  M.  Gross Memphis 

Shelby — H.  J.  Jacobson Memphis 

Shelby — Robert  A.  Knight Memphis 
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Shelby — Phil  M.  Lewis Memphis 

Shelby — Frank  0.  MeGehee  Memphis 

Shelby — C.  H.  McKay  Memphis 

Shelby — Jas.  W.  McKinney  Memphis 

Shelby — Oliver  S.  Matthews  Memphis 

Shelby — Leroy  H.  Mayfield Memphis 

Shelby — C.  Wilson  Moore Memphis 

Shelby — Swan  B.  Moss  . ......  Memphis 

Shelby — Thos.  C.  Moss  Memphis 

Shelby — Roland  H.  Myers Memphis 

Shelby — Charles  M.  Oberschmidt  Memphis 

Shelby — Donald  W.  Oelker Memphis 

Shelby — Chas.  B.  Olim  Memphis 

Shelby — Leo  F.  Pierotti*  Memphis 

Shelby — Michael  J.  Roach,  Jr Memphis 

Shelby — Jesse  M.  Roy Memphis 

Shelby — R.  O.  Rychener Memphis 

Shelby — Arthur  R.  Sample Memphis 

Shelby — David  E.  Scheinberg Memphis 

Shelby — Phillip  C.  Schreier Memphis 

Shelby — Jos.  S.  Stabnick Memphis 

Shelby— E.  A.  Stanfield,  Jr.  Memphis 

Shelby — 0.  B.  Stegall  Memphis 

Shelby — Edwin  M.  Stevenson Memphis 

Shelby — W.  W.  Taylor Memphis 

Shelby — John  E.  Whiteleather Carthage 

Smith — L.  R.  Sloan  . Carthage 

Sullivan — W.  A.  Wiley  Kingsport 

Washington — John  McL.  Adams Johnson  City 

Washington — J.  R.  Bowman Johnson  City 

Washington — T.  P.  McKee Johnson  City 

Washington — John  F.  Moore Johnson  City 


^Deceased. 


Washington — G.  V.  Stanton Limestone 

Washington — H.  W.  Crouch Mountain  Home 

Weakley — R.  W.  Brandon,  Jr. Greenfield 

Weakley — M.  D.  Ingram Dresden 

Williamson — R.  H.  Hutcheson  Franklin 

PHYSICIANS  HONORABLY  DISCHARGED 
FROM  SERVICE 

Bradley — William  A.  Garrott  Cleveland 

Chester — Hunter  Steadman Henderson 

Cocke — Thos.  L.  Harvey Newport 

Fayette — D.  L.  Brint  Bolivar 

Gibson — J.  0.  Barker Trenton 

Hamblen — M.  J.  Bellaire Morristown 

Hamblen — R.  A.  Purvis Morristown 

Hamilton — H.  P.  Hewitt  Chattanooga 

Hickman — Wm.  L.  Phillips  Centerville 

Knox — P.  H.  Cardwell Knoxville 

Knox — Frank  0.  Nichols Knoxville 

Madison — Henry  H.  Herron Jackson 

McMinn — H.  C.  Miles  Etowah 

Rutherford — R.  C.  Van  Hook Auburn  town 

Rutherford — J.  K.  Kaufman Murfreesboro 

Shelby — J.  M.  Brockman Memphis 

Shelby — Harold  Feinstein Memphis 

Shelby — R.  A.  Hennessey Memphis 

Shelby — J.  E.  Holmes Memphis 

Shelby — Web  B.  Key Memphis 

Shelby — Charles  K.  Lewis Memphis 

Shelby — G.  E.  Paullus,  Jr. Memphis 

Sullivan — Paul  W.  Cox Kingsport 

Sullivan — Bruce  W.  Mongle Bristol 

Wayne — Dexter  L.  Woods Waynesboro 
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Naturopathic  Bill — H.  B.  129 — Passed 
by  the  Legislature  of  1943 

The  editor  has  received  so  many  letters 
concerning  new  doctors  in  the  state  that  a 
word  of  explanation  seems  appropriate. 

The  profession  is  thoroughly  aware  of 
the  experiences  the  medical  profession  of 
Tennessee  has  had  with  Governor  Cooper 
and  the  last  two  sessions  of  the  legislature 
under  his  leadership  concerning  the  Basic 
Science  Bill.  All  of  our  efforts  to  maintain 
and  increase  the  standards  of  practices  of 
all  forms  of  the  healing  art  were  defeated. 
Then  it  was  that  the  Naturopathic  Bill, 
known  as  H.  B.  129,  was  passed  by  the 
legislature  of  1943.  This  bill  legalized  the 
practice  of  naturopathy  in  Tennessee.  It 
also  created  a Board  of  Naturopathic  Exam- 
iners and  empowered  it  to  issue  license  to 
those  found  qualified  to  practice  this  form 
of  the  healing  art. 

Naturopathy  is  defined  in  the  Act  as  fol- 
lows : 

“Naturopathy  . . . means  nature  cure  or 
health  by  natural  methods  and  is  defined 
as  the  prevention,  diagnosis,  and  treatment 
of  human  injuries,  ailments,  and  diseases 
by  means  of  any  one  or  more  of  the  psy- 
chological, physical  or  mechanical,  chemical 
or  material,  forces  or  agencies  of  nature.” 


There  is  another  expression  in  Section  12 
of  the  Act  concerning  the  limitations  of 
those  licensed  to  practice.  It  reads  as  fol- 
lows : 

“Be  it  further  enacted  that  nothing  in 
this  Act  or  any  construction  thereof  shall 
permit  or  authorize  any  ‘naturopathic  phy- 
sician’ licensed  thereunder  to  perform  any 
surgical  work  other  than  minor  matters.” 

It  seems  that  there  has  been  an  immigra- 
tion of  a large  number  of  naturopathic 
practitioners  into  Tennessee  since  the  pas- 
sage of  this  Act. 

An  effort  is  being  made  to  obtain  accu- 
rate information  as  to  the  number  of  li- 
censes that  have  been  issued  and  to  whom. 

Correspondence  from  doctors  and  adver- 
tisements, clipped  from  papers  throughout 
the  state,  indicate  that  these  practitioners 
do  not  reveal  to  the  public  the  fact  that 
they  are  naturopaths.  They  advertise  them- 
selves as  being  doctors  and  in  some  in- 
stances make  very  wild  claims  as  to  their 
ability  to  heal  the  sick. 

So  it  has  come  to  pass  that  naturopathy 
as  a form  of  healing  bears  the  stamp  of 
approval  of  the  State  of  Tennessee.  A 
board  has  been  created  and  empowered  to 
issue  licenses  in  the  name  of  the  State  of 
Tennessee.  The  sick  people  of  Tennessee, 
of  course,  will  suffer. 

The  organized  medical  profession  has 
stood  for  standards  of  qualifications.  We 
have  stood  for  honesty  and  integrity.  We 
have  been  abused  on  this  account.  We 
have  been  accused  of  being  a monopoly. 
It  seems  that  experience  alone  will  give  the 
people  the  answer. 

We  are  informed  that  a community  or- 
ganization in  one  of  the  towns  of  the  state 
looked  up  the  record  of  one  of  these  prac- 
titioners and  found  it  to  be  so  terrible  they 
thought  something  should  be  done  about  it. 

Such  organizations  should  be  the  spon- 
sors of  legislation  to  correct  the  evil  that 
has  come  about.  We  doctors  cannot  do  it 
until  such  a time  as  the  people  learn — may- 
be by  sad  experiences. 

So  long  as  these  practitioners  stay  with- 
in the  limits  defined  by  law  they  are  rec- 
ognized by  the  State  of  Tennessee  and  they 
have  the  protection  of  the  state  and  the 
people  have  the  present  governor  and  the 
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last  two  legislatures  to  thank  for  the  failure 
of  Tennessee  to  have  a standard  of  basic 
qualifications  that  would  apply  impartially 
to  all  forms  of  the  healing  art. 


Communistic  Medicine  and  Industry 

There  are  increasing  signs  that  leaders 
in  industry  appreciate  the  fact  that  we 
cannot  have  in  this  country  a communistic 
form  of  medical  practice  and  freedom  in 
business. 

Many  times  attention  has  been  called  to 
the  fact  that  Mr.  Lenin  recommended  that 
communism  in  America  be  accomplished  by 
degrees  and  not  by  revolution.  That  seems 
to  be  the  pattern  that  has  been  followed 
and  the  most  effective  and  immediate  way 
to  accomplish  communism  in  medicine  is  to 
follow  the  recommendations  made  in  the 
resolution  adopted  recently  by  the  Ameri- 
can Public  Health  Association.  The  adop- 
tion of  communism  in  medicine  would  not 
in  any  way  satisfy  the  proponents  of  com- 
munism. It  would  be  a step  in  the  direc- 
tion of  their  ultimate  goal.  It  would  have 
the  effect  of  stimulating  them  toward  com- 
pleting the  job.  Furthermore,  it  would  add 
to  their  list  of  supporters  probably  a large 
number  of  social  uplifters  who  would  be 
placed  in  charge  of  the  administration  of 
medical  care.  The  people  would  suffer. 
Business  would  suffer.  Taxpayers  would 
suffer.  Businessmen  at  last  are  beginning 
to  see  the  light. 

We  would  call  attention  again  to  the  Rail- 
road Journal  for  August,  1944. 


The  Medical  Profession  and  Dis- 
charged Veterans  of  World 
War  No.  II 

It  is  always  important  for  a doctor  to 
record  his  history,  physical  and  laboratory 
findings  in  any  patient.  This  is  doubly 
important  in  the  case  of  veterans  for  the 
very  simple  reason  that  that  record  may 
establish  a right  for  the  veterans.  For 
example,  a soldier  who  has  served  in  the 
Pacific  area  is  discharged  from  the  Army. 
He  probably  has  never  had  a malarial  chill 
while  in  the  service  due  to  the  fact  that  he 
has  taken  atabrine  continuously.  After 
discharge,  he  has  malaria.  The  question 


will  naturally  arise  as  to  whether  or  not 
his  illness  is  due  to  service  or  not. 

Following  demobilization  in  World  War  I 
doctors  made  many  statements  in  support 
of  the  claims  of  veterans.  When  such  state- 
ments were  not  supported  by  a record,  the 
statements,  in  the  main,  of  course,  were 
discounted  or  disregarded.  No  doubt  many 
men  were  deprived  of  rights  due  to  the  fact 
that  adequate  proof  in  support  of  their 
claims  could  not  be  obtained.  An  accu- 
rate record  could  be  of  equal  benefit  to  the 
government  in  the  case  of  unjust  claims 
if  such  should  be  made. 

The  medical  profession  was  criticized 
rather  harshly  by  the  Veterans  Adminis- 
tration after  World  War  No.  I Some  of 
it  was  just.  The  criticism  in  the  main  con- 
cerned the  lack  of  a record  on  which  to 
base  a judgment.  It  might  be  well,  there- 
fore, for  doctors  to  be  rather  meticulous 
in  making  and  keeping  records  of  patients 
who  happen  to  be  veterans  of  World  War 
No.  II.  

Public  Health  Officers  and  State 
Medicine 

During  the  past  several  years  we  have 
written  several  editorials  touching  the  ques- 
tion of  state  medicine.  The  thought  has 
been  expressed  in  a number  of  these  edi- 
torials that  public  health  departments 
might  become  the  door  through  which  com- 
munistic or  state  medicine  might  be  brought 
into  this  country.  Action  taken  recently 
by  the  American  Public  Health  Associa- 
tion supplies  the  final  proof  of  the  accuracy 
of  this  prediction. 

Public  health  officials  from  time  to  time 
have  laid  great  emphasis  on  the  matter 
of  their  expertness  in  the  field  of  public 
health.  They  are  now  assuming  an  expert- 
ness in  the  much  larger  field  of  medical 
care. 

Attention  is  called  to  an  editorial  on  page 
434  of  the  Journal  of  the  American  Med- 
ical Association  for  October  14,  1944,  and 
to  a resolution  adopted  by  the  American 
Public  Health  Association  on  October  4, 
which  appears  on  page  441  of  the  same 
journal.  Recommendation  number  three 
in  the  resolution  pertaining  to  organiza- 
tion and  administration  of  medical  serv- 
ices contains  the  following  statement: 
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“A  single  responsible  agency  is  a funda- 
mental requisite  to  effective  administration 
at  all  levels — federal,  state,  and  local.  The 
public  health  agencies — federal,  state,  and 
local — should  carry  major  responsibilities 
in  administering  the  health  services  of  the 
future.  Because  of  administrative  expe- 
rience and  accustomed  responsibility  for  a 
public  trust,  they  are  uniquely  fitted  among 
public  agencies  to  assume  larger  responsi- 
bilities and  to  discharge  their  duties  to  the 
public  with  integrity  and  skill.  The  exist- 
ing public  health  agencies,  as  now  consti- 
tuted, may  not  be  ready  and  may  not  be 
suitably  constituted  and  organized,  in  all 
cases,  to  assume  all  of  the  administrative 
tasks  implicit  in  an  expanded  national 
health  service.  Public  health  officials,  how- 
ever, should  be  planning  to  discharge  these 
larger  responsibilities  and  should  be  train- 
ing themselves  and  their  staffs.  This  prep- 
aration should  be  undertaken  now  because, 
when  the  public  comes  to  consider  where 
administrative  responsibilities  shall  be 
lodged,  it  will  be  influenced  in  large  meas- 
ure by  the  readiness  for  such  duties  dis- 
played by  public  health  officers  and  by 
the  initiative  they  have  taken  in  fitting 
themselves  for  the  task. 

“The  agency  authorized  to  administer 
such  a program  should  have  the  advice  and 
counsel  of  a body  representing  the  pro- 
fessions, other  sources  of  services,  and  the 
recipients  of  services.” 

In  the  preceding  two  paragraphs  these 
public  health  officials  make  some  very  bold 
statements  about  themselves  and  their  qual- 
ifications to  take  over  this  job  if  given  the 
money  and  the  power.  Those  not  now  qual- 
ified, of  course,  are  urged  to  qualify  them- 
selves right  away.  It  is  supposed  they 
should  neglect  their  normal  duties  in  order 
to  perfect  their  abilities  to  take  over  med- 
ical care. 

This  organization,  of  course,  is  com- 
posed of  a variety  of  people.  Only  about 
1,571  of  their  members  are  Fellows. 

There  may  have  been  similar  attempts 
in  the  past  by  small  groups  of  people  to 
obtain  enormous  grants  of  government 
power,  but  this  is  about  the  largest  bid 
ever  made  for  large  grants  of  power  by 
any  group  of  medical  men.  The  bid  is  asso- 


ciated too  with  an  egotistical  boast  con- 
cerning the  fitness  of  these  sponsors  to 
administer  medical  care  to  one  hundred 
thirty-five  million  people. 


DEATHS 


Dr.  James  Knox  Blackburn 
Dr.  James  Knox  Blackburn,  Pulaski; 
Vanderbilt  University  School  of  Medicine, 
Nashville,  1893;  aged  seventy-two;  died 
October  31,  1944,  following  a heart  attack. 


Dr.  James  William  Reed 
Dr.  James  William  Reed,  Belfast,  Ten- 
nessee; Vanderbilt  University  School  of 
Medicine,  Nashville,  1900;  aged  seventy- 
one  ; died  November  7,  1944. 
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Postgraduate  Study 
The  last  circuit  in  Surgical  Diagnosis  in 
Postgraduate  Study  has  just  opened  in  the 
Chattanooga  area  and  has  included  the  cen- 
ters of  Chattanooga,  Cleveland,  Athens, 
Sweetwater,  and  a separate  group  for  Chat- 
tanooga colored  physicians.  Total  enroll- 
ment thus  far  for  this  circuit  is  115. 

The  close  of  the  circuit  in  the  area  around 
Knoxville,  including  the  city  of  Knoxville, 
was  heralded  with  praise  by  the  physicians 
who  took  the  course  given  by  Doctor 
Branch.  A great  many  earnestly  urged  that 
another  course  be  opened  immediately. 
This  is  unusual  for  physicians  busy  with 
wartime  civilian  practice.  It  speaks  well 
for  the  instruction  given  by  the  instructor 
in  this  program  in  surgical  diagnosis. 

To  date  the  total  registrations  are  as  fol- 
lows for  the  two  years’  program; 

Civilian  physicians  991 

Medical  officers  (Army,  Navy, 
and  Marines)  400 

Total  1391 

The  present  circuit  in  the  Chattanooga- 
Sweetwater  area  will  close  the  last  week 
in  November,  at  which  time  Doctor  Branch 
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will  leave  for  Baltimore  and  the  Novak 
Clinic.  Doctor  Branch  will  return  to  open 
a course  in  gynecology  in  West  Tennessee 
the  week  of  January  15,  1945.  The  outline 
of  the  course  as  agreed  on  by  the  commit- 
tee and  the  instructor  is  as  follows: 

Lecture — 

1.  History — The  patient’s  symptoms  of  gyneco- 
logical disease,  backache 

Vaginal  and  pelvic  examination 
Office  equipment,  basic  and  optional 
Office  procedures: 

Diagnostic 

Treatments 

Diagnostic:  Smears,  hanging  drops,  specimens 

for  biopsy — Schiller,  Huhner,  and  Rubin  Test 

Prostigmin,  Friedman,  and  Aschheim-Zondek 

test  for  pregnancy 

Treatments:  Topical  applications 

Powder  insufflation 

Cauterization  and  electrocoagulation 

Diathermy  and  heat  (Elliott) 

Douches 

Illustrated — Slides 

2.  Pediatric  Gynecology 
The  Menarche 

The  Climacteric 

Illustrated — Slides  and  motion  pictures 

3.  Menstrual  Abnormalities 

General  factors  influencing  the  menstrual 
function;  Amenorrhea,  primary  and  secondary; 
physiological ; oligomenorrhea ; menorrhagia ; 
dysmenorrhea;  irregular  uterine  bleeding;  lo- 
cal pelvic  causes. 

Illustrated — Slides 

4.  Gynecological  Endocrinology 

Illustrated — Motion  pictures 

5.  Congenital  Deformities  or  Anomalies 
Birth  Injuries 

Illustrated — Slides  and  motion  pictures 

6.  Infections 

Management  of  Vaginitis  and  Cervicitis,  with 
a discussion  of  leucorrhea 

Pelvic  inflammatory  disease,  acute  and  chronic 
Illustrated — Slides  and  motion  pictures  or 
actual  demonstration 

7.  Tumors 
Diagnostic 
Treatments 
Prognosis 

Illustrated — Slides  arid  motion  pictures 

8.  Disturbances  in  sexual  life:  frigidity,  etc. 
Infertility,  Sterility 

Endocrine  Causes 
Treatment 
Contraception 
Ectopic  Pregnancy 

Illustrated — Slides  and  motion  pictures 

9.  Irradiation 

Illustrated — Slides  and  motion  pictures 

10.  Urology  in  the  Female 

Illustrated — Slides  and  motion  pictures 


The  Seventh  Annual  Forum  on  Allergy 
will  be  held  in  the  Hotel  Willian  Penn,  Pitts- 
burgh, Pennsylvania,  on  Saturday  and  Sun- 
day, January  20  and  21,  1945. 

For  further  information,  copies  of  the 
book,  and  registration,  write  Jonathan  For- 
man, M.D.,  director,  956  Bryden  Road,  Co- 
lumbus 5,  Ohio. 


The  Chicago  Medical  Society’s  Second 
Annual  Clinical  Conference 

The  Chicago  Medical  Society  is  holding 
its  Second  Annual  Clinical  Conference  at 
the  Palmer  House,  Chicago,  on  February 
27  and  28  and  March  1,  1945.  The  spon- 
soring of  this  annual  clinical  conference 
for  physicians  of  the  Middle  West  has  be- 
come an  important  function  of  the  Chicago 
Medical  Society  following  its  inauguration 
last  spring. 

Chicago  is  a great  medical  center,  prob- 
ably one  of  the  world’s  greatest,  with  abun- 
dant clinical  material  and  clinicians  of  na- 
tional reputation.  The  program  presented 
at  the  first  conference  last  spring  was  en- 
thusiastically received  by  the  several  thou- 
sand physicians  who  attended.  The  com- 
mittee is  already  under  way  in  securing 
speakers  on  important  subjects  for  the  1945 
conference.  Exhibits,  both  technical  and 
scientific,  will  be  greatly  increased. 

Further  information  will  be  given  later. 
In  the  meantime,  early  reservations  at  the 
Palmer  House,  Chicago,  are  recommended. 


Urology  Award 

The  American  Urological  Association  of- 
fers an  annual  award  “not  to  exceed  $500” 
for  an  essay  (or  essays)  on  the  result  of 
some  specific  clinical  or  laboratory  re- 
search in  urology.  The  amount  of  the  prize 
is  based  on  the  merits  of  the  work  pre- 
sented, and  if  the  Committee  on  Scientific 
Research  deem  none  of  the  offerings  worthy 
no  award  will  be  made.  Competitors  shall 
be  limited  to  residents  in  urology  in  rec- 
ognized hospitals  and  to  urologists  who 
have  been  in  such  specific  practice  for  not 
more  than  five  years.  All  interested  should 
write  the  secretary  for  full  particulars. 

The  selected  essay  (or  essays)  will  ap- 
pear on  the  program  of  the  forthcoming 
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June  meeting  of  the  American  Urological 
Association. 

Essays  must  be  in  the  hands  of  the  sec- 
retary, Dr.  Thomas  D.  Moore,  899  Madison 
Avenue,  Memphis,  Tennessee,  on  or  before 
March  15,  1945. 


MEDICAL  SOCIETIES 


Hardin,  Lawrence,  Lewis,  Perry,  and 
Wayne  Counties: 

There  will  be  a meeting  of  the  society  on 
the  night  of  November  28  at  Waynesboro, 
at  which  time  officers  for  1945  will  be 
elected.  A splendid  program  is  being  ar- 
ranged and  all  members  are  urged  to  be 
present. 


Knox  Comity: 

October  24 — “Sedimentation  Rate,”  by 
Dr.  E.  R.  Zemp.  Discussion  by  Drs.  Charles 
Smeltzer  and  David  Waterman. 

November  7 — “Carcinoma  of  the  Colon” 
(lantern  slides),  by  Dr.  Herbert  Acuff.  Dis- 
cussion by  Drs.  R.  G.  Waterhouse  and  C. 
L.  Chumley. 


ABSTRACTS  OF  CURRENT  LITERATURE 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


A Study  of  the  Use  of  Diethylstilbestrol  in  Inhibition 
and  Suppression  of  Lactation.  J.  W.  Walsh  and  W. 
B.  Stromme.  American  Journal  of  Obstetrics,  19 44, 
47:  655. 

One  hundred  ninety  patients,  including  compara- 
tive control  groups,  who  did  not  nurse  or  in  whom 
nursing  was  discontinued,  were  studied  to  deter- 
mine the  therapeutic  effect  of  stilbestrol  on  breast 
pain,  engorgement,  lactation,  and  erythema.  The 
patients  were  evenly  distributed  on  the  basis  of 
their  previous  nursing  record.  Separate  studies 
were  carried  out  on  patients  in  whom  lactation 
had  been  established  and  on  those  selected  prior  to 
the  onset  of  lactation.  In  all,  1,888  separate  daily 
examinations  were  carried  out  by  the  authors. 

Stilbestrol,  by  comparison,  was  found  highly  ef- 
fective in  preventing  the  development  and  minimiz- 
ing the  intensity  of  breast  pain.  Engorgement  was 
reduced  in  incidence  in  the  stilbestrol  group  to  one- 


third  that  of  the  controls;  it  was  less  intense,  and 
developed  later  in  the  puerperium. 

Lactation,  while  frequently  delayed  in  onset,  was 
definitely  depressed,  though  less  markedly,  than 
were  the  other  features  studied.  Erythema  was 
found  in  but  one-third  the  number  of  stilbestrol 
treated  cases  compared  with  controls. 

Fever  associated  with  breast  engorgement  oc- 
curred in  approximately  the  same  number  of  cases 
in  each  study  group.  Entire  freedom  from  breast 
pain  and  engorgement  in  the  stilbestrol  treated 
series  was  striking  in  contrast  with  the  control 
series.  Conventional  therapeutic  measures  were 
found,  when  the  results  in  the  two  control  groups 
were  compared,  to  be  of  little  benefit  save  in  the 
partial  reduction  of  lactation. 

Separate  control  studies  on  the  therapeutic  ef- 
fect of  stilbestrol  once  lactation  had  been  estab- 
lished showed  that  the  treatment  held  but  slight 
advantage  in  the  relief  of  breast  pain  and  that 
relief  from  engorgement  and  subsidence  of  lacta- 
tion was  definitely,  though  not  markedly,  bettered. 


The  Effect  of  the  Interval  Between  Births  on  the  Ma- 
ternal and  Fetal  Outlook.  N.  J.  Eastman.  Ameri- 
can Journal  of  Obstetrics,  1944,  47 : 445. 

The  author  has  analyzed  the  records  of  5,158  pa- 
tients delivered  at  the  Johns  Hopkins  Hospital, 
Baltimore,  excluding  (1)  all  primiparae  and  all 
cases  in  which  the  only  previous  pregnancy  had 
terminated  in  abortion,  and  (2)  all  cases  in  which 
the  pregnancy  subsequent  to  a viable  delivery  was 
terminated  by  induced  abortion.  He  divided  the 
interval  between  pregnancies  into  four  groups: 

1.  Very  brief  (less  than  twelve  months) 

2.  Brief  (thirteen  to  twenty-four  months) 

3.  Moderate  (twenty-five  to  forty-eight  months) 

4.  Long  (over  forty-eight  months) 

The  various  aspects  of  fetal  mortality  and  ma- 
ternal morbidity  and  mortality  are  compared  for 
the  four  groups. 

The  author  concludes  that  certain  of  the  findings 
are  significant  beyond  question,  while  others  are 
only  on  the  borderline  of  statistical  significance, 
and  hence  must  be  regarded  as  suggestive  only. 
In  the  former  the  following  conclusions  seem  clear 
cut: 

1.  Infants  born  from  twelve  to  twenty-four 
months  after  a previous  viable  delivery  (during 
the  second  year)  have  at  least  as  low  a stillbirth 
and  neonatal  mortality  as  do  infants  born  after 
longer  intervals. 

2.  The  longer  the  interval  between  births  the 
more  likely  the  mother  is  to  suffer  from  some  form 
of  hypertensive  toxemia  of  pregnancy.  The  inci- 
dence of  this  complication  is  lowest  when  the  in- 
terval is  from  twelve  to  twenty-four  months,  sig- 
nificantly higher  when  it  is  from  twenty-four  to 
forty-eight  months,  and  much  higher  when  it  ex- 
ceeds four  years.  This  was  equally  true  of  white 
and  colored  ward  and  private  patients. 

3.  In  patients  who  have  had  a previous  hyper- 
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tensive  toxemia  of  pregnancy,  the  likelihood  of 
repetition  becomes  progressively  greater  as  the  in- 
terval becomes  longer. 

4.  The  incidence  of  premature  labor,  anemia, 
post-partum  hemorrhage,  and  puerperal  infection 
is  no  greater  when  the  interval  is  from  twelve  to 
twenty-four  months  than  when  it  is  longer;  nor 
are  mothers  in  this  brief  interval  group  less  able 
to  nurse  their  babies.  The  weight  of  the  mature 
babies  was  approximately  the  same  regardless  of 
the  interval. 

Among  those  findings  which  are  on  the  border- 
line of  statistical  significance,  the  trend  in  the  neo- 
natal mortality  is  the  most  suggestive.  This  was 
1.5  per  cent  for  the  “brief”  interval  group,  2.2 
per  cent  for  the  “moderate”  group,  and  2.6  per- 
cent for  the  “long”  group.  When  it  is  recalled 
that  hypertensive  toxemia  of  pregnancy  increases 
progressively  in  each  of  these  three  groups  and 
that  this  complication  is  a frequent  cause  of  pre- 
mature delivery,  and  hence  neonatal  death,  the 
upward  trend  in  neonatal  mortality  as  the  interval 
increases  becomes  more  plausible.  The  number  of 
cases  in  the  “very  brief”  interval  group  is  very 
small.  The  time  element  accounts  in  a large  meas- 
ure for  the  high  incidence  of  abortion  and  prema- 
ture labor  in  this  group,  but  it  may  not  be  wholly 
responsible.  There  is  suggestive  evidence  that 
pregnancies  which  are  conceived  within  five  months 
after  a previous  delivery  show  a slightly  higher 
incidence  of  premature  termination. 

Child  spacing  means  maternal  aging,  and  after 
a certain  optimum  period,  probably  in  the  early 
twenties,  maternal  aging  means  inevitably  some- 
what higher  risks  both  to  mother  and  child.  It 
would  seem  almost  inconceivable  that  a difference 
in  age  of  four  years  could  have  any  appreciable 
effect  on  the  outcome  of  childbearing,  yet  it  mani- 
fests its  influence  unmistakably,  and  whatever  ad- 
vantage is  gained  by  a rest  period  of  several  years 
between  birth  seems  to  be  offset,  and  in  some  re- 
spects more  than  counterbalanced  by  the  aging  fac- 
tor. For  the  best  maternal  and  fetal  outlook,  the 
author  believes  that  youth  is  a better  ally  than 
child  spacing. 


OPHTHALMOLOGY 

By  Robert  J.  Warner.  M.D. 
Doctors  Building,  Nashville 


War  Surgery  of  the  Eye.  H.  B.  Stallard.  American 
Journal  of  Ophthalmology,  September,  1944. 

Stallard  reviews  102  cases  of  penetrating  wounds 
of  the  eye  with  retained  intraocular  foreign  body 
which  were  treated  at  a general  hospital  serving 
the  Eighth  Army  in  its  North  African  campaign 
from  November,  1941,  to  May,  1943. 

Forty-nine  of  the  wounds  were  from  battle  cas- 
ualties suffered  during  direct  contact  with  the 
enemy.  Of  these,  eleven  were  battle-casualty  acci- 
dents due  to  such  causes  as  explosion  of  booby 


traps,  mines,  and  hidden  hand  grenades;  seventeen 
were  civil  accident  cases,  occurring  in  men  engaged 
in  the  repair  of  vehicles,  where  such  implements 
as  hammer  and  chisel  were  used ; twenty-five  were 
due  to  stupid  accidents  such  as  inexpert  disman- 
tling of  hand  grenade  fuses  and  mines  or  tossing 
hand  grenades  in  play. 

Of  the  penetrating  wounds,  fifty-six  were  through 
the  cornea,  forty-two  through  the  sclera,  three 
through  both  the  cornea  and  sclera,  and  in  nine 
cases  the  site  of  penetration  was  not  seen.  Pro- 
lapse of  the  uveal  tract  through  a penetrating 
wound  occurred  in  twenty-nine  cases,  traumatic 
cataract  in  fifty,  vitreous  hemorrhage  in  forty- 
nine,  vitreous  prolapse  in  five,  and  retinal  detach- 
ment in  two  cases.  In  this  series  fifty-eight  sol- 
diers had  wounds  in  other  parts  of  the  body. 

The  intraocular  foreign  body  was  localized  by 
the  ophthalmoscope  in  seventeen  cases.  In  seven 
of  these  cases  the  foreign  body  was  extracted  by 
the  posterior  route  (through  the  sclera).  The 
other  ten  foreign  bodies  which  were  nonmagnetic, 
were  not  removed,  since  they  showed  no  evidence 
of  adjacent  inflammation.  X-ray  localization  was 
made  in  thirty-eight  cases.  A simple  method  of 
X-ray  localization  with  a silver  ring  stitched  to  the 
corneoscleral  junction  is  described. 

Because  of  the  fact  that  war-missile  foreign 
bodies  are  so  slightly  magnetic,  extraction  through 
a scleral  incision  is  the  method  of  choice  when  the 
foreign  bodies  are  situated  behind  the  lens.  The 
technique  of  removal  by  the  posterior  route  is 
given  in  detail  with  three  illustrations.  In  sev- 
enty-three of  the  cases  here  reported,  removal  by 
the  posterior  route  was  tried;  in  thirty-two,  the 
anterior  route. 

Vision  was  improved  in  twenty -three  cases;  in 
forty-seven  cases  there  was  no  improvement  in 
vision,  but  all  have  kept  the  injured  eye  to  date. 
Evisceration  was  done  in  seven  and  enucleation  in 
thirteen  cases,  seven  because  of  shrinkage  and  six 
because  of  the  danger  of  sympathetic  ophthalmia. 
It  was  impossible  to  assess  the  value  of  treatment 
with  drugs  of  the  sulfonamide  group.  Generally, 
it  was  not  until  patients  had  reached  the  hospital 
that  regular  sulfonamide  therapy  could  be  given. 
(Nine  figures,  tables.) 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Treatment  of  Cancer  of  the  Larynx  by  Roentgen  Irra- 
diation: A Report  of  Five-Year  End  Results.  John 
V.  Blady,  M.D.,  and  W.  Edward  Chamberlain.  M.D., 
Philadelphia,  Pennsylvania.  The  American  Journal 
of  Roentgenology  and  Radium  Therapy,  April,  1944, 
Vol.  51,  No.  4,  p.  481. 

The  authors  present  an  analysis  of  thirty-six 
cases  of  cancer  of  the  larynx  that  they  have  treated 
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by  irradiation  in  the  Temple  University  Hospital 
from  1931  to  1937. 

They  divided  the  eases  into  the  so-called  “cancer 
of  the  intrinsic  larynx,”  which  denotes  origin  of 
the  tumor  on  vocal  cords,  the  ventricles,  or  the 
subglottic  region,  while  “cancer  of  the  extrinsic 
larynx”  includes  origin  on  the  arytenoids,  aryepi- 
glottic  folds,  base  of  the  epiglottis,  and  upper  sur- 
face of  the  piriform  sinuses.  Of  the  thirty-six 
cases,  twenty-three  (64  per  cent)  were  classified 
as  intrinsic,  thirteen  (36  per  cent)  as  extrinsic. 
All  cases  had  biopsies  and  practically  all  of  them 
were  squamous  cell  carcinoma.  In  the  intrinsic 
group,  metastases  were  infrequent;  only  four  of 
twenty-three  cases  presented  metastases  on  ad- 
mission, while  in  the  extrinsic  group  metastases 
were  present  on  admission  in  six  of  thirteen  cases. 

Their  technique  of  irradiation  was  as  follows: 
“180  kilovolts  (average),  constant  potential,  five 
milliamperes,  fifty  centimeters  targetskin  distance, 
and  in  all  cases  two  millimeters  copper  plus  one 
millimeter  aluminum  filtration.  A daily  dose  of 
125  r,  measured  in  air,  was  delivered  through  ten 
by  ten  centimeter  fields  to  each  side  of  the  neck 
at  a rate  of  five  to  six  r per  minute.  A total  of  at 
least  3,000  r was  delivered  to  each  skin  field,  neces- 
sitating a minimum  of  twenty-four  consecutive 
days  for  the  completion  of  treatment.” 

After  1936,  circular  metal  cylinders  (cones)  five 
and  five-tenths,  six,  seven,  eight,  nine,  and  ten  cen- 
timeters in  diameter  were  used.  The  smaller  the 
cones  the  larger  the  doses  must  be. 

Their  results  were  summarized  as  follows:  “Of 
the  twenty-three  cases  classified  as  intrinsic,  nine 
died  of  the  disease.  Thirteen  have  been  free  of 
disease  five  years  or  more.  This  constitutes  a five- 
year  survival  of  fifty-nine  per  cent.  Of  the  thir- 
teen cases  classified  as  extrinsic,  nine  died  of  can- 
cer. One  died  nineteen  months  after  treatment  of 
heart  disease  without  evidence  of  cancer,  either 
recurrent  or  metastatic.  Only  three  patients  re- 
main living  and  free  of  disease  five  or  more  years 
after  treatment  for  a five-year  survival  rate  of 
twenty-five  per  cent.” 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  Jr.,  M.D. 
307  Doctors  Building,  Knoxville 


Renal  Complication  of  Sulfonamide  Administration: 
Report  of  Reactions  from  Sulfathiazole  and  Sulfa- 


diazine. Harry  A.  Zide  (Captain,  Medical  Corps). 

From  the  Station  Hospital,  Fort  Ord,  California  Jour- 
nal of  Urology,  September,  1944. 

The  use  of  sulfonamide,  particularly  sulfapyri- 
dine,  sulfathiazole,  and  sulfadiazine,  may  be  fol- 
lowed by  mild  or  severe  renal  complications.  Sul- 
fonamides, orally  or  intravenously,  may  be  followed 
by  urinary  precipitation  of  acetylsulfadiazine  with 
renal  blocking;  however,  sulfadiazine  is  less  toxic 
than  the  other  sulfonamides. 

By  the  use  of  the  drugs  chemical  intoxication, 
without  evidence  of  obstruction,  with  renal  changes 
sufficient  to  cause  marked  renal  impairment,  may 
occur. 

Ten  patients,  presenting  eleven  reactions,  are 
reported  by  this  author.  One  reaction  was  due  to 
sulfathiazole  and  ten  to  sulfadiazine.  The  various 
reactions  were  urinary  blockings,  renal  colic,  gross 
hematuria,  oliguria,  and  anuria. 

An  analysis  of  these  reactions  reveals  that  the 
minimum  dosage  of  the  drug  given  before  onset 
was  seven  grams. 

The  shortest  time  before  onset  of  the  symptom 
was  twenty-four  hours.  One  case  occurred  six 
days  and  another  twelve  days  after  the  drug  was 
discontinued,  urinary  reactions  were  acid  in  eight 
cases,  alkaline  in  one,  and  not  recorded  in  two. 
The  blood  level  varied  from  four  milligrams  per 
cent  to  twenty-three  milligrams  per  cent  at  the 
time  of  the  reaction.  The  cause  of  renal  complica- 
tion in  these  apparently  were  large  intravenous 
doses,  large  oral  doses  in  a short  period  of  time, 
failure  to  adequately  check  intake  and  output,  and 
failure  to  alkalinize  the  urine  properly. 

Renal  complications  due  to  sulfonamide  therapy 
can  usually  be  prevented  by  careful  observation 
of  the  patient. 

The  fluid  intake  should  be  kept  at  3,000  cubic 
centimeters  or  more  a day.  A blood  count  and 
blood  level  estimation  made  every  third  day  where 
large  doses  are  given.  A blood  level  twelve  milli- 
grams per  cent  or  above  is  a danger  signal. 

The  urinary  pH  should  be  kept  to  7.5  or  above. 
The  drug  should  be  discontinued  on  onset  of 
marked  symptoms. 

When  symptoms  arise,  they  are  treated  con- 
servatively by  large  amount  of  fluids  or  radically 
by  cystoscopic  means. 
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Dr.  J.  L.  McGehee,  Chairman,  Memphis 
Dr.  John  M.  Lee,  Nashville 
Dr.  0.  W.  Hyman,  Memphis 
Dr.  W.  L.  Williamson,  Memphis 
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Dr.  C.  M.  Oberschmidt,  Memphis  (1945) 
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STATE  HOSPITAL  COMMITTEE 
Dr.  E.  G.  Wood,  Chairman,  Knoxville  (1947) 

Dr.  E.  H.  Baird,  Dyersburg  (1945)t 
Dr.  Lee  K.  Gibson,  Johnson  City  (1945) 
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COMMITTEE  ON  CANCER 
Dr.  C.  H.  Heacock,  Chairman,  Memphis  (1947) 

Dr.  Ralph  H.  Monger,  Knoxville  (1946) 

Dr.  H.  S.  Shoulders,  Nashville  (1945) 

Dr.  W.  Likely  Simpson,  Memphis  (1945) 

Dr.  Stanton  S.  Marchbanks,  Chattanooga  (1947) 
Dr.  Howard  King,  Nashville  (1946) 

COMMITTEE  ON  PHYSICAL  THERAPY 
Dr.  J.  J.  Ashby,  Chairman,  Nashville  (1947) 

Dr.  C.  R.  Thomas,  Chattanooga  (1947) 
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Dr.  C.  H.  Sanford,  Memphis  (1946) 

Dr.  George  Inge,  Knoxville  (1946) 

COMMITTEE  ON  INDUSTRIAL  HYGIENE 
Dr.  Cecil  E.  Newell,  Chairman,  Chattanooga  (1947) 
Dr.  C.  F.  N.  Schram,  Kingsport  (1945) 

Dr.  A.  R.  McMahan,  Memphis  (1945) 

Dr.  Carrington  Harrison,  Nashville  (1946)* 
COMMITTEE  ON  FRACTURES 
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Dr.  Edwin  J.  Lipscomb,  Memphis  (1945) 

Dr.  Robert  F.  Patterson,  Knoxville  (1946) 

COMMITTEE  ON  PREPAYMENT  PLANS  FOR 
MEDICAL  AND  HOSPITAL  SERVICES 
Dr.  Arthur  R.  Porter,  Jr.,  Chairman,  Memphis 
Dr.  L.  W.  Edwards,  Nashville 
Dr.  R.  R.  Brown,  Nashville 
Dr.  J.  C.  Brooks,  Chattanooga 
Dr.  H.  B.  Everett,  Memphis 
Dr.  M.  S.  Roberts,  Knoxville 


LIAISON  COMMITTEE 
Dr.  L.  W.  Edwards,  Chairman,  Nashville  (1946) 
Dr.  J.  0.  Manier,  Nashville  (1948) 

Dr.  Walker  L.  Rucks,  Memphis  (1947) 

Dr.  J.  L.  Bibb,  Chattanooga  (1949) 

Dr.  W.  P.  Wood,  Knoxville  (1945) 

INSURANCE  COMMITTEE 
Dr.  A.  F.  Cooper,  Chairman,  Memphis  (1947) 

Dr.  C.  M.  Hamilton,  Nashville  (1945) 

Dr.  Kyle  C.  Copenhaver,  Knoxville  (1946) 
COMMITTEE  ON  MEDICAL  EDUCATION 
Dr.  J.  Marsh  Frere,  Chairman,  Chattanooga  (1946) 
Dr.  John  M.  Lee,  Nashville  (1945) 

Dr.  W.  C.  Chaney,  Memphis  (1945) 

Dr.  R.  B.  Wood,  Knoxville  (1947) 

Dr.  C.  H.  Sanford,  Memphis  (1947) 

Dr.  D.  W.  Smith,  Nashville  (1946) 

COMMITTEE  ON  MEMOIRS 
Dr.  James  0.  Walker,  Chairman,  Franklin  (1945) 
Dr.  D.  W.  Hailey,  Nashville  (1947) 

Dr.  W.  E.  Bryan,  Chattanooga  (1947) 

Dr.  J.  L.  Crook,  Jackson  (1946) 

Dr.  J.  L.  Hankins,  Johnson  City  (1946) 

COMMITTEE  ON  MATERNAL  WELFARE 
Dr.  W.  T.  Pride,  Memphis  (1947) 

Dr.  D.  T.  Holland,  Newbern  (1945) 

Dr.  J.  E.  Powers,  Jackson  (1945) 

Dr.  John  S.  Cayce,  Nashville  (1947) 

Dr.  J.  B.  Fitts,  Chattanooga  (1947) 

Dr.  M.  L.  Hefley,  Knoxville  (1946) 

Dr.  C.  W.  Friberg,  Johnson  City  (1946) 


POSTWAR  PLANNING  COMMITTEE 
East  Tennessee — 

Dr.  R.  B.  Wood,  Knoxville 
Dr.  B.  L.  Jacobs,  Chattanooga 
West  Tennessee — 

Dr.  J.  B.  Stanford,  Memphis 
Dr.  E.  H.  Baird,  Dyersburgf 
Middle  Tennessee — 

Dr.  W.  C.  Dixon,  Chairman,  Nashville 
Dr.  C.  M.  Hamilton,  Nashville 
Dr.  H.  H.  Shoulders,  Nashville 

OFFICERS  OF  SECTIONS 
Tennessee  State  Pediatric  Society — 

President — Dr.  Frazier  Binns,  Nashville* 
Vice-President — Dr.  0.  L.  Von  Canon,  Chatta- 
nooga* 

Secretary — Dr.  Gilbert  Eblen,  Knoxville* 
Tennessee  Academy  of  Ophthalmology  and  Oto- 
laryngology— 

President— Dr.  J.  W.  Wilkes,  Columbia 
Vice-President — Dr.  Guy  M.  Maness,  Nashville 
Secretary — Dr.  S.  H.  Sanders,  Memphis 
Tennessee  Radiological  Society — 

President — Dr.  Paul  H.  Dietrich,  Chattanooga 
Vice-President — Dr.  Leon  M.  Lanier,  Nashville 
Secretary-Treasurer — Dr.  J.  Marsh  Frere,  Chat- 
tanooga 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S 
AUXILIARY 

Dr.  Herbert  Acuff,  Knoxville 

Dr.  B.  F.  Byrd,  Nashville 

Dr.  Arthur  R.  Porter,  Jr.,  Memphis 
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THE  GOVERNMENT  AND  MEDICAL  SERVICE* 


GUS  W.  DYER,  Ph.D.,  Nashville 

It  is  refreshing  to  have  a man  introduce 
me  who  doesn’t  feel  called  upon  to  make 
all  sorts  of  apologies  for  my  personal  ap- 
pearance, When  I am  praised  to  the  skies 
before  audiences  in  other  parts  of  the  coun- 
try, I realize  that  this  is  necessary  to  over- 
come the  feeling  of  disappointment  on  the 
part  of  the  audience. 

I happen  to  come  from  a section  of  Vir- 
ginia that  is  noted  for  its  beautiful  women 
and  very  homely  men.  I don’t  know  just 
why  nature  discriminated  against  us  in  this 
way  under  the  law  of  heredity.  It  may  be 
that  you  doctors  can  explain  it.  This  law 
of  heredity  seems  “tricky”  to  me. 

Some  years  ago  there  was  a beautiful 
woman,  a Miss  Duncan,  who  had  an  in- 
ternational reputation  as  a dancer.  It  is 
reported  that  she  wrote  a letter  to  George 
Bernard  Shaw,  the  brilliant  English  writer, 
proposing  marriage  to  him  on  purely  pa- 
triotic grounds.  She  told  the  great  writer 
that  she  was  regarded  as  the  most  beau- 
tiful woman  in  the  world,  and  that  he  was 
regarded  as  the  most  brilliant  man  in  the 
world,  and  she  thought  the  most  beautiful 
woman  and  the  most  intellectual  man  in 
the  world  should  get  married  and  bring 
up  a group  of  superchildren. 

In  his  reply  to  her,  Shaw  told  her  that 
the  proposition  was  very  interesting  to  him, 
but  he  reminded  her  of  the  “tricky”  na- 


*Read before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  11,  12,  13,  1944. 


ture  of  the  law  of  heredity.  “Suppose,” 
said  he,  “that  we  should  get  married  as 
you  suggest,  and  should  bring  into  the 
world  a group  of  children  with  my  body 
and  your  mind,  just  think  what  monstrosi- 
ties they  would  be!” 

I am  conscious  of  the  fact  that  I am 
speaking  to  you  as  an  “outsider.”  But 
sometimes  an  outsider  may  understand  the 
nature  of  certain  forces  that  affect  a group 
better  than  those  in  the  group.  Someone 
has  spoken  of  the  “illusion  of  the  near.” 
It  is  necessary  in  some  cases  to  get  at  a 
distance  from  some  things  in  order  to  see 
them  in  their  true  proportion. 

It  is  necessary  for  directing  officers  in 
war  to  remain  at  some  distance  behind  the 
lines  in  order  to  see  what  is  going  on. 
This  is  the  reason  that  they  go  back. 
Some  of  them  may  go  too  far  back,  but 
the  principle  is  sound.  In  World  War  I, 
a Negro  soldier  became  terribly  frightened 
in  his  first  battle.  He  dropped  his  gun 
and  headed  for  the  rear  as  fast  as  his  feet 
could  carry  him.  After  he  had  run  until 
he  was  almost  exhausted,  he  came  up  with 
a soldier.  The  soldier  halted  him  and  said, 
“Why  didn’t  you  salute  me?”  “Is  you  a 
officer?”  asked  the  Negro.  “Yes,”  came 
the  swift  reply.  “I  am  a colonel.”  “My 
Lord,”  said  the  Negro,  “has  I run  that  fur 
back?”  There  is  such  a thing  as  getting 
too  far  back. 

In  talking  to  a group  it  is  always  a mis- 
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take  to  talk  about  things  that  the  audience 
understands  much  better  than  the  speaker. 
Hence,  I will  say  but  little  about  “medi- 
cine” tonight.  I will  speak  from  the  point 
of  view  of  society  as  a whole  in  its  rela- 
tion to  your  specialized  field.  There  is  no 
natural  conflict  between  the  various  nor- 
mal groups  that  make  up  human  society. 
Each  group  is  dependent  on  the  other 
groups.  When  one  group  suffers,  all  suffer. 
Constructive  cooperation  of  all  the  groups 
is  the  great  objective  that  brings  progress. 

I,  perhaps,  inherited  my  political  phi- 
losophy in  large  measure  from  my  native 
county  in  Virginia.  I was  born  in  Henry 
County.  This  was  the  home  of  Patrick 
Henry,  and  my  grandfather  was  a neighbor 
of  Patrick  Henry.  The  atmosphere  created 
by  the  brilliant  patriotism  of  the  great  Vir- 
ginian lingers  and  inspires.  It  is  told  of 
one  boy  who  was  required  to  prepare  and 
deliver  speeches  regularly  at  his  school  on 
subjects  assigned  by  the  teacher,  and  that 
whatever  the  subject  assigned  to  the  boy, 
he  would  always  close  his  speech  in  the 
words  of  the  great  patriot,  “Give  me  liberty 
or  give  me  death.”  The  teacher  thought 
he  had  overworked  the  quotation,  and  de- 
cided to  stop  it  by  assigning  the  boy  a 
subject  that  would  make  it  impossible  for 
him  to  bring  in  “liberty  or  death.”  The 
subject  assigned  was  “The  Causes  of  Colic 
in  a Horse.”  The  boy  took  the  subject 
seriously,  and  prepared  a sensible  speech, 
describing  the  nature,  symptoms,  treat- 
ment, etc.,  of  horse  colic.  But  he  closed 
his  speech  in  an  oratorical  flight:  “There  is 
nothing  mysterious  about  the  causes  of 
horse  colic.  In  every  case  horse  colic  is 
due  to  the  formation  of  certain  gases  in 
the  horse’s  stomach  crying  out,  ‘Give  me 
liberty  or  give  me  death.’  ” The  boy’s 
patriotism  was  invincible. 

We  have  never  before  in  our  history 
heard  of  such  strange  theories  of  economics 
and  business  as  have  come  out  of  Wash- 
ington in  recent  years.  One  theory  is  that 
we  can  become  prosperous  by  spending — 
giving  away  billions  of  dollars,  and  charg- 
ing these  gifts  to  the  account  of  unborn 
generations.  Another  is  that  there  is  no 
danger  in  a national  debt,  however  large 
it  is,  as  long  as  we  owe  it  to  ourselves. 


This  means,  of  course,  that  we  will  first 
pay  the  interest  on  the  bonds  we  hold  to 
ourselves,  and  not  be  bothered  with  trying 
to  get  this  interest  elsewhere.  Simple, 
very  simple!  Just  how  much  a bond  of 
this  nature  is  worth,  the  deponent  sayeth 
not. 

The  people  of  the  past  universally  agreed 
on  one  thing.  In  the  past  a deficit  was  al- 
ways interpreted  as  a liability.  We  have 
learned  now  that  this  was  all  wrong,  that 
deficits  indicate  prosperity.  Don’t  worry 
about  deficits.  Just  capitalize  your  deficits 
and  go  forward.  Live  and  thrive  and  pros- 
per on  capitalized  deficits ! This  has  been 
the  fixed  policy  of  this  administration  from 
the  beginning.  Nobody  ever  heard  of  such 
a theory  before.  I heard  of  a snake  that 
tried  out  this  policy  once.  The  snake  was 
very  hungry  and  food  was  scarce.  While 
out  in  search  for  food,  he  accidentally  got 
his  tail  in  his  mouth.  “This  tastes  pretty 
good,”  he  observed.  Food  right  at  his  door 
and  he  didn’t  know  it.  Being  a forward- 
looking,  progressive  snake,  unfettered  by 
constitutional  restrictions,  he  decided  to 
capitalize  his  deficit  and  live  on  his  tail. 
He  had  perfect  social  security — freedom 
from  want  and  freedom  from  fear.  His 
deficit  grew  larger  as  he  went  up,  but  why 
worry,  as  long  as  he  had  plenty  to  eat. 
Everything  went  well  with  the  snake  until 
one  day  he  swallowed  himself,  and  that 
was  the  end  of  the  snake.  It  might  be  well 
for  us  to  consider  the  inevitable  logic  of 
living  on  your  deficit. 

Since  the  relation  of  government  to  med- 
icine has  become  a vital  issue,  doctors  are 
compelled  to  turn  their  attention  to  this 
subject  today,  both  in  the  interest  of  their 
profession  and  in  the  interest  of  general 
welfare  and  social  progress.  Eternal  vigi- 
lance is  the  price  of  freedom  in  the  med- 
ical profession  as  well  as  elsewhere. 

Effective  progress  and  efficiency  in  the 
professions  is  dependent  on  material  prog- 
ress, and  in  no  other  profession  is  this  more 
true  than  in  medicine.  Without  costly 
equipment,  medicine  can  make  but  little 
progress.  Progress  in  medicine,  invention, 
religion,  etc.,  in  every  sphere,  is  very 
largely  dependent  on  our  industrial  system. 
Curse  industry  as  much  as  you  please,  but 
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don’t  forget  that  doctors,  lawyers,  preach- 
ers, schoolteachers,  and  all  the  rest  of  us 
are  dependent  upon  industry  to  keep  us 
going  effectively. 

When  the  Constitution  of  the  United 
States  was  adopted,  the  people  of  the  world 
were  poor,  and  had  always  been  poor. 
The  great  masses  of  the  people  were  com- 
pelled to  live  near  the  line  of  subsistence. 
Anything  like  luxuries,  and  conveniences 
for  the  masses  of  the  people,  were  con- 
sidered an  impossibility.  Great  hospitals 
and  medical  equipment  were  beyond  the 
possible.  Money,  essential  to  advancement 
in  medicine,  was  nowhere  to  be  seen. 

No  effective  progress  in  industry  had 
been  made  in  two  thousand  years,  and  lit- 
tle or  no  progress  had  been  made  through 
the  century  in  the  professions  that  were 
dependent  on  progress  in  business. 

The  two  chief  reasons  for  this  lack  of 
progress  were: 

1.  There  were  no  brains  in  business  in 
the  past,  and  effective  progress  in  any 
field  without  brains  is  impossible.  The  peo- 
ple who  lived  thousands  of  years  ago  were 
just  as  intelligent  as  we  are.  But  in  the 
past  it  was  considered  a reflection  on  a 
man  with  brains  to  enter  the  business  field, 
and  as  a result  men  of  brains  entered  other 
fields. 

2.  Up  to  the  time  the  Constitution  was 
adopted,  no  civilization  had  ever  been  able 
to  establish  a system  of  government  that 
would  give  that  superprotection  to  funda- 
mental human  rights  and  the  essential  prin- 
ciples of  social  and  industrial  progress  that 
are  absolutely  essential  to  progress  in  these 
fields. 

All  the  civilizations  of  the  past  had  ad- 
ministrative governments  similar  to  our 
administrative  government.  There  was 
nothing  new  in  our  administrative  gov- 
ernment— made  up  of  a legislative  depart- 
ment, a judicial  department,  and  an  execu- 
tive department.  But  the  conclusion  was 
reached  that  no  administrative  government, 
under  the  control  of  the  people,  could  ever 
be  trusted  to  protect  human  rights,  could 
ever  be  trusted  to  protect  the  essential  prin- 
ciples of  social  and  industrial  progress. 

When  the  founders  of  our  government 
put  themselves  to  the  task  of  laying  the 


foundations  for  a new  government,  they 
made  bold  to  do  what  never  had  been  done ; 
that  was  to  create  this  superprotection  to 
fundamental  human  rights  and  the  essen- 
tial of  social  and  industrial  principles,  and 
thereby  meet  the  demands  of  social  and 
industrial  progress.  The  result  was  the 
constitutional  system  of  government  that 
was  an  absolutely  new  contribution  to  po- 
litical science  and  political  philosophy,  and 
by  far  the  greatest  contribution  ever  made 
in  this  field,  it  is  believed.  When  Glad- 
stone, the  great  English  statesman,  read 
the  Constitution,  he  proclaimed  it  the 
greatest  political  document  that  ever  came 
from  the  brain  of  man.  John  Fiske,  .the 
brilliant  New  England  historical  critic, 
says  that  James  Madison,  regarded  as  the 
author  of  the  Constitution,  will  go  down 
in  history  as  one  of  the  greatest  political 
philosophers  of  the  English-speaking  race. 

The  American  constitutional  system  has 
as  its  foundation  the  Constitution,  the  Dec- 
laration of  Independence,  and  the  Bill  of 
Rights.  This  system  of  government  is 
built  on  and  is  a brief  expression  of  the 
social  philosophy  of  freedom. 

This  social  philosophy  of  freedom,  it  is 
believed,  had  its  origin  in  the  field  of 
medicine.  Hence,  you  doctors  are  under 
a special  obligation  to  defend  the  system 
of  government  you  gave  to  the  world. 

As  a reaction  against  the  terrible  failure 
of  governmental  direction  of  business  in 
England,  France,  and  Germany  under  mer- 
cantilism in  the  eighteenth  century,  a small 
group  of  French  philosophers  put  them- 
selves to  the  task  of  finding  a new  road 
to  social  and  industrial  progress.  They 
came  to  the  conclusion  the  largest  possible 
freedom,  and  especially  freedom  from  gov- 
ernmental dictation,  direction,  and  inter- 
ference was  the  road  they  were  seeking. 
The  most  brilliant  man  in  this  group  was 
Quesnay,  who  was  a physician  as  well  as 
a philosopher.  It  was  Quesnay,  it  is  be- 
lieved, who  discovered  and  gave  to  the 
world  the  social  philosophy  of  freedom. 

At  this  time  it  had  been  discovered  in 
medicine  that  the  natural  forces,  function- 
ing in  the  human  body,  are  constructive; 
that  nature  is  for  us,  not  against  us;  that 
nature  is  continuously  seeking  to  protect 
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health  and  life;  that  nature  and  nature 
alone  can  cure.  This  discovery  sounded  a 
death  knell  to  the  theory  that  had  come 
down  through  the  ages  that  medicine  and 
medicine  almost  alone  could  cure  disease. 
It  opened  the  eyes  of  the  doctors  to  the 
fact  that  medicine  at  best  is  negative,  that 
it  can  remove  obstructions,  but  nature  must 
cure.  It  also  opened  the  eyes  of  the  doc- 
tors to  the  fact  that  their  function  and 
mission  were  to  learn  everything  possible 
about  nature’s  forces  and  cooperate  with 
them,  that  all  progress  in  this  field  comes 
from  cooperating  with  nature  in  her  great 
purpose  to  protect  and  advance  life  in  this 
world. 

As  the  brilliant  Quesnay  pondered  this 
great  discovery,  he  reasoned  if  nature’s 
forces  in  the  vegetable  organism,  the  ani- 
mal organism,  and  the  human  organism  are 
constructive  and  are  always  seeking  the 
protection  and  progress  of  life,  why  is  it 
not  true  that  nature’s  forces  functioning 
in  the  social  organism — human  society — 
are  constructive  and  are  continuously  seek- 
ing to  protect  and  advance  life,  and  bring 
progress  to  the  human  race.  There  could 
be  but  one  answer  to  this  question.  Nature 
is  always  consistent,  nature  is  always  for 
us.  This  was  the  foundation  of  the  social 
philosophy  of  freedom. 

The  social  philosophy  of  freedom  is  not 
based  on  the  theory  that  the  individual 
should  be  protected  in  his  freedom  in  order 
that  he  may  enjoy  himself  as  a freeman. 
The  social  philosophy  of  freedom  is  in  no 
sense  individualistic.  Its  foundation  is  that 
the  greatest  social  progress,  the  greatest 
general  welfare,  and  the  greatest  life  ad- 
vancement are  obtained  by  the  largest  pos- 
sible freedom  for  the  individual  to  coop- 
erate with  nature’s  constructive  forces  in 
finding  his  life  in  this  world. 

This  discovery  by  Quesnay,  it  is  believed, 
is  one  of  the  greatest  discoveries  of  all 
times,  and  it  came  from  the  field  of  medi- 
cine. 

The  human  intellect  is  very  limited.  It 
is  rare  indeed  to  find  a man  who  is  capable 
of  thinking  of  anything  that  is  new.  Peo- 
ple sat  and  watched  steam  lift  the  tops 
of  kettles  for  thousands  of  years  before  it 
occurred  to  anyone  that  this  power  could 


be  put  to  human  service.  People  rode  in 
wagons  for  thousands  of  years  before  any- 
one thought  of  anything  like  a railroad. 
People  cut  grain  by  hand  for  thousands  of 
years  before  Cyrus  McCormick,  a Vir- 
ginian, invented  the  reaper.  It  is  said  that 
people  used  a one-prong  dating  back  two 
hundred  years  before  anyone  thought  of 
improving  it  by  adding  a second  prong. 
Men  crawled  through  small  holes  in  their 
shirts  for  thousands  of  years  before  any- 
one thought  of  splitting  it  open  and  putting 
it  on  in  a sensible  way. 

It  is  difficult  to  overestimate  the  mental 
capacity  of  this  great  doctor. 

In  1776  two  great  documents  were  given 
to  the  world.  One  was  the  Declaration  of 
Independence  by  Thomas  Jefferson,  and 
the  other  was  the  Wealth  of  Nations  by 
Adam  Smith.  Both  were  the  products  of 
the  philosophy  of  freedom  given  to  civili- 
zation by  Quesnay.  The  Wealth  of  Nations 
was  a masterful  interpretation  of  the  phi- 
losophy of  freedom  and  nature’s  control 
in  the  field  of  industry.  The  Declaration 
of  Independence  was  a declaration  of  free- 
dom and  nature  control  in  every  realm  of 
human  activity.  The  adoption  of  the  phi- 
losophy of  freedom  and  nature  control  in 
industry  by  England  was  the  beginning  of 
her  great  industrial  progress. 

Jefferson  was  in  close  touch  with  the 
French  school  of  philosophy,  and  was  an 
intimate  friend  of  du  Pont  de  Nemours, 
who  was  a brilliant  associate  of  Quesnay. 

In  the  Declaration  of  Independence,  Jef- 
ferson gave  the  spiritual  foundation  of  the 
philosophy  of  freedom.  Up  to  this  time, 
the  Latins  and  the  Greeks  had  interpreted 
human  rights  as  coming  from  administra- 
tive governments.  Jefferson  made  bold  to 
sweep  this  aside  as  without  foundation,  and 
declared  that  man’s  inalienable  rights  of 
freedom  came  from  no  government  con- 
trolled by  men,  but  are  the  gifts  of  God  to 
man,  and  are  therefore  above  all  govern- 
mental control.  This  meant  that  man  has 
an  inalienable,  God-given  right  to  seek  and 
find  his  life  in  this  world  in  religion,  in 
business,  in  medicine,  everywhere  under 
his  own  direction,  without  dictation  or  di- 
rection from  the  government,  or  from  any 
other  source,  subject  only  to  the  natural 
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God-given  forces  that  function  in  the  realm 
of  his  activities. 

Then  he  follows  this  declaration  with  a 
definition  of  the  sphere  of  government. 
Governments  are  instituted  among  men,  he 
says,  to  protect  men  in  the  full  exercise 
of  their  inalienable  rights  against  all  who 
would  restrict  or  interfere  with  their  free- 
dom. Governments  are  not  established  to 
direct  business,  or  religion,  or  medicine,  or 
any  other  human  activity.  Governments 
have  no  sort  of  right  to  engage  in  such 
activities.  The  government  is  made  an 
umpire,  not  a coach.  The  function  of  the 
government  is  to  see  to  it  that  every  citi- 
zen’s freedom  is  protected  and  that  all  play 
the  game  straight  in  their  relation  with 
each  other. 

Regulation  is  a judicial  function,  and 
properly  belongs  to  government.  The  di- 
rection of  business  or  the  direction  of  sur- 
gery, or  the  direction  of  medicine  is  a highly 
specialized  intellectual  capacity  that  can  be 
exercised  effectively  only  by  those  with  a 
high  degree  of  skill  acquired  by  experience 
in  the  fields  of  their  activity.  The  govern- 
ment is  in  no  sense  qualified  to  perform 
the  function  of  direction  in  any  field  of 
activity,  and  under  the  American  consti- 
tutional system  the  administrative  govern- 
ment has  no  sort  of  right  to  take  over  the 
direction  either  in  business  or  medicine  or 
anywhere  else.  When  that  football  player 
lost  his  head  and  ran  to  the  wrong  goal 
in  California,  the  umpire  said  nothing  and 
did  nothing.  The  player  had  an  inalienable 
right  to  run  in  any  direction  he  pleased. 
The  umpire  was  there  to  protect  every 
player’s  freedom,  not  to  direct  his  activ- 
ities. This  is  the  function  of  the  govern- 
ment under  the  American  constitutional 
system  of  freedom. 

The  function  of  the  government  under 
constitutional  freedom  with  reference  to 
business,  medicine,  and  every  other  group 
activity  in  society,  and  the  function  of 
drugs  in  the  regulation  of  the  human  or- 
ganism are  very  similar.  Those  who  be- 
lieve that  the  body  can  be  cured  and  kept 
in  a healthful  state  by  medicine  are  branded 
as  quacks,  and  quacks  they  are.  And  those 
who  believe  that  the  ills  of  society  can  be 
cured  by  governmental  prescription  and 


governmental  drugs  should  be  branded  as 
quacks,  for  quacks  they  are  of  a low  order, 
it  is  believed. 

The  fundamental  difference  between 
American  constitutional  freedom  and  com- 
munism, socialism,  German  state  socialism, 
and  American  so-called  progressives,  made 
up  of  a conglomeration  of  radical  elements 
from  the  far  corners  of  the  earth,  is  that 
all  these  radical  groups  want  to  make  the 
government  the  head  coach  and  supreme 
dictator  in  human  society,  while  under  the 
American  system  the  government  is  made 
the  servant  of  sovereign  citizens  to  pro- 
tect them  against  dictatorship  and  coach- 
ing from  any  source.  These  two  theories 
of  government  are  antagonistic  to  each 
other ; there  can  be  no  fusion  between  them. 

The  theory  that  the  general  welfare  of 
the  people  is  not  safe  under  the  freedom 
in  business,  freedom  in  medicine  and  else- 
where; that  businessmen  and  doctors  are 
selfish  and  will  advance  their  material  in- 
terest at  the  expense  of  those  they  are  sup- 
posed to  serve;  that  the  natural  construc- 
tive forces,  functioning  in  the  human  heart 
and  in  society,  ordained  of  God  to  guide 
men  on  the  road  to  life,  cannot  be  trusted 
under  a system  of  freedom ; that  politicians 
in  charge  of  the  government  and  on  the 
government  pay  rolls  constitute  the  only 
group  that  can  be  trusted  to  act  unselfishly 
in  protecting  the  general  welfare  of  the 
people,  is  a theory  so  fanciful  that  it  is 
laughable. 

It  is  important  to  distinguish  between 
self-interest  and  selfishness.  When  a man 
is  actuated  by  selfishness,  he  seeks  to  ad- 
vance his  own  interest  at  the  expense  of 
others.  He  seeks  to  rise  by  pulling  others 
down.  Such  a man  is  an  enemy  of  human 
society  as  well  as  an  enemy  to  himself.  The 
man  who  is  actuated  by  self-interest  seeks 
his  own  highest  interest  through  useful 
service  to  others.  Self-interest  is  a thor- 
oughly worthy  motive  of  action.  Jesus  ap- 
pealed to  men  on  the  basis  of  self-interest. 
“If  a man  would  find  his  life,”  and  it  is 
right  for  a man  to  seek  the  best  in  the 
world,  let  him  lose  it  in  service  to  others. 
American  business  under  freedom  is  based 
on  self-interest,  not  on  selfishness.  Amer- 
ican medical  service  is  pre-eminently  based 
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on  self-interest,  not  on  selfishness.  There 
is  a certain  per  cent  of  selfish  people  in 
every  trade  and  every  profession.  There 
are  selfish  businessmen,  selfish  doctors, 
selfish  preachers,  selfish  schoolteachers,  and 
selfish  politicians. 

But  the  per  cent  of  businessmen  that  are 
actuated  by  selfishness  under  freedom  is 
very  small,  and  the  per  cent  of  doctors  that 
are  actuated  by  selfishness  is  much  smaller, 
it  is  believed.  This  is  not  because  men  are 
becoming  more  angelic.  It  is  because  men 
learn  under  freedom  that  selfishness  is 
stupid  and  foolish,  that  the  only  way  to 
really  rise  in  this  world  is  through  superior 
service  to  others.  The  ambition  to  rise  by 
giving  superior  service  to  others  is  nature’s 
great  constructive  force  in  achieving  social 
progress.  The  selfish  man  in  business, 
the  man  who  is  seeking  to  gain  by  forcing 
others  to  lose,  is  soon  discovered,  and  as 
time  goes  on  life  is  made  more  miserable 
to  him.  He  may  gain  in  material  things, 
but  he  loses  his  life.  The  selfish  doctor  is 
forced  to  lead  a lonely  drab  life.  About  the 
only  selfish  man  who  can  hold  his  position 
in  society  is  the  selfish  politician.  In  the 
first  place  his  position  has  little  prestige, 
and  in  the  second  place  he  is  a past  master 
in  making  the  ignorant  think  he  is  that 
while  he  is  not. 

It  is  the  natural  and  worthy  love  of  dis- 
tinction, and  the  natural  and  worthy  am- 
bition to  surpass  others  in  giving  superior 
service  to  society,  together  with  the  thrill 
that  comes  from  saving  human  lives,  re- 
lieving human  suffering  and  restoring  to 
health  and  vigor  men,  women,  and  chil- 
dren who  are  crushed  by  disease  that  in- 
spire the  doctor  to  give  the  best  he  has  to 
his  profession. 

This  is  nature’s  plan,  God’s  plan  for 
bringing  about  social  progress,  and  it  can 
be  carried  out  successfully  only  under  free- 
dom from  governmental  dictation  and  gov- 
ernmental restraints. 

The  Government  and  Medical  Service 

The  relation  of  the  government,  under 
the  Constitution,  to  medical  service  is  vital. 
This,  however,  doesn’t  mean  that  the  rela- 
tion of  the  federal  government  to  medical 
service  is  vital.  As  a matter  of  fact,  the 
federal  government  is  given  no  function  in 


this  field.  Medical  service  is  a problem  of 
state  and  local  governments,  not  of  the  fed- 
eral government. 

It  is  the  duty  of  state  and  local  govern- 
ments to  provide  all  of  the  material  equip- 
ment, as  hospitals,  laboratories,  etc.,  that  is 
essential  to  effective  medical  service.  But 
all  of  this  should  be  under  the  direction  and 
supervision  of  the  doctors  of  the  commu- 
nity. 

The  state  and  local  governments  should 
provide  the  funds  necessary  to  give  medical 
service  to  all  who  are  incapacitated  to  pro- 
vide such  funds  for  themselves.  But  this 
service  should  be  under  the  direction  of  the 
doctors  and  not  under  the  direction  of  any 
political  group. 

It  is  not  a proper  function  of  government 
to  give  free  medical  service  to  any  individ- 
ual who  is  capable  of  taking  care  of  him- 
self. 

Under  the  American  constitutional  sys- 
tem every  citizen  is  made  a sovereign.  This 
gives  every  citizen,  however  poor,  the  status 
of  equality  with  every  other  citizen.  A 
sovereign  must  be  free  and  independent. 
A sovereign  cannot  be  dependent.  When 
a citizen  becomes  dependent  on  the  govern- 
ment, he  surrenders  his  sovereignty  and 
really  gives  up  his  American  citizenship 
and  becomes  a ward  of  the  government. 
An  American  citizen  cannot  accept  special 
aid  from  the  government  and  retain  his 
American  citizenship.  Those  who  accept 
special  aid  from  the  government  degrade 
themselves  or  are  degraded  from  the  status 
of  equality  to  the  status  of  dependency. 
Those  who  are  seeking  to  make  millions  of 
independent  American  citizens  dependent 
on  the  government  are  seeking  to  induce 
them  to  sell  their  priceless  possession  of 
sovereign  citizenship  for  a mess  of  pottage. 
There  is  no  place  under  the  Constitution 
for  dependent  citizens.  When  they  cease 
to  be  independent,  they  cease  to  be  Ameri- 
can citizens. 

Special  aid  is  charity,  and  there  is  hard- 
ly anything  else  so  hazardous  to  manhood, 
womanhood,  self-respect,  and  character  as 
charity.  Only  those  who  are  incapacitated 
to  take  care  of  themselves  can  consistently 
accept  charity. 

State  and  local  governments  in  coopera- 
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tion  with  doctors  and  insurance  companies 
should  do  everything  possible  to  provide 
opportunities  for  those  with  small  incomes 
to  pay  for  the  medical  service  that  they 
need,  and  thereby  protect  their  independ- 
ence as  American  citizens  and  retain  their 
status  of  equality  among  men. 

The  test  of  any  theory  of  government  is 
in  its  fruits.  When  the  Constitution  was 
adopted,  this  country  was  a wide  expanse 
of  undeveloped  territory,  almost  of  no  value. 
The  population  was  small,  poor  and  with- 
out experience  in  the  field  of  industry. 
America  was  then  a remote,  obscure  spot 
in  the  world  widely  separated  from  all  the 
old  civilization.  But  these  Americans  had 
something  that  no  other  civilization  had 
ever  had.  They  had  constitutional  protec- 
tion of  their  inalienable,  God-given  rights. 

There  had  been  no  effective  improvement 
in  transportation  in  two  thousand  years. 
The  wood  wagon  was  the  highest  type  of 
transportation  that  the  past  knew.  In- 
spired by  this  new  freedom  Americans  be- 
gan to  dream  of  a new  transportation  sys- 
tem and  a new  social  order.  The  result 
was  the  railroad  system  sprang  forth  from 
their  hearts  and  minds.  The  first  railroad 
in  America  was  built  by  South  Carolina  in 
1827.  When  the  people  saw  that  the  rail- 
road was  practicable,  they  decided  to  begin 
at  once  to  build  a railroad  system  for  Amer- 
ica. By  1860  they  had  finished  the  system 
for  the  America  of  that  day.  How  they 
reached  this  great  achievement  in  their  pov- 
erty is  difficult  to  understand. 

With  the  railroad  system  completed  they 
turned  their  attention  to  production  in  gen- 
eral. The  country  was  still  poor  in  1850; 
the  total  value  of  all  the  taxable  property 
in  the  whole  country  in  1850,  in  round  num- 
bers, was  only  seven  billion  dollars.  In 
1870,  they  changed  the  basis  of  the  valua- 
tion of  national  wealth  to  take  in  all  prop- 
erty of  value. 

The  industrial  progress  of  the  country 
under  the  Constitution,  as  measured  by  this 
increase  of  national  wealth,  was  as  follows: 


1850  7 billion  dollars 

1860  16  billion  dollars 

1870  24  billion  dollars 

1880  43  billion  dollars 

1890  65  billion  dollars 


1900  88  billion  dollars 

1912  186  billion  dollars 

1925  380  billion  dollars 


In  1925,  this  country  had  come  out  of 
poverty  in  1850  and  had  more  wealth  than 
the  combined  total  wealth  of  France,  Ger- 
many, Russia  in  Europe,  Japan,  Italy,  Hol- 
land, Great  Britain,  Argentina,  and  Mex- 
ico. That  this  vast  wealth  was  widely  dis- 
tributed is  shown  by  the  facts  that  in  1930 
52,000,000  savings  and  time  depositors  had 
on  deposit  more  than  $28,000,000,000  (gold 
dollars),  and  in  1931  the  holders  of  121,- 
000,000  life,  group,  and  industrial  insur- 
ance policies  had  to  their  credit  in  assets 
over  $20,000,000,000. 

The  marvelous  success  of  the  American 
medical  profession  in  protecting  the  health 
of  the  American  people  and  the  marvelous 
progress  the  profession  has  made  under 
constitutional  freedom  stand  out  as  a most 
conspicuous  example  of  the  superachieve- 
ments under  the  American  system. 

Among  the  heroes  of  our  civilization  the 
doctors  stand  among  the  first.  Their  great 
service,  especially  the  service  of  country 
doctors  in  the  past,  has  never  been  given 
the  recognition  it  richly  deserves.  Doctor 
Pussey,  the  great  skin  specialist,  said  of 
his  father,  who  was  a country  doctor  in 
Kentucky:  “He  never  paid  any  attention 
to  the  weather.  When  a call  came,  he  went. 
Snow,  ice,  rain,  sleet,  zero  weather  were 
ignored.  He  answered  the  call  to  minister 
to  the  suffering.  As  a small  boy,  Doctor 
Pussey  said,  when  he  went  with  his  father, 
it  was  necessary  for  him  to  crawl  under 
the  seat  of  the  buggy  at  times  to  protect 
himself  from  the  rain.” 

This  country  doctor  was  typical  of  a great 
host  of  representatives  of  the  medical  pro- 
fession under  constitutional  freedom. 

The  evidence  is  strong  that  back  of  this 
movement  to  destroy  constitutional  indus- 
trial freedom,  extend  government  owner- 
ship, make  millions  dependent  on  the  gov- 
ernment, take  over  the  insurance  and  es- 
tablish social  medicine  is  a subversive 
movement  to  overthrow  American  consti- 
tutional democracy  and  establish  a com- 
munistic state  in  its  place. 

The  great  fight  we  must  face  is  the  strug- 
gle between  two  social  philosophies — the 
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social  philosophy  of  freedom  as  expressed 
in  the  American  constitutional  system  and 
the  social  philosophy  of  communism.  These 
two  philosophies  are  antagonistic  to  each 
other,  and  hence  it  must  be  a fight  to-  the 
death. 

The  social  philosophy  of  freedom  has 
been  explained  briefly  in  this  paper.  The 
four  fundamental  principles  of  communism 
are  as  follows: 

“1.  The  sanctity  of  private  property 
should  be  repudiated  and  the  wealth  of  the 
nation  should  be  regarded  as  belonging  to 
all  the  people,  and  the  government  should 
have  the  power  and  authority  to  distribute 
this  property  among  the  people  as  those 
in  charge  of  the  government  think  it  ought 
to  be  distributed.  This  common  property 
should  be  used  to  feed,  clothe,  house  and 
care  for,  in  general,  all  whose  standard  of 
living  is  in  any  way  defective. 

“2.  Government  ownership  should  be  ex- 
tended as  rapidly  as  it  is  safe  to  extend  it, 
with  complete  ownership  by  the  govern- 
ment of  all  important  industries  as  the  goal. 

“3.  The  government  should  take  over  the 
control  of  education  and  use  the  property 
of  all  the  people  to  put  every  boy  and  girl 
through  school  from  the  first  grade  through 
college. 

“4.  The  government  should  assume  the 
obligation  and  responsibility  of  taking  care 
of  everybody  from  the  cradle  to  the  grave. 
The  government  must  feed  and  clothe  and 
house  all  who  need  better  clothes  and  better 
food  and  better  houses  to  enable  them  to 
enjoy  a high  standard  of  living.  Billions 
should  be  taken  from  those  who  have  and 
distributed  to  those  who  have  not.  Hence, 
the  government  should  adopt  social  medi- 
cine and  take  over  the  function  of  insurance 
in  order  that  these  millions  may  be  given 
a high  type  of  medical  service,  and  be  made 
free  from  want  and  free  from  fear,  and 
enabled  to  enjoy  themselves  in  ease  and 
comfort.” 

The  man  who  believes  in  and  subscribes 
to  these  principles,  whatever  he  calls  him- 
self, is  a communist,  and  is  an  enemy  of 
the  American  system  of  constitutional  de- 
mocracy. 

The  American  social  philosophy  of  free- 
dom is  based  on  the  great  principle  of  life 


advancement  discovered  by  biological  sci- 
ence and  revealed  by  Jesus.  It  has  been 
discovered  in  biological  science  that  na- 
ture’s purpose,  God’s  purpose  in  this  world, 
is  to  develop  and  raise  the  quality  of  life. 
Hence,  nature’s  purpose,  God’s  purpose,  is 
to  bring  about  social  progress  by  continu- 
ously advancing  the  quality  of  life  in  the 
individual  and  in  human  society.  The  pur- 
pose of  government  is  to  advance  and  give 
greater  strength  to  the  life  of  the  individual 
and  the  life  of  the  social  organism. 

The  law  of  life  advancement,  discovered 
by  biological  science,  is  that  life  advances 
only  through  struggle.  Struggle  is  nature’s 
law  of  life  advancement.  This  law  of  life 
advancement  through  struggle  prevails  in 
the  vegetable  organism,  in  the  animal  or- 
ganism, in  man’s  body,  intellect  and  spirit, 
everywhere.  The  universal  law  is  that 
struggle  is  the  essential  price  of  life  ad- 
vancement in  every  sphere  of  life  activity. 

This  principle  of  life  advancement  was 
recognized  and  revealed  by  Jesus.  If  a 
man  would  find  his  real  life  in  this  world, 
he  must  lose  it  in  hard  struggle.  The  cross 
is  the  essential  price  of  the  crown  of  life. 

The  theory  that  the  government  should 
take  a man  out  of  the  struggle,  minister  to 
his  wants  and  make  life  easy  for  him  is 
antagonistic  to  life  advancement  as  discov- 
ered by  science  and  taught  by  Jesus.  The 
exponents  of  this  theory  are  the  enemies 
of  life  advancement  and  human  progress. 
This  theory  is  based  on  the  pagan,  animal 
conception  of  life.  It  is  antagonistic  to  the 
life  advancement  of  the  spirit  of  man.  Put 
a hog  in  a lot  with  the  luxury  of  a big  mud 
hole,  and  give  him  freedom  from  fear, 
freedom  from  want,  and  freedom  from 
struggle,  and  he  is  in  heaven.  But  this  is 
a hog’s  heaven.  In  no  way  does  it  meet  the 
demands  of  the  spirit  of  man. 

The  nature  of  these  two  philosophies  in 
their  effect  on  human  society,  in  their  life- 
giving  and  life-developing  capacity,  may  be 
illustrated  by  a comparison  of  the  eagle 
with  the  oyster. 

The  Eagle  an  Example  of  Independence 

The  oyster  represents  a very  low  order 
of  animal  organism.  The  oyster  has  only  a 
spark  of  life  and  is  utterly  helpless.  The 
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eagle,  on  the  other  hand,  is  noted  for  his 
strength,  vitality,  energy,  courage,  and  in- 
dependence. Each  is  a product  of  his  past 
experiences.  Each  is  the  product  of  the 
government  under  which  he  has  lived. 

When  God  made  the  eagle,  he  pitched 
him  out  and  said:  “Old  fellow,  you  are 
free.  You  may  exercise  all  of  your  in- 
alienable rights  of  freedom.  But  independ- 
ence is  the  price  you  must  pay  for  this 
freedom.  You  must  take  care  of  yourself. 
Don’t  look  to  Congress;  don’t  appeal  for 
help  from  the  government.  Take  care  of 
yourself.”  Life  is  one  continuous  hard 
struggle  for  the  eagle.  When  the  winter 
comes,  he  is  not  provided  by  his  govern- 
ment with  a commodious  steam-heated 
apartment,  supplied  with  all  TVA  appli- 
ances in  order  that  he  may  enjoy  a high 
standard  of  life  in  peace  and  comfort.  No, 
the  eagle  must  sit  on  the  limb  of  a forest 
tree  alone  through  the  long  hours  of  the 
winter  night,  singlehanded  fight  the  storm, 
the  rain,  the  sleet,  and  the  freezing  winds. 
It  is  the  life  of  hard  struggle  that  makes 
him  an  eagle,  that  qualifies  him  to  sit  above 
the  stars  and  stripes  as  its  interpreter. 

Philosophy  of  an  Oyster 

The  oyster  is  a communist.  The  oyster 
believes  that  struggle  is  a misfortune  and 
work  is  a curse.  The  oyster  believes  that 
the  government  should  take  care  of  a fel- 
low and  provide  for  him  a high  standard 
of  life.  God  takes  care  of  the  oyster.  It 
may  be  that  God  does  this  just  to  show  us 
what  this  type  of  government  leads  to.  It 
leads  to  an  oyster. 

The  government  provides  every  oyster 


with  a strong,  commodious  house,  highly 
artistic  on  the  interior.  Each  offspring  of 
the  oyster  has  a separate  apartment.  There 
are  no  ill-housed  oysters.  The  oyster  is 
relieved  from  the  necessity  of  struggle. 
He  has  perfect  social  security,  old-age  pen- 
sions, and  employment  insurance.  He  en- 
joys perfect  freedom  from  want  and  from 
fear.  Life  is  one  long  sweet  song  for  the 
oyster.  He  is  protected  against  all  fears 
and  worries  by  his  government  and  given 
an  opportunity  to  live  the  good  life  in  ease, 
and  develop  his  mind  in  leisure.  This  is 
the  reason  that  he  is  more  dead  than  alive. 
This  is  the  reason  he  is  an  oyster. 

The  great  fight  in  this  country  today  is 
the  fight  to  determine  whether  our  govern- 
ment shall  continue  to  be  loyal  to  the  eagle 
ideal  of  invincible  manhood  or  betray  a 
sacred  trust  and  adopt  the  oyster  ideal  of 
communism. 

People  of  Anglo-Saxon  origin  have  never 
yet  lost  the  final  battle  in  the  protection 
of  their  constitutional  rights.  They  won 
out  in  the  great  struggles  against  King 
John  in  the  thirteenth  century,  Charles  I 
and  George  III,  and  we  are  going  to  win 
out  in  this  battle  to  save  the  Constitution 
now,  we  believe.  In  this  battle  which  is 
just  ahead,  however  dark  the  night,  how- 
ever strong  the  enemy,  however  great  the 
odds  against  us,  we  will  not  retreat,  we 
will  not  be  scared.  From  the  front  will 
come  the  plaudit  that  has  always  come  in 
the  final  contest: 

“In  raptures  we’ll  ride  the  stormiest  gales, 
For  God’s  hand  is  on  the  helm, 

And  his  breath  is  in  the  sails.” 
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Christmas  Greetings 
The  force  of  the  headquarters  office  con- 
sisting of  Dr.  H.  H.  Shoulders,  Dr.  W.  M. 
Hardy,  and  Miss  Willard  Batey  wish  to 
express  a word  of  greeting  and  good  cheer 
to  our  members,  wherever  they  may  be,  and 
to  those  serving  in  the  armed  forces  we 
wish  especially  to  say  that  you  are  re- 
membered with  affection  by  all  your  fellows 
on  the  home  front. 


Concerning  Insurance 
This  statement  concerns  the  deceptive 
use  of  the  term  “Insurance.” 

Many  forms  of  insurance  exist  in  the 
United  States  today  with  which  we  are  all 
more  or  less  familiar.  A few  of  them  are 
as  follows:  life  insurance,  disability  in- 
surance, fire  and  theft  insurance,  liability 
insurance,  etc. 

The  attitude  of  the  people  of  the  United 
States  is  favorable  to  insurance  in  all  its 
true  forms.  It  is  probably  true  that  more 
insurance  is  in  force  in  the  United  States 
than  in  any  other  country  in  the  world. 

The  attitude  of  the  public  is  so  favorable 
to  insurance  that  there  may  be  danger  of 
a favorable  reaction  on  the  part  of  the  pub- 
lic to  legislative  proposals  often  referred 


to  as  insurance,  but  which  in  reality  are 
not  insurance  at  all. 

Insurance,  as  we  know  it,  implies  a con- 
tractural  relationship  between  an  insured 
person  or  group  and  an  insurer.  The  insur- 
ance contract  specifies  the  amount  to  be 
paid  by  the  insured  to  the  insurer  in  the 
form  of  a premium,  and  the  benefits  that 
are  to  accrue  to  the  insured  or  his  bene- 
ficiaries. The  circumstances  under  which 
the  benefits  become  due  are  also  stipulated. 
If  a dispute  arises  between  the  insured 
and  the  insurer  as  to  whether  or  not  a 
benefit  is  due,  the  matter  may  be  referred 
to  a court  of  justice  for  adjudication. 

The  insurer  exercises  no  control  over 
the  insured  as  to  how  he  uses  the  benefits 
paid  to  him.  He  is  free  to  use  them  as  he 
may  choose. 

This  principle  applies  in  the  case  of  the 
war  risk  insurance  issued  by  the  federal 
government  to  the  soldiers  of  World  War 
I as  well  as  now.  The  insurance  policy 
is  issued  to  the  soldier  or  the  veteran,  as 
the  case  may  be,  upon  the  payment  of  a 
premium.  The  policy  is  a contract  between 
the  soldier  or  veteran  and  an  agency  of 
the  federal  government.  The  federal  gov- 
ernment has  no  control  over  the  use  of 
the  benefits  when  paid  to  the  soldier  or 
veteran. 

The  proposition,  then,  that  the  federal 
government  tax  wage  earners  and  em- 
ployers a certain  sum  in  proportion  to 
wages  received  and  paid,  and  use  such  tax 
money  to  support  a system  of  medical  care, 
cannot  be  classed  as  insurance  by  any  sort 
of  reasoning.  Especially  is  this  true  when 
it  is  pointed  out  that  the  premium  payer, 
or  in  this  instance,  the  taxpayer,  receives 
no  contract  which  stipulates  the  benefits 
to  be  received.  The  insured  in  this  case 
would  be  paying  in  cash  for  benefits,  the 
nature  of  which  would  be  determined  en- 
tirely by  an  agency  of  the  federal  govern- 
ment. 

It  should  be  pointed  out  also  that  the 
insured  in  this  case  is  not  free  to  spend 
his  benefit  in  a manner  which  suits  him, 
but  on  the  contrary  is  compelled  to  accept 
the  direction  of  an  administrative  agency 
empowered  to  make  regulations  concerning 
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these  benefits  and  to  alter  them  from  time 
to  time,  to  say  nothing  of  the  power  of  the 
Congress  to  alter  any  commitment  of  an 
agency  of  the  federal  government  at  any 
time. 

Such  a proposition  is  nothing  more  nor 
less  than  a communistic  scheme — it  is  not 
insurance  as  we  know  it.  To  knowingly 
apply  the  term  insurance  to  such  a scheme 
is  nothing  more  nor  less  than  rank  de- 
ception. 


Rejections  Under  the  Selective 
Service  Law 

A relatively  large  number  of  registrants 
have  been  rejected  for  military  service  by 
examining  boards  under  the  federal  selec- 
tive service  law. 

This  fact  has  attracted  the  interest  of  a 
large  number  of  people  in  the  United 
States.  Some  individuals  and  groups  have 
attempted  to  interpret  this  fact  without 
making  a careful  analysis  of  the  subject. 
Individuals  and  groups  who  have  for  a 
number  of  years  sought  to  bring  about  the 
adoption  of  some  form  of  state  medicine 
in  the  United  States  are  attempting  to 
use  this  finding  in  support  of  their  con- 
tentions. This  certainly  is  a subject  which 
deserves  careful  study  before  drawing  any 
final  conclusions. 

In  the  first  place,  it  must  be  remem- 
bered that  the  purpose  of  the  examinations 
under  the  selective  service  law  is  to  de- 
termine a man’s  fitness  for  military  serv- 
ice. That  is  all.  A person  can  be  physically 
fit  for  any  number  of  civilian  occupations 
and  live  a perfectly  healthy  normal  life 
in  spite  of  a defect  which  may  be  a cause 
of  rejection  for  military  service. 

It  might  be  appropriate  to  call  attention 
to  the  fact  that  a large  number  of  ath- 
letes such  as  professional  football  and  base- 
ball players  are  classified  as  4-F’s. 

Too  often  disregarded  is  the  fact  that  a 
large  number  of  factors  make  a contribu- 
tion of  importance  to  this  situation.  There 
is,  for  example,  the  factor  of  heredity.  Men 
are  rejected  because  they  are  too  tall  or 
too  short;  too  heavy  or  too  light.  Others 
are  rejected  because  of  visual  defects  and 
not  because  they  are  in  poor  health.  An- 


other factor  is  the  defects  which  have  re- 
sulted from  accidents,  industrial,  automo- 
biles, etc.,  many  of  which  defects  occur 
and  persist  in  spite  of  the  best  medical 
care.  Another  cause  of  rejection  is  de- 
ficient education. 

It  must  be  obvious  to  anyone  who  is 
fair-minded  that  the  worst  thing  that  could 
happen  would  be  to  jump  at  radical  con- 
clusions before  a careful  study  of  the  sub- 
ject has  been  made.  No  complete  study 
of  these  rejectees  has  been  made  for  the 
purpose  of  determining  with  certainty  the 
extent  to  which  their  defects  are  remediable 
at  all.  Incomplete  studies  which  have  been 
made  indicate  that  the  proportion  of  re- 
jectees with  remediable  defects  is  relative- 
ly small. 

Organized  medicine  is  not  disputing  the 
fact  that  a large  number  of  men  were 
rejected  for  military  service,  nor  do  we  op- 
pose any  sound  methods  of  correcting  de- 
fects which  are  correctable.  Medicine  does 
oppose,  and  rightly  so,  the  idea  of  jumping 
to  hasty  conclusions  and  the  adoption  of 
hasty  and  unwarranted  methods  of  cor- 
rection involving  a complete  change  in  our 
system  of  medical  practice. 

In  this  connection  attention  should  be 
called  to  the  fact  that  free  medical  care 
was  offered  a group  of  rejectees  with  re- 
mediable defects  sometime  ago  and  the  free 
treatment  was  declined  by  all  but  a few 
of  them. 

It  is  true  also  that  there  are  Christian 
Scientists  in  this  group  of  rejectees  who 
would  seriously  object  to  having  medical 
care  forced  upon  them. 

There  are  others  who  do  not  appreciate 
the  benefits  of  good  medical  care  and,  there- 
fore, declined  it  for  reasons  understood 
only  by  themselves. 

It  must  not  be  assumed,  therefore,  that 
the  cost  of  medical  care  is  the  only  or 
even  the  major  factor  in  this  situation,  nor 
can  it  be  assumed  that  the  lack  of  avail- 
able medical  care  is  of  major  importance. 

When  the  facts  are  determined  as  to 
the  defects  which  are  correctable  and  the 
willingness  of  people  to  have  corrections 
made,  then  it  will  be  possible  to  make  in- 
telligent plans  for  their  correction  without 
any  radical  change  in  our  system  of  prac- 
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tice.  There  has  been  entirely  too  much 
propaganda  and  not  enough  sound  think- 
ing on  this  subject. 

One  might  very  appropriately  put  this 
question  to  the  propagandists  who  are  op- 
erating in  this  field : Is  it  your  idea  to  make 
medical  care  both  free  and  compulsory  to 
all  the  people?  To  put  the  question  in 
another  way,  one  might  ask:  Would  you 
create  a federal  agency  and  vest  it  with 
the  power  to  deliver  medical  care  to  these 
people  with  defects  and  the  power  to  com- 
pel its  acceptance? 

These  questions  are  not  theoretical.  They 
go  to  the  fundamentals  of  the  issue  in- 
volved in  this  situation  because  the  issue  in 
its  final  analysis  is  this:  Shall  communism 
in  medicine  be  established? 

Anyone  can  sit  at  a desk  and  theorize 
and  speculate  upon  the  possible  improve- 
ments which  might  be  brought  about  in 
human  biology  by  an  agency  of  the  govern- 
ment if  created  and  empowered  to  direct 
and  plan  in  every  detail  the  lives  and  habits 
of  human  individuals,  including  even  the 
matter  of  marriage. 

A necessary  logical  question  is:  Do  we 
wish  to  sacrifice  our  freedom  to  any  such 
agency  on  the  basis  of  the  promises  made 
by  theorists  and  propagandists? 


A New  Medical  Society  in  Tennessee 

On  December  5,  1944,  a large  number  of 
doctors  from  Madison,  Decatur.  Henderson, 
McNairy,  Fayette,  Hardeman,  and  Hay- 
wood Counties  met  at  Jackson,  Tennessee, 
for  the  purpose  of  considering  the  matter 
of  combining  these  several  counties  into 
one  large  medical  society.  After  a thor- 
ough discussion  of  the  subject  action  was 
taken  to  form  one  new  society  to  be  com- 
posed of  the  eligible  doctors  in  all  these 
several  counties. 

Dr.  S.  M.  Herron,  secretary  of  the  Mad- 
ison County  Medical  Society,  and  other  doc- 
tors in  the  adjacent  counties  have  been  dis- 
cussing this  question  for  quite  sometime. 
These  doctors  are  to  be  congratulated  upon 
the  action  taken. 

A medical  society  composed  of  a small 
number  of  doctors  has  many  difficulties  in 
functioning.  Our  experience  is  that  they 


will  have  a relatively  small  number  of 
scientific  programs  during  a year.  If  pro- 
grams are  not  furnished  by  their  own  mem- 
bers, they  have  difficulty  in  obtaining  pro- 
grams from  a distance  because  it  is  unfair 
to  ask  a doctor  to  come  a long  distance  for 
the  purpose  of  addressing  a small  group  of 
doctors.  It  is  rare  for  any  society  to  have 
more  than  fifty  per  cent  in  attendance  at 
any  meeting,  and  when  a society  has  a 
membership  of  twelve  there  is  an  average 
attendance  of  six.  With  a larger  group 
there  is  a wider  exchange  of  opinion  and 
better  fellowship,  also  better  scientific  pro- 
grams. All  questions  affecting  medicine 
today  are  more  thoroughly  considered  and 
discussed,  and,  therefore,  more  thoroughly 
understood. 

Many  of  our  statesmen  have  recognized 
the  need  for  reducing  the  number  of  coun- 
ties in  Tennessee  from  ninety-five  to  about 
twenty-five,  but  the  courthouse  politicians 
over  the  state,  of  course,  block  such  moves 
always. 

The  size  of  the  counties  in  Tennessee 
were  determined  largely  on  the  basis  of  the 
time  required  to  travel  in  that  day  from 
a distant  section  of  the  county  to  the  county 
seat  and  back.  This  travel  was  by  horse- 
back over  poor  roads  in  that  day.  Today 
with  modern  methods  of  travel  over  good 
roads  the  same  distance  is  covered  in  a 
few  minutes.  These  counties  have  set  a 
pattern.  Who  else  will  follow? 


The  Membership  Roster 

On  another  page  of  this  issue  of  the 
Journal  will  be  found  the  membership 
roster  of  the  Tennessee  State  Medical  As- 
sociation for  the  year  1944. 

It  is  arranged  in  the  most  convenient  and 
usable  form  that  we  can  possibly  figure 
out.  We  have  done  everything  possible  to 
avoid  inaccuracies,  but  if  any  have  escaped 
our  attention,  we  would  appreciate  a notice 
to  this  effect. 

Members  will  please  keep  this  issue  of 
the  Journal  handy  because  experience  has 
taught  us  that  many  requests  will  come  in 
during  the  next  year  for  the  very  informa- 
tion contained  in  this  issue. 
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The  Simplification  and  Standardization 
of  Insurance  Forms 

Doctors  have  been  annoyed  no  little  by 
the  necessity  of  using  a great  deal  of  time 
to  fill  out  long  and  complicated  insurance 
forms  for  claimants. 

Dr.  Harry  V.  Paryzek  of  Ohio  introduced 
into  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association,  1944,  a resolution 
requesting  the  Board  of  Trustees  of  the 
American  Medical  Association  to  arrange 
for  a “series  of  conferences  between  repre- 
sentatives of  the  American  Medical  As- 
sociation and  representatives  of  private  in- 
surance carriers  with  a view  toward  de- 
veloping simplification  and  standardization 
of  forms.” 

The  following  statement  by  Mr.  Harold 
R.  Gordon,  managing  director,  Health  and 
Accident  Underwriters  Conference,  and  the 
simplified  forms  that  have  been  evolved 
will  be  of  interest: 

For  many  years  physicians  and  surgeons 
have  been  very  helpful  to  their  patients 
in  filling  out  medical  report  blanks  required 
for  the  payment  of  personal  accident  and 
sickness  insurance  claims.  However,  diffi- 
culty has  been  experienced  because  of  the 
variety  of  questions  and  information  re- 
quired by  these  blanks.  This  has  been  par- 
ticularly true  during  wartime  with  a short- 
age of  both  doctors  and  office  personnel 
in  physicians’  offices. 

To  remedy  this  condition  the  major  com- 
pany organizations  operating  in  the  acci- 
dent and  health  field,  including  the  Inter- 


national Claim  Association  and  the  Health 
and  Accident  Underwriters  Conference,  re- 
cently prepared  a uniform  simplified  medi- 
cal blank,  one  for  accident  disability  and 
another  for  sickness — some  companies  com- 
bine the  two. 

Formerly  these  blanks  contained  numer- 
ous questions.  The  new  simplified  blanks 
contain  only  five  questions  in  one  blank 
and  seven  in  the  other.  They  can  be  filled 
out  with  a minimum  expense  of  time  and 
labor.  Notarization  is  not  required.  There 
is  plenty  of  space  on  each  blank  for  the 
physician  to  add  an  explanation  of  any  in- 
quiry answered. 

Since  it  is  estimated  that  there  are  more 
than  six  million  accident  and  sickness 
claims  paid  annually  by  insurance  compa- 
nies, it  is  apparent  that  the  new  simplified 
blanks  will  be  of  real  value  to  all  physi- 
cians by  reason  of  the  saving  of  labor  and 
detail  required  in  completing  these  blanks 
for  their  patients. 

Many  insurance  companies  have  already 
adopted  and  are  using  these  blanks  at  the 
present  time  and  others  will  make  them 
available  at  the  earliest  possible  date. 

It  is  hoped  that  all  state  and  local  med- 
ical societies  will  examine  these  blanks  and 
urge  their  use  by  members  of  their  societies. 

Respectfully  submitted, 

Harold  R.  Gordon, 

Managing  Director,  Health  and  Acci- 
dent Underwriters  Conference. 
November  6,  1944. 


ATTENDING  PHYSICIAN’S  STATEMENT— SICKNESS 
Blank  Insurance  Company 
100  Main  Street,  Chicago,  Illinois 

Patient’s  Name 
Address 


1.  Diagnosis — Please  explain  complications,  if  any. 


2.  When  did  patient  first  consult 
you  for  this  illness? 

Date  19 

3.  When  did  first  symptoms  ap- 
pear? 

Date  19 

4.  What  operation  was  performed, 
if  any? 

5.  Was  patient  confined  to  the 
house? 

Was  patient  confined  to  a hos- 
pital? 

Name  of  hospital? 

From  19  To  19 

From  19  To  19 

6.  Dates  of  treatments? 

Office 

Home 

7.  When  was,  or  will  patient  be, 
able  to  resume  any  part  of  his 
work? 

Date  19 

If  you  wish  to  amplify,  please  use  this  space. 

Date  19 

Signed- 


Attending  Physician 


Street  and  Number 


Town 


State 


ATTENDING  PHYSICIAN’S  STATEMENT— ACCIDENT 
Blank  Insurance  Company 
100  Main  Street,  Chicago,  Illinois 


Patient’s  Name 
Address 


1. 

Please  describe  injury  received 
Date  of  Accident: 

19 

2. 

What  operation  was  performed, 
if  any? 

3. 

Please  give  dates  you  attended 
patient  for  this  injury. 

Office 

Home 

Patient  hospitalized? 

From 

19 

To 

19 

Name  of  hospital? 

4. 

How  long  was,  or  will  patient 
be  TOTALLY  disabled? 

From 

19 

To 

19 

5. 

How  long  was,  or  will  patient 
be  PARTIALLY  disabled? 

From 

19 

To 

19 

If  you  wish  to  amplify,  please  use  this  space. 

Date 19. 

Signed — 

Attending  Physician 


Street  and  Number 


Town 


State 
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DEATHS 


Dr.  Alfred  M.  Goltman 
Dr.  Alfred  M.  Goltman,  Memphis;  Co- 
lumbia University,  College  of  Physicians 
and  Surgeons,  New  York,  1921 ; aged  forty- 
nine;  died  November  11,  1944. 


Dr.  Arthur  Grant  Jacobs 
Dr.  Arthur  Grant  Jacobs,  Memphis;  Uni- 
versity of  Virginia  Department  of  Medicine, 
Charlottesville,  1896;  aged  sixty-nine;  died 
November  3,  1944. 


Dr.  Tazwell  Brown  Wingo 
Dr.  Tazwell  Brown  Wingo,  Martin,  Ten- 
nessee; Vanderbilt  University  School  of 
Medicine,  Nashville,  1900;  aged  seventy- 
one;  died  November  10,  1944,  following  a 
short  illness. 


Dr.  Edward  W.  Draper 
Dr.  Edward  W.  Draper,  Gainesboro;  Uni- 
versity of  Tennessee,  College  of  Medicine, 
Memphis,  1935;  aged  thirty-six;  died  sud- 
denly November  17,  1944. 


Dr.  Earl  Harrell  Moody 
Dr.  Earl  Harrell  Moody,  Bluff  City;  Uni- 
versity of  Tennessee  College  of  Medicine, 
Memphis,  1926;  aged  forty-six;  died  Sep- 
tember 18,  1944. 


Dr.  Charles  H.  Donoho 
Dr.  Charles  H.  Donoho,  Portland;  Uni- 
versity of  Nashville  Medical  Department, 
Nashville,  1899;  aged  seventy-one;  died 
December  2,  1944. 


NEWS  NOTES  AND  COMMENTS 


Model  Legislation  on  Driving  While 
Under  Influence 

Adopted  as  revision  of  Section  54,  Act  V, 
Uniform  Vehicle  Code,  at  meeting  of  Com- 
mittee on  Uniform  Traffic  Laws  and  Ordi- 


nances, National  Conference  on  Street  and 
Highway  Safety,  October  12,  1944. 

Section  54.  Persons  under  the  influence 
of  intoxicating  liquor  or  of  drugs,  (a)  It 
is  unlawful  and  punishable  as  provided  in 
subdivision  (d)  of  this  section  for  any  per- 
son who  is  under  the  influence  of  intoxi- 
cating liquor  to  drive  or  be  in  actual  phys- 
ical control  of  any  vehicle  within  this  state. 

(b)  In  any  criminal  prosecution  for  a 
violation  of  subdivision  (a)  of  this  section 
relating  to  driving  a vehicle  while  under 
the  influence  of  intoxicating  liquor,  the 
amount  of  alcohol  in  the  defendant’s  blood 
at  the  time  alleged  as  shown  by  chemical 
analysis  of  the  defendant’s  blood,  urine, 
breath,  or  other  bodily  substance  shall  give 
rise  to  the  following  presumptions: 

1.  If  there  was  at  that  time  five-hun- 
dredths per  cent  or  less  by  weight  of  alco- 
hol in  the  defendant’s  blood,  it  shall  be  pre- 
sumed that  the  defendant  was  not  under  the 
influence  of  intoxicating  liquor; 

2.  If  there  was  at  that  time  in  excess  of 
five-hundredths  per  cent  but  less  than  fif- 
teen-hundredths per  cent  by  weight  of  al- 
cohol in  the  defendant’s  blood,  such  fact 
shall  not  give  rise  to  any  presumption  that 
the  defendant  was  or  was  not  under  the 
influence  of  intoxicating  liquor,  but  such 
fact  may  be  considered  with  other  com- 
petent evidence  in  determining  the  guilt 
or  innocence  of  the  defendant; 

3.  If  there  was  at  that  time  fifteen-hun- 
dredths per  cent  or  more  by  weight  of 
alcohol  in  the  defendant’s  blood,  it  shall 
be  presumed  that  the  defendant  was  under 
the  influence  of  intoxicating  liquor ; 

4.  The  foregoing  provisions  of  this  sub- 
division shall  not  be  construed  as  limiting 
the  introduction  of  any  other  competent 
evidence  bearing  upon  the  question  whether 
or  not  the  defendant  was  under  the  in- 
fluence of  intoxicating  liquor. 

(c)  It  is  unlawful  and  punishable  as 
provided  in  subdivision  (d)  of  this  sub- 
section for  any  person  who  is  a habitual 
user  of  or  under  the  influence  of  any 
narcotic  drug  or  who  is  under  the  influ- 
ence of  any  other  drug  to  a degree  which 
renders  him  incapable  of  safely  driving  a 
vehicle  within  this  state.  The  fact  that 
any  person  charged  with  a violation  of  this 


410 


NEWS  NOTES  AND  COMMENTS 


December,  1944 


subsection  is  or  has  been  entitled  to  use 
such  drug  under  the  laws  of  this  state  shall 
not  constitute  a defense  against  any  viola- 
tion of  this  subsection. 

(d)  Every  person  who  is  convicted  of  a 
violation  of  this  section  shall  be  punished 
by  imprisonment  for  not  less  than  ten  days 
nor  more  than  one  year,  or  by  fine  of  not 
less  than  $100  nor  more  than  $1,000,  or 
by  both  such  fine  and  imprisonment.  On  a 
second  or  subsequent  conviction  he  shall  be 
punished  by  imprisonment  for  not  less  than 
ninety  days  nor  more  than  one  year,  and, 
in  the  discretion  of  the  court,  a fine  of  not 
more  than  $1,000. 

The  commissioner  shall  revoke  the  op- 
erator’s or  chauffeur’s  license  of  any  per- 
son convicted  under  this  section. 


With  the  Fourteenth  Army  Corps  in 
the  Southwest  Pacific 

Major  Merrill  Moore,  Medical  Corps, 
United  States  Army,  former  associate  in 
psychiatry  at  the  Harvard  Medical  School 
and  the  Boston  City  Hospital,  and  husband 
of  Mrs.  Ann  Leslie  Moore,  10  Crabtree 
Road,  Squantum,  Massachusetts,  has  been 
awarded  the  Bronze  Star  Medal  by  Major 
General  O.  W.  Griswold,  commanding  gen- 
eral of  the  Fourteenth  Army  Corps. 

This  award  made  by  direction  of  the 
President  reads:  “For  meritorious  achieve- 
ment in  connection  with  military  opera- 
tions against  the  enemy  in  the  Southwest 
Pacific.” 

In  recommending  Major  Moore  for  this 
citation,  his  commanding  officer  said  spe- 
cifically: “Your  service  at  this  base  has  been 
of  the  greatest  benefit  to  the  government 
and  to  our  war  effort.  Facing  an  immense 
problem,  in  your  energetic  and  ingenious 
manner,  you  rapidly  reduced  the  obstacle 
of  psychoneurosis  and  related  disorders  in 
this  area.  As  the  only  psychiatrist,  at  that 
time,  you  immediately  set  about  your  as- 
signed tasks  with  complete  disregard  for 
personal  comfort  and  safety  in  your  effort 
to  solve  existing  difficulties.  In  addition 
to  your  regular  hospital  duties  you  devoted 
your  personal  leisure  to  consultations  and 
lectures  to  all  unit  officers  in  this  organiza- 
tion, often  flying  long  distances  to  do  so, 


so  that  they  could  understand  and  properly 
assist  soldiers  with  emotional  disturbances. 

“Of  the  large  number  of  cases  called 
to  your  attention  by  line  officers  or  re- 
ferred to  you  for  diagnosis  and  treatment 
by  medical  officers,  a remarkably  high  per- 
centage was  returned  promptly  to  effective 
duty  and  the  majority  of  the  remainder  was 
returned  shortly  thereafter.  In  doing  this 
you  were  always  efficient,  sympathetic, 
reasonable,  and  constructive. 

“Your  performance  of  duty  has  been  ex- 
ceptionally meritorious.  You  have  been  a 
decided  influence  on  the  morale  of  our 
forces  and  an  inspiration  to  the  men 
with  whom  you  have  worked.  You  have 
strengthened  cooperation  and  you  have  es- 
tablished confidence  among  officers  and  en- 
listed men  as  to  the  effectiveness  of  pre- 
ventive psychiatry  in  the  field  as  well  as 
the  value  of  mental  hygiene  for  combat 
troops.  Your  actions  contributed  material- 
ly to  the  success  of  our  combat  operations.” 

Major  Moore  is  a Tennessean  by  birth. 
He  is  the  son  of  the  late  John  Trotwood 
Moore  and  Mrs.  John  Trotwood  Moore,  who 
is  at  present  the  state  librarian  for  Ten- 
nessee. Major  Moore  is  the  author  of  many 
scientific  articles  in  the  field  of  neurology 
and  psychiatry  and  is  also  a noted  poet, 
having  published  several  volumes  of  son- 
nets. Before  volunteering  for  military 
service  he  practiced  psychiatry  in  Boston. 
He  is  now  starting  his  third  year  of  active 
duty  overseas. 


Massachusetts  Medical  Society 
The  Massachusetts  Medical  Society,  Bu- 
reau of  Clinical  Information,  8 Fenway, 
Boston  15,  Massachusetts. 

The  Massachusetts  Medical  Society  has 
established  a Bureau  of  Clinical  Informa- 
tion at  its  headquarters  to  supply  infor- 
mation to  visiting  doctors  and  others  in- 
terested as  to  the  activities  that  are  going 
on  each  day  in  the  approved  hospitals  in 
Boston  and  in  the  immediate  vicinity. 

The  bureau  will  be  open  from  7 :00  A.M. 
to  10:00  A.M.  and  3:00  P.M.  to  8:00  P.M. 
except  Saturday  afternoons.  Information 
will  be  given  by  telephone. 

The  Committee  on  Clinical  Information 
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is  composed  of  Dr.  Arthur  W.  Allen,  Dr. 
Michael  A.  Tighe,  and  Dr.  Walter  G.  Phip- 
pen,  chairman. 


The  College  of  Medicine  of  the  University 
of  Tennessee  at  Memphis  announces  that 
Dr.  Frank  E.  Whitacre  will  become  as- 
sociate professor  of  obstetrics  and  gyne- 
cology on  January  1,  1945,  and  will  give 
full-time  service  to  the  department. 

We  are  sure  that  all  of  Doctor  Whitacre’s 
friends  in  the  state  will  join  us  in  congrat- 
ulating him  and  the  university  upon  this 
addition  to  the  teaching  staff. 


Initiates  from  Tennessee  in  the  Amer- 
ican College  of  Surgeons  for 
the  Year  1944 

The  following  members  of  the  Tennes- 
see State  Medical  Association  were  initiated 
in  the  American  College  of  Surgeons  this 
year,  1944 : 

Thomas  J.  Bulger,  Memphis. 

V.  H.  Griffin,  Clarksville. 

Albert  J.  Grobmyer,  Jr.,  Memphis. 

Carlos  Guillermo  de  Gutierrez-Mahoney, 
Nashville. 

George  B.  Higley,  Memphis. 

John  L.  Montgomery,  Knoxville. 

Richard  E.  Strain,  Murfreesboro. 


Dr.  Edward  L.  Turner  has  resigned  as 
president  of  Meharry  Medical  College,  and 
on  January  1 will  go  to  Bradford,  Pennsyl- 
vania, to  enter  private  practice,  confining 
his  work  to  internal  medicine. 

Doctor  Turner  came  to  Nashville  in  1936 
as  professor  of  medicine  at  Meharry  and 
two  years  later  he  became  dean  of  the 
college. 

Doctor  Turner  will  be  succeeded  by  M. 
Don  Clawson,  D.D.S.,  who  is  director  of 
dental  education  and  dean  of  the  dental 
department. 

Doctor  Clawson  is  now  president  of  the 
International  College  of  Dentists.  Before 
coming  to  Nashville  he  was  chief  of  the 
Dental  Advisory  Service  of  the  Iraq  Pe- 
troleum Company  with  headquarters  at 
Haifa.  He  was  formerly  head  of  the  dental 
department  of  the  American  University  of 
Beirut,  Beirut,  Syria. 
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Dr.  Murray  C.  Brown,  now  director  of 
the  Venereal  Disease  Control  Program  in 
the  city  of  Nashville,  will  become  director 
of  medical  education  and  professor  in  the 
Department  of  Medicine  at  Meharry. 


WOMAN'S  AUXILIARY 

| 

Mrs.  Jesse  C.  Hill  President 

Knoxville 

Mrs.  George  W.  Holcomb  President-Elect 

Nashville 

Mrs.  Lynch  Bennett  Press  and  Publicity 

Nashville 

News  Item 

The  American  Society  for  the  Control  of 
Cancer,  which  has  been  engaged  in  educat- 
ing the  public  concerning  that  disease  since 
1913,  announces  a legal  change  of  its  name. 
In  the  future  it  will  be  known  as  the  Amer- 
ican Cancer  Society. 

The  society  also  announces  a change  in 
the  name  of  its  lay  education  organization. 
The  Women’s  Field  Army  will  be  known 
as  the  Field  Army  in  recognition  of  the 
fact  that  men,  as  well  as  women,  are  vitally 
concerned  in  the  work. 


Davidson  County 

The  Davidson  County  Medical  Auxiliary 
had  its  first  meeting  of  the  fall  in  October. 
The  following  officers  were  introduced : 

Mrs.  Lynch  Bennett,  president;  Mrs.  J. 
D.  Lester,  vice-president;  Mrs.  James 
Fuqua,  recording  secretary;  Mrs.  Carl  Mc- 
Murray,  corresponding  secretary;  Mrs. 
James  Hayes,  treasurer;  Mrs.  Carl  Crutch- 
field, historian. 

At  the  membership  luncheon  in  Novem- 
ber four  new  members  were  introduced  and 
several  old  members  who  had  been  out  of 
town  with  their  husbands  in  the  service 
had  returned. 

In  December,  following  coffee  and  a short 
business  session,  Mrs.  E.  W.  Hartzell  gave 
a very  interesting  illustrated  talk  on  Christ- 
mas arrangements,  and  Mrs.  D.  J.  Johns 
gave  a lovely  musical  program.  Members 
brought  gifts  and  extra  wrapping  material 
for  our  servicemen  at  Thayer  General  Hos- 
pital and  Nashville  Army  Air  Force  Con- 
valescent Hospital. 
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Davidson  County: 

December  5 — “A  Study  of  Displacements 
of  the  Uterus,”  by  Dr.  Carl  S.  McMurray. 
Discussion  by  Dr.  R.  S.  Duke  and  Dr.  G.  S. 
McClellan. 

December  19 — Annual  election  of  offi- 
cers. 


Hardin,  Laivrence,  Leivis,  Perry,  and 
Wayne  Counties: 

A meeting  of  the  Five-County  Medical 
Society  was  held  in  Waynesboro  on  No- 
vember 28,  at  which  time  officers  for  1945 
were  elected.  They  are  as  follows: 

President,  D.  L.  Woods,  Waynesboro; 
vice-president  for  Hardin  County,  Dr.  J.  V. 
Hughes,  Savannah;  for  Lawrence  County, 
Dr.  Leo  Harris,  Lawrenceburg ; for  Lewis 
County,  Dr.  W.  E.  Boyce,  Hohenwald ; for 
Perry  County,  Dr.  O.  A.  Kirk,  Linden;  for 
Wayne  County,  Dr.  J.  T.  Keeton,  Clifton. 
Secretary-treasurer,  Dr.  0.  H.  Williams, 
Savannah.  Delegate  to  state  meeting  next 
April,  Dr.  V.  0.  Crowder,  Lawrenceburg; 
alternate,  Dr.  T.  J.  Stockard,  Lawrence- 
burg. 

We  voted  to  meet  regularly  once  a month 
despite  shortage  of  everything. 

0.  H.  Williams,  M.D., 

Secretary. 

Knox  County:- 

November  21 — “Coronary  Disease,”  by 
Dr.  W.  Rufus  Smith.  Discussion  by  Drs. 
Dan  Thomas  and  Bruce  Powers. 

December  5 — “Pernicious  Anemia,”  by 
Dr.  H.  C.  Long.  Discussion  by  Drs.  A.  R. 
McCullough  and  R.  V.  Depue. 

On  December  19  Dr.  Joe  T.  Smith  will 
present  a paper. 


Robertson  County: 

The  Robertson  County  Medical  Society 
met  November  21,  1944,  after  a summer 
recess  with  Dr.  W.  S.  Rude  presiding. 

Dr.  J.  E.  Wilkison  reported  a case  seen 
by  him  and  referred  to  Dr.  H.  Johnson 
diagnosed  as  Hodgson’s  disease  and  was 
showing  improvement  under  X-ray  treat- 
ment. 


Dr.  J.  S.  Freeman  reported  a case  of  hem- 
orrhoids operated  on  and  at  operation  a 
large  villous  tumor  was  found.  Stump 
ligated  and  removed.  Treated  with  radium 
which  shows  marked  improvement  after 
six  weeks. 

Next  business  was  election  of  officers. 
Dr.  John  Hawkins,  retiring  vice-president, 
was  elected  president.  Dr.  R.  L.  Matthews, 
vice-president,  and  Dr.  John  S.  Freeman 
re-elected  secretary-treasurer. 

A motion  by  Dr.  A.  R.  Kempf  that  we 
change  the  meeting  night  from  third  Tues- 
day to  the  second  Tuesday  to  avoid  con- 
flicts with  other  meetings  which  was  ap- 
proved. 

Dr.  C.  M.  Banks  suggested  that  we  have 
the  December  meeting  at  the  hotel  with 
some  invited  essayist  and  other  guests  for 
the  December  12  meeting  which  was  ap- 
proved. 

John  S.  Freeman,  M.D., 

Secretary. 


Smith  County: 

At  a recent  meeting  of  the  Smith  County 
Medical  Society  officers  for  1945  were 
elected  as  follows: 

President,  Dr.  R.  E.  Key,  Carthage; 
vice-president,  Dr.  W.  B.  Dalton,  Gordons- 
ville;  secretary-treasurer,  Dr.  Thayer  S. 
Wilson,  Gordonsville ; delegate  to  state 
meeting  next  April,  Dr.  Thayer  S.  Wilson, 
Gordonsville. 


OTHER  MEDICAL  SOCIETIES 


A two-day  meeting  of  the  Southern  Sec- 
tion of  the  American  Federation  for  Clin- 
ical Research  is  being  planned.  The  meet- 
ing will  be  held  in  Dallas  the  latter  part 
of  January,  1945. 

Investigators  wishing  to  present  papers, 
please  submit  an  abstract  of  not  over  200 
words  to  the  chairman,  Dr.  Alfred  W. 
Harris,  812  Medical  Arts  Building,  Dallas 
1,  Texas,  by  January  1,  1945. 


At  the  meeting  of  the  Southern  Chapter 
of  the  American  College  of  Chest  Physi- 
cians, held  cojointly  with  the  Southern 
Medical  Association  at  St.  Louis,  Novem- 
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ber  13  and  14,  the  following  officers  were 
elected : 

President — Alvis  E.  Greer,  M.D.,  Hous- 
ton, Texas. 

First  Vice-President — Carl  C.  Aven, 
M.D.,  Atlanta,  Georgia. 

Second  Vice-President — Paul  A.  Turner, 
M.D.,  Louisville,  Kentucky. 

Secretary -Treasurer  — Benjamin  L. 
Brock,  M.D.,  Waverly  Hills,  Kentucky. 


West  Tennessee  Physicians  Organize 
New  Medical  Society 

Forty-one  West  Tennessee  physicians 
met  in  Jackson  on  December  5 for  the  or- 
ganization of  a medical  group  that  gen- 
erally will  represent  West  Tennessee. 

The  meeting  at  the  New  Southern  Hotel 
brought  together  doctors  from  Madison, 
Decatur,  Henderson,  McNairy,  Fayette, 
Hardeman,  and  Haywood  Counties.  Dr. 
Leland  Johnston,  retiring  president,  pre- 
sided. 

Dr.  Ernest  Smith  of  Selmer  was  elected 
president;  Dr.  John  Morris  of  Somerville, 
first  vice-president ; Dr.  Cornelia  Huntsman 
of  Lexington,  second  vice-president;  and 
Dr.  Roy  Lanier  of  Brownsville,  third  vice- 
president;  and  Dr.  Stanford  M.  Herron, 
secretary-treasurer. 

Papers  were  read  by  Dr.  G.  H.  Berryhill 
on  “Frontal  Sinus”  and  by  Dr.  Henry  N. 
Moore  of  Bemis  on  his  recent  postgraduate 
work  at  Tulane  University  in  New  Or- 
leans. 

A committee  of  Dr.  John  C.  Pearce,  Jack- 
son;  Dr.  E.  L.  Baker,  Bolivar;  Dr.  Roy 
Lanier,  Brownsville;  and  Dr.  Stanford  M. 
Herron,  ex  officio,  will  choose  a name  for 
the  new  society,  heretofore  the  medical  so- 
ciety of  Jackson  and  Madison  County. 

Delegates  to  the  annual  meeting  of  the 
Tennessee  Medical  Association  are  Dr. 
Henry  Herron  and  Dr.  Roy  Lanier  and 
alternates  Dr.  John  Morris  and  Dr.  Hunter 
Steadman. 

The  members  commended  Dr.  John  C. 
Pearce,  chairman  of  the  program  commit- 
tee, for  the  outstanding  programs  that 
have  done  much  to  attract  the  physicians 
from  the  other  West  Tennessee  counties. 

Dr.  Henry  Herron  and  Dr.  John  Powers 


were  appointed  to  join  Doctor  Pearce  on 
the  program  committee. 

The  physicians  and  their  associates  at- 
tending the  meeting  were : 

Visitors — H.  P.  Clemmer,  Milan;  R.  L. 
Stump,  Milan;  George  Spangler,  Humboldt; 
Robert  Morris,  Medina;  J.  A.  Jones,  Stan- 
ton. 

Present — P.  M.  Bishop,  E.  L.  Baker,  R. 
L.  Brint,  R.  F.  McAnulty,  L.  D.  McAuley, 
John  Morris  of  Bolivar;  E.  M.  Smith,  J.  R. 
Smith  of  Selmer;  H.  T.  Pitts,  J.  B.  Ste- 
phens, Hunter  Steadman  of  Henderson; 
John  Powers,  Tate  Collins,  Charles  Webb, 
Herman  Hawkins,  Jere  Crook,  W.  H.  Wal- 
cott, Sam  Parker,  Henry  Herron,  Swan 
Burrus,  A.  Rosenbloom  of  Jackson;  Henry 
Moore,  Bemis;  John  Pearce,  James  Mc- 
Claran,  Garland  Jones,  G.  H.  Berryhill,  W. 
G.  Saunders,  Leland  Johnston,  Helen  John- 
ston, Glenn  Batten,  Stanford  Herron  of 
Jackson;  F.  C.  James,  Gadsden;  E.  Farrow, 
Bells;  Wm.  F.  Wagner,  Parsons;  W.  C.  Ra- 
mer,  Lexington;  J.  M.  Curry,  Mercer. 
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INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 

Medical  Arts  Building,  Knoxville 


Differential  Diagnosis  of  Weakness  and  Fatigue.  Frank 

N.  Allen,  M.D.,  Boston.  The  New  England  Journal 

of  Medicine,  September  21,  1944. 

Owing  to  the  frequency  of  this  problem  encoun- 
tered by  the  general  practitioner  and  internist,  the 
author  has  analyzed  300  consecutive  cases  seen  at 
the  Lahey  Clinic  in  which  fatigue  or  weak  spells 
were  the  chief  complaints. 

Findings  of  this  study  were: 

A.  Caused  by  physical  disorder  twenty  per  cent. 

1.  Chronic  infections  4.3  per  cent. 

2.  Metabolic  disorders  4 per  cent. 

3.  Neurologic  disorders  5.3  per  cent. 

4.  Heart  disease  2.7  per  cent. 

5.  Anemia  1.7  per  cent. 

6.  Nephritis  1 per  cent. 

7.  Miscellaneous  1.3  per  cent. 

B.  Nervous  state  eighty  per  cent. 

This  state  should  not  be  diagnosed  on  an  ex- 
clusion basis  alone.  Among  the  criteria  listed  as 
positive  evidence  are: 

Energy  lowest  in  the  morning  and  decreases  dur- 
ing the  day;  good  days  followed  by  bad  ones  with- 
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out  cause ; benefit  derived  from  remedies  with 
known  slow  pharmacological  response;  has  not  felt 
well  for  years  with  complaints  of  nervousness, 
anxiety,  and  symptoms  that  are  obviously  of  nerv- 
ous origin  such  as  lump  in  throat,  tension  in  back 
of  head,  difficulty  in  getting  satisfactory  breath, 
palpitation,  etc. 

When  he  denies  being  nervous,  but  gives  a mul- 
tiplicity of  symptoms,  vagueness  of  description, 
nervous  behavior,  emotional  instability  of  flushing. 

Only  twenty  per  cent  of  patients  with  nervous 
disorders  are  neurotic.  The  remaining  group  can 
be  divided  into  chronic  nervous  exhaustion  or 
nervous  fatigue.  These  benign  nervous  states  are 
to  be  distinguished  from  the  neurosis  by  the  fol- 
lowing aids: 


Neurosis 

Etiology  Largely  intrinsic 

Background  Constitutional 

inadequacy 

Family  history  Nervous  break- 

down 

Multiple  complaints  Usual 
History  Changeable 

Onset  Vague 

Duration  Often  since  child- 

hood 

Reaction  to  reas- 
surance Disappointment 


Benign  nervous- 
ness 

Largely  extrinsic 

Average 

Average 
Unusual 
Consistent 
Fairly  definite 
Limited 


Satisfaction 


The  diagnostic  procedures  to  identify  physical 
disorders  cover  the  general  field  of  medicine. 


before  the  patient  leaves  the  hospital  so  that  an 
estimation  of  the  five-year  salvage  of  the  ultimate 
outcome  for  the  baby  is  impossible.  Thus,  many 
reports  are  invalid  in  a discussion  of  the  results 
of  treatment  in  carcinoma  of  the  cervix,  and  are 
also  worthless  from  the  standpoint  of  prognosis 
for  the  infant,  as  it  is  well  known  that  one  of  the 
most  serious  deformities  caused  by  irradiation,  mi- 
crocephaly, is  often  not  recognizable  at  birth.  A 
period  of  about  three  years  must  elapse  before  one 
can  be  sure  that  this  distressing  condition  does  not 
exist. 

Study  of  the  reported  cases  and  the  authors’  ex- 
perience with  carcinoma  of  the  cervix  during  preg- 
nancy led  to  the  conclusion  that  treatment  of  such 
cases  must  be  individualized.  If  there  is  a prob- 
ability of  obtaining  a normal  child  in  treated  cases, 
and  if  the  circumstances  of  the  case  so  justify  it, 
the  attending  physician  must  indicate  this  possi- 
bility to  the  patient.  In  a multipara  with  adequate 
family,  it  would  be  unwise  to  assume  even  a slight 
hazard  of  fetal  injury,  provided  interruption  of  the 
pregnancy  will  not  endanger  the  prognosis  for  the 
mother.  Many  patients  pregnant  for  the  first  time 
would  desire  to  entertain  a reasonable  risk  of  an 
abnormal  baby,  if  their  own  chance  of  cure  was 
not  compromised. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


The  Treatment  of  Carcinoma  of  the  Cervix  During 
Pregnancy.  Howard  W.  Jones,  Jr.,  and  William 
Neill,  Jr.  American  Journal  of  Obstetrics  and  Gyn- 
ecology, 48,  No.  4,  447:  463,  October,  1944. 

The  treatment  of  carcinoma  of  the  cervix  occur- 
ring during  pregnancy  is  complicated  by  the  con- 
flicting facts  that  radium  irradiation  is  the  most 
trustworthy  method  of  therapy  for  carcinoma  of 
the  cervix,  but  can  damage  the  developing  fetus, 
especially  when  used  in  the  early  months  of  gesta- 
tion. Because  of  this  danger  to  the  child,  many 
observers  have  concluded  that  irradiation  in  any 
form  or  dosage  is  contraindicated,  so  long  as  the 
pregnancy  is  allowed  to  continue.  Leopold  Gold- 
stein and  Douglas  Murphy  in  a series  of  papers  in 
1928  and  1929  brought  together  the  existing  lit- 
erature, which  clearly  demonstrated  that  thera- 
peutic pelvic  irradiation  during  pregnancy  is  ex- 
tremely likely  to  injure  the  growing  fetus  and 
that  such  injury  may  result  in  the  birth  of  a 
seriously  defective  child.  In  seventy-five  instances 
of  irradiation  during  pregnancy,  there  was  an  un- 
corrected figure  of  50.7  per  cent  defective  children. 

Contributors  to  the  literature  have  resolved 
themselves  into  two  principal  groups — those  who  do 
not  permit  irradiation  of  cervix  cancer  if  preg- 
nancy is  allowed  to  continue,  and  those  who  feel 
that  properly  applied  radium  irradiation  is  justi- 
fiable and  safe.  Either  point  of  view  is  often 
supported  by  a single  case  report  issued  almost 


The  Risk  of  Fetal  Abnormality  Following 
Radium  Irradiation  for  Carcinoma 
of  the  Cervix 

Combining  the  authors’  own  material  (eight  in- 
stances of  prenatal  irradiation)  and  the  literature 
(forty-eight  cases),  there  are  twelve  children  ir- 
radiated prenatally  who  are  living  and  normal 
more  than  three  years  of  age.  There  are  twenty- 
eight  children  living  and  apparently  normal,  but 
reported  before  three  years.  There  are  nine  chil- 
dren who  died  of  some  unrelated  disease  before 
three  years.  There  are  three  cases  of  microcephaly. 

Five  months  is  sometimes  cited  as  the  earliest 
time  at  which  irradiation  should  be  applied.  At 
that  time  the  fetus  is  higher  in  the  abdomen,  thus 
affording  greater  distance  from  the  sources  of  ir- 
radiation. There  is  also  said  to  be  less  likelihood 
of  abortion,  if  ovarian  function  be  destroyed  at 
that  time.  There  is  little  real  evidence  to  support 
such  view,  although  it  may  well  be  correct.  Of  the 
forty-eight  reported  cases,  eight  were  treated  prior 
to  five  months.  Two  of  these  went  to  term  and 
delivered  macerated  fetuses.  One  is  living  and 
well  at  eight  years.  Five  are  said  to  be  living  and 
well,  but  under  three  years  of  age.  There  are  forty 
reported  cases  treated  later  than  five  months. 
These  yielded  six  children  living  and  normal  more 
than  three  years  after  delivery,  twenty-three  liv- 
ing and  normal  but  reported  prior  to  three  years 
of  age,  eight  children  dead  of  undetermined  causes 
and  three  abnormal  children.  Two  of  these  last 
three  were  treated  with  high  voltage  roentgen  ther- 
apy a'nd  can  be  eliminated.  The  third  one  treated 
at  six  months  is  a living  microcephalic  eleven  years 
of  age  at  time  of  report. 
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Three  of  the  authors’  cases  were  treated  prior 
to  five  months.  Two  of  these  were  microcephalic, 
one  of  which  is  still  living  at  three  and  one-half 
years  of  age.  Five  were  treated  after  five  months, 
and  none  of  these  developed  microcephaly. 

The  authors’  material,  more  than  the  literature, 
supports  the  opinion  that  irradiation  is  much  safer 
for  the  fetus  if  used  after  five  months. 

Dosage  of  radium  is  important,  but  none  of  the 
cases  with  abnormal  fetuses  received  excessive 
treatment  considering  the  growth.  Normal  chil- 
dren were  born  to  mothers  who  received  as  much 
or  higher  dosage.  It  was  impossible  to  correlate 
in  any  way  dosage  estimated  to  be  delivered  in  the 
region  of  the  child’s  head  with  the  occurrence  of 
microcephaly. 

Risk  to  the  Mother 

An  estimation  of  the  possible  risk  which  the 
mother  may  suffer  from  the  interruption  or  con- 
tinuation of  the  pregnancy  is  essential  in  planning 
treatment.  This  figure  can  best  be  determined  by 
a study  of  comparable  series  treated  on  one  hand 
by  irradiation  and  continuation  of  pregnancy,  and 
on  the  other  by  irradiation  with  interruption  of 
pregnancy. 

In  the  treated  uninterrupted  cases  (reported 
cases),  there  are  only  three  mothers  living  and 
well  more  than  five  years.  There  are  eighteen 
mothers  dead,  most  of  these  within  the  first  eight- 
een months  following  treatment.  In  twrenty-four 
instances  reports  of  living  mothers  were  issued 
prior  to  five  years  following  treatment. 

The  writers’  results  show  seven  mothers  treated 
during  eight  pregnancies.  Two  are  dead,  one  is 
living  at  three  years,  and  four  mothers  treated 
during  five  pregnancies  are  living  and  well  five 
years  or  more  after  treatment. 

The  number  of  published  cases  treated  with 
radium  plus  abortion  either  spontaneous  or  induced 
is  small.  Most  of  the  case  reports  are  issued  far 
too  soon  for  an  estimation  of  the  cure  rate.  There 
are  also  probably  many  cases  with  spontaneous 
abortion  following  treatment  which  have  not  found 
their  way  into  the  literature. 

These  considerations  make  it  impossible  to  esti- 
mate statistically  the  relative  merits  and  dangers 
of  abortion  in  the  treatment  of  cervix  cancer.  It 
is  certain,  however,  that  continuation  of  the  preg- 
nancy by  no  means  precludes  a cure  as  indicated 
by  the  literature  and  this  report.  The  influence 
of  pregnancy  on  tumors  in  general  is  problematical. 
The  alteration  in  circulation  contingent  upon  the 
interruption  of  pregnancy  may  exert  an  unfavor- 
able influence  in  curing  the  cervical  growth;  this 
possibility  is  suggested  by  the  very  poor  prognosis 
in  cases  treated  at  term  by  necessity  with  Cae- 
sarean section  before  the  treatment  of  the  cervix 
cancer.  It  is  only  fair  to  say,  however,  that  in 
this  latter  group  the  cases  are  generally  more 
advanced  than  those  seen  earlier  in  pregnancy. 

Technique  of  Treatment 

If  it  is  decided  to  treat  during  pregnancy  with 


a view  to  obtaining  a normal  living  child  at  term, 
certain  points  in  technique  may  be  stressed.  It  is 
important  that  no  high  voltage  roentgen  ray  ther- 
apy be  employed  because  of  the  obvious  dangers  of 
substantial  depth  dosage  in  the  region  of  the  de- 
veloping child.  Furthermore,  it  has  been  the  , 
practice  to  omit  the  use  of  tubes  within  the  cer- 
vical canal.  This  is  done  for  the  twofold  purpose 
of  securing  all  possible  distance  from  the  baby  and 
also  to  guard  against  the  onset  of  labor  by  dilating 
the  cervix.  The  entire  treatment  is  carried  out  by 
tubes  held  in  a cloth  plaque  against  the  cervix. 

Following  delivery  it  is  often  desirable  to  ad- 
minister additional  radium  and  X-ray. 

Operative  Treatment 

Irradiation  is  by  far  the  most  common  method 
of  treatment  for  uncomplicated  carcinoma  of  the 
cervix.  In  spite  of  this,  many  cases  complicated 
by  pregnancy  have  been  treated  by  panhysterec- 
tomy. This  is  probably  because  panhysterectomy 
seems  expedient  if  abdominal  section  for  delivery 
of  the  child  is  necessary.  Nevertheless,  one  should 
bo  hesitant  in  accepting  this  as  a suitable  method 
of  therapy  in  view  of  the  unsatisfactory  results 
from  panhysterectomy  in  uncomplicated  cervix 
carcinoma  even  in  carefully  selected  material. 

Most  of  the  reports  based  on  this  method  have 
appeared  before  an  elapsed  time  of  five  years  so 
that  an  estimation  of  carcinoma  of  cervix  curabil- 
ity is  not  possible.  In  our  opinion,  any  necessary 
abdominal  operation  either  before  or  following 
irradiation  of  cervix  carcinoma  should  be  confined 
to  evacuation  of  the  uterus. 

Pregnancy  at  Term 

If  the  baby  is  viable  when  the  carcinoma  is  dis- 
covered, the  problem  of  injury  to  the  fetus  by 
irradiation  need  not  be  considered.  Under  these 
circumstances  the  child  can  and  often  must  be  de- 
livered by  Caesarean  section.  The  prognosis  un- 
der these  circumstances  has  been  very  poor.  There 
are  approximately  forty  reported  cases  to  which 
the  writers  have  added  four  treated  by  various 
methods  including  irradiation,  panhysterectomy  or 
both;  as  far  as  we  are  aware,  the  two  cases  re- 
ported by  Biro  are  the  only  ones  which  have  sur- 
vived more  than  five  years.  The  poor  prognosis 
was  in  many  instances  due  to  the  advanced  stage 
of  the  growth.  However,  the  profound  circula- 
tory changes  following  parturition  may  be  an  un- 
favorable influence  in  arresting  the  disease. 

The  impression  received  from  reviewing  the  cases 
of  this  group,  emphasized  by  the  experience  of  the 
writers’  own  four  cases,  is  of  a lost  opportunity 
on  the  part  of  the  attending  physician  to  diagnose 
and  treat  an  early  carcinoma.  Almost  without  ex- 
ception, the  possibility  of  making  an  early  diag- 
nosis was  dissipated  by  failure  to  use  such  simple 
diagnostic  procedures  as  speculum  examination  and 
biopsy  even  after  the  appearance  of  such  an  alarm- 
ing sign  as  slight  vaginal  bleeding  during  preg- 
nancy. Prenatal  care  through  its  routine  periodic 
examinations  offers  an  unequaled  opportunity  to 
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diagnose  carcinoma  of  the  cervix  at  an  early  stage. 

The  handling  of  these  cases  must  take  into  ac- 
count the  obstetric  and  social  background  as  ex- 
pressed in  the  desire  of  the  prospective  parents  for 
the  child,  as  well  as  the  extent  of  the  disease.  If 
there  are  other  children,  or  if  the  parents  do  not 
care  to  assume  the  ever-present  risk  of  an  ab- 
normal child,  there  is  no  reason  to  advise  any 
course  except  interruption  of  the  pregnancy  and 
adequate  irradiation  therapy. 

The  risk  of  an  abnormal  fetus  cannot  be  sta- 
tistically stated  at  the  present  time  with  certainty, 
but  it  seems  probable  that  its  upper  limit  is  twenty 
per  cent.  If  the  parents  and  physician  for  any 
reason  wish  to  assume  this  risk,  it  is  justifiable 
to  proceed  with  irradiation  during  pregnancy  with 
a view  to  obtaining  a living  child  at  term.  If  the 
pregnancy  is  at  the  fifth  month  or  beyond,  the 
risk  of  an  abnormal  child  is  substantially  less.  As 
indicated  above,  the  risk  to  the  mother  is  probably 
not  increased  by  this  procedure  as  compared  with 
interruption  of  the  pregnancy.  The  mother’s  prog- 
nosis is  intimately  related  to  the  clinical  extent  of 
the  disease. 

The  prognosis  of  carcinoma  diagnosed  at  term 
and  treated  by  Caesarean  section  plus  panhysterec- 
tomy or  irradiation  is  grave.  This  is  in  a large 
measure  due  to  failure  of  the  attending  physician 
to  suspect  the  diagnosis  and  apply  such  simple  clin- 
ical methods  as  speculum  examination  and  biopsy, 
even  in  the  presence  of  vaginal  bleeding  during 
pregnancy. 


OPHTHALMOLOGY 

By  Robert  J.  Warner.  M.D. 
Doctors  Building,  Nashville 


The  Eye  in  General  Diagnosis.  S.  R.  Gifford.  Amer- 
ican Journal  of  Ophthalmology,  October,  1944. 

The  author  classifies  the  vascular  fundus  changes 
into  five  gi'oups: 

1.  Retinal  arteriosclerosis:  Slight  indentation  of 
some  veins  by  arteries,  slight  caliber  changes  of 
arteries,  no  hemorrhages  or  white  deposits.  Clin- 
ically the  case  appears  as  benign  hypertension;  the 
diastolic  pressure  is  rarely  above  110,  the  systolic 
pressure  is  moderately  increased. 

2.  Retinal  arteriosclerosis  with  retinopathy:  The 
arterial  changes  described  above  are  more  ad- 
vanced. In  addition  some  patchy  hemorrhages  and 
white  deposits  are  found,  occasionally  thrombosis 
of  veins  or  arteries.  The  prognosis  is  still  good. 

3.  Diffuse  retinal  arteriolar  constriction:  All  ar- 
teries show  definite  contraction.  The  calibers  of 
the  arteries  and  veins  have  a ratio  of  one  to  two. 
No  hemorrhages  or  deposits  are  found.  Indenta- 
tion of  veins  may  be  present  or  absent.  The  blood 
pressure,  especially  the  diastolic  pressure,  is  high. 
Typical  are  early  cases  of  toxemia  of  pregnancy. 

4.  Diffuse  retinal  arteriolar  constriction  with 
retinopathy — hypertensive  retinopathy:  The  vascu- 


lar contraction  is  more  pronounced.  The  ratio  of 
arteries  to  veins  is  one  to  four.  Hemorrhages, 
“cotton-wool”  deposits,  and  localized  areas  of  ret- 
inal ischemia  and  edema  are  commonly  found.  Clin- 
ically the  case  appears  as  a well-developed  case 
of  essential  hypertension.  The  diastolic  pressure 
is  constantly  above  130.  The  prognosis  is  bad  ex- 
cept as  to  the  toxemia  of  pregnancy.  Most  patients 
die  within  four  or  five  years. 

5.  Diffuse  retinal  arteriolar  constriction  with 
neuroretinopathy — malignant  hypertension:  In  ad- 
dition to  the  findings  in  the  last  group,  edema  of 
the  optic  nerve  and  surrounding  retina  appear. 
Macular  star  is  a frequent — detachment  of  retina 
a rare — accompaniment.  Prognosis  very  grave. 

Eighty  per  cent  cent  of  the  patients  die  within  one 
year. 

In  central  angiopathic  retinopathy  there  is  sud- 
den loss  of  vision,  mostly  in  one  eye.  There  are 
no  changes  in  the  retinal  arterioles,  but  definite 
edema  of  the  macular  region,  often  surrounded  by 
a circular  reflex  probably  due  to  elevation  of  the 
retina  by  edema,  is  observed.  The  loss  of  vision 
is  caused  by  spasm  of  the  capillaries  or  precapil- 
laries supplying  the  macula.  Frequently  it  clears 
under  antispasmodic  therapy. 

Some  cases  of  periphlebitis  retinae,  or  recurring 
vitreous  hemorrhages  in  the  young,  are  probably 
due  to  angiospasm,  for  several  such  patients  have 
responded  well  to  antispasmodic  therapy. 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Lesions  of  the  Acromioclavicular  Joint,  Causing  Pain 
and  Disability  of  the  Shoulder.  Albert  Oppenheimer, 
M.D.,  Laconia  Hospital,  Laconia,  New  Hampshire. 
The  American  Journal  of  Roentgenology  and  Radium 
Therapy,  June,  1944,  Vol.  51,  No.  6,  p.  699. 

The  roentgenological  methods  of  taking  the 
acromioclavicular  joints  are  described  as  well  as 
the  normal  appearance  of  this  joint. 

Fractures  and  dislocations  of  the  acromioclavic- 
ular joint  is  the  first  condition  taken  up  by  the 
author.  Dislocations  are  less  common  than  frac- 
tures, the  ratio  being  one  to  four  in  their  observa- 
tions. Usually  the  clavicle  is  dislocated  upward, 
while  downward  dislocation  is  rare. 

Osteoarthritis  is  the  most  common  lesion  of  the 
acromioclavicular  joint,  its  incidence  being  about 
twice  as  high  as  that  of  all  other  lesions  com- 
bined. 

Metastases  of  cancer  of  the  breast,  bronchial  car- 
cinoma, and  other  tumors  are  occasionally  found 
lodged  very  close  to  the  acromioclavicular  joint 
space,  both  in  the  clavicular  and  in  the  sternal  ar- 
ticular bones. 

“All  of  the  patients  were  referred  to  the  X-ray 
department  because  various  modes  of  therapy,  such 
as  heat  applications,  analgesics,  splints,  and  injec- 
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tions  of  a local  anesthetic  into  the  deltoid  region 
had  failed  to  produce  appreciable  or  permanent 
relief.  Short  wave  therapy  was  inffective.” 

“Roentgen  therapy  was  applied,  using  140  kilo- 
volts, twenty  milliamperes,  five-tenths  millimeter 
copper  plus  one  millimeter  aluminum  filtration, 
fifty  centimeters  target-skin  distance,  with  doses 
of  fifty  to  seventy  r (measured  in  air)  thi'ough 
fields  five  centimeters  square,  directed  to  the  acro- 
mion from  anteriorly  to  cephalad,  at  intervals  of 
four  to  five  days.  In  some  of  the  patients  pain 
began  to  subside  rapidly  after  the  second  irradia- 
tion; in  others  six  to  eight  treatments  were  re- 
quired to  bring  about  complete  or  almost  complete 
relief.  The  movements  of  the  arm  in  the  shoulder 
usually  became  normal  about  ten  days  after  disap- 
pearance of  the  pain,  but  some  slight  limitation, 
generally  unnoticed  by  the  patients,  tended  to  per- 
sist for  several  months.  A definite  decrease  of  the 
capsular  enlargement  was  noted  on  roentgeno- 
grams in  all  instances,  and  a rewidening  of  a 
narrowed  joint  space,  together  with  decrease  of 
the  erosion  of  the  articular  surfaces,  was  seen  in 
two  cases.  Of  all  the  eleven  patients  treated,  five 
have  been  free  of  symptoms  for  over  six  months. 
No  ill  effects  of  this  treatment  have  been  recorded.” 


UROLOGY 

By  Tom  R.  Barry.  M.D..  F.A.C.S. 
By  G.  A.  Williamson.  Jr..  M.D. 
307  Doctors  Building,  Knoxville 


Sterile  Pyuria.  W.  T.  Briggs.  The  Journal  of  Urology, 
October,  1944. 

Sterile  pyuria  is  a definite  clinical  entity  simulat- 


ing renal  and  vesical  tuberculosis  in  its  symptom- 
atology. Since  1936,  when  Briggs  reviewed  the 
literature  and  reported  three  cases  cured  by  in- 
travenous injections  of  neoarsphenamine,  about 
fifteen  articles  have  been  published  on  the  subject. 
Bacteria  are  not  found  in  smears  or  by  culture  be- 
fore treatment.  However,  the  evidence  seems  to 
point  to  some  gram-positive  coccus  being  the  offend- 
ing organism.  Runeberg  found  staphylococci  in 
parenchymal  lesions  of  kidneys  removed  from  pa- 
tients suffering  with  this  disease,  also  gram-posi- 
tive cocci  sometimes  appear  in  the  urine  after  a 
patient  has  received  one  or  more  doses  of  the 
arsenical.  The  sulfa  drugs,  usually  so  effective  in 
cocci  infections,  are  of  little  or  no  avail  in  this 
condition. 

Wildbolz  suggested  that  arsenicals . should  be 
tried  in  all  cases  with  symptoms  of  renal  tuber- 
culosis whose  diagnosis  could  not  be  established. 
However,  the  author  suggests  that  other  Jess  toxic 
drugs  should  be  tried  before  resorting  to  an  ar- 
senical. 

In  this  article  the  author  reports  four  cases  with 
signs  and  symptoms  suggestive  of  renal  tubercu- 
losis with  pus,  blood,  and  albumin  in  the  urine. 
The  urines  were  sterile  and  pyelograms  were  nor- 
mal. All  cases  were  treated  with  neoarsphenamine 
in  three-tenths  gram  doses  every  third  day  for 
three  or  four  doses.  All  cases  were  relieved  of 
symptoms  and  the  urine  returned  to  normal.  Some 
responded  in  a spectacular  manner. 


A X T II  O AY’S  MILK 

• Grade  *‘A”  Pasteurized  •Homogenized  •Soft  Curd  • Vitamin  “D” 

With  400  U.S.P.  Vitamin  D Units  (Activated  Ergosterol)  Added  Per  Quart  Under  A.R.P.I.  Process 


418 


December,  1944 


1944  MEMBERS  OF  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


The  list  of  members  of  the  Tennessee  State  Med- 
ical Association  is  published  in  compliance  with  a 
provision  of  the  constitution  and  by-laws.  The 
data  are  accurate  as  of  December  11,  1944.  They 
are  arranged  in  the  following  order: 

List  of  active  members. 

Counties  arranged  alphabetically. 

Towns  in  each  county  arranged  alphabetically 


and  the  members  in  each  town  arranged  alpha- 
betically. 

List  of  members  residing  outside  the  state  ar- 
ranged alphabetically. 

List  of  veteran  members. 

List  of  members  who  have  died  in  the  year  1944, 

A dagger  (f)  in  front  of  a name  indicates  mili- 
tary service  at  present. 


ANDERSON 
COUNTY 
Briceville 
tP.  M.  Dings 
Clinton 
O E.  Ballou 

J.  S.  Hall 
Trent  O Huff 
Roy  L.  McDonald 

G.  M.  Shifley 

Fork  Mountain 
(A.  K.  Morris 
Lake  £ity 
J.  M.  Cox 
tGeo.  M.  Kelley 
Paul  S.  William 

Norris 

A.  W.  Bishop 

BEDFORD  COUNTY 
Bell  Buckle 

J.  K.  Freeman 

Shelbyville 
W.  H.  Avery 
James  N.  Burch 

B.  L Burdett 
Alfred  Farrar 

H.  A.  Morgan,  Jr. 

T R Ray 

tH.  J,  Shull 

Wart  race 
M.  L.  Connell 

BENTON  COUNTY 
Camden 

A.  T.  Hicks 
(Mbr.  Carroll  Co.) 

BLEDSOE  COUNTY 
Pikeville 

Thos.  G.  Cranwell 
(Mbr.  Hamilton  Co.) 

BLOUNT  COUNTY 
Greenback 
Joe  Hall 

Maryville 

K.  A.  Bryant 
Geo.  W.  Burchfield 
Henry  A.  Callaway 
Lea  Callaway 

C.  F.  Crowder 
W.  C.  Crowder 
W.  N.  Dawson 
J.  E.  Hall 

tR.  H.  Haralson 
Beulah  Kittrell 
C.  B Lequire 
G.  D.  Lequire 
W.  B.  Lovingood 
J.  M.  McCulloch 
J.  F.  Manning 
John  T,  Mason 
Murlin  Nester 
Lester  C.  Olin 

A.  A.  Oliver 
J M.  Ousley 

B.  P.  Ramsey 
tLowcll  Vinsant 

T ownsend 

E.  W.  Griffin 
Walland 
J.  M.  Waters 


BRADLEY  COUNTY 
Charleston 

C.  S.  Herron 

Cleveland 
tD.  N.  Arnold 
W.  B.  Campbell 

E.  R.  Ferguson 
Wm.  A.  Garrott 
H.  T.  McAlister 
C.  T,  Speck 
W.  C Stanberry 

S.  J.  Sullivan 
tClaude  H.  Taylor 
(Madison  S.  Trewhitt 

CAMPBELL 
COUNTY 
Block 
Chas.  Rogers 

Caryville 
A.  A.  Baird 

R.  L Gallaher 

Elk  Valley 
R B.  Scott 

Jacksboro 
S D Queener 
Jellico 
C E.  Ausmus 
Geo.  B,  Brown 
J.  L.  Heffernan 
J.  Frank  Slemons 
Ned  C.  Watts 

La  Follette 
M,  L.  Davis 
J.  P.  Lindsey 

T.  W Presley 
R.  C.  Pryse 

Pruden 
fE.  A.  McEver 
Westbourne 
P.  J.  O’Brien 


CANNON  COUNTY 
Auburntown 
(R  C,  Van  Hook 
(Mbr.  Rutherford  Co.) 

Woodbury 
J.  F.  Adams 
(Mbr.  Rutherford  Co.) 

CARROLL  COUNTY 
Atwood 
Otis  Fesmire 

Bruceton 
R.  T.  Keeton 

L.  E.  Trevathan 

Clarksburg 
R.  B.  Wilson 

Hollow  Rock 
C T Cox 

Huntingdon 
R A.  Douglass 
V.  E.  Massey 

McKenzie 
J.  T.  Holmes 

Trezevant 

F.  C.  Carnell 


CARTER  COUNTY 

F.lizabethton 
C.  B.  Baughman 

E.  L.  Caudill 
tH,  B.  Damron 
tW.  W.  Evans 
W.  G.  Frost 
E.  T.  Pearson 
J.  B.  Shoun 
fj.  B.  Warren 

CHEATHAM 
COUNTY 
Ashland  City 
P.  L.  Pitt 

(Mbr.  Robertson  Co.) 

Thomasville 
J.  M.  Harris 
( Mbr.  Montgomery 
Co.) 

CHESTER  COUNTY 
Henderson 
W.  O.  Baird 
H.  T.  Pitts 
Hunter  M.  Steadman 

L.  C.  Smith 

J.  B.  Stephens 

CLAIBORNE 
COUNTY 
Cumberland  Gap 
Hugh  C.  Chance 
(Mbr.  Anderson- 
Campbell  Co.) 

Tazewell 

Benj.  M.  Chambers 
(Mbr.  Sullivan  & 
Johnson  Co.) 

New  Tazewell 
H.  C.  Evans 
(Mbr.  Knox  Co.) 
George  L.  Rea 
(Mbr.  Knox  Co.) 

COCKE  COUNTY 
Newport 

M.  S.  Doak 

J.  E.  Hampton 
W.  E.  McGaha 
Drew  A.  Mims 
L.  S.  Nease 
E.  E.  Norrhcutt 
(W.  C.  Ruble.  Jr. 
Fred  M.  Valentine 

COFFEE  COUNTY 
Manchester 
Howard  A.  Farrar 
( Mbr.  Rutherford  Co.) 
J,  H.  Farrar 
(Mbr.  Rutherford  Co.) 

Tullahoma 
J.  M.  King 
(Mbr.  Bedford  Co.) 

CROCKETT 

COUNTY 

Alamo 

E.  O.  Prather,  Jr. 
Bells 

E.  Farrow 

(Mbr.  Madison  Co.) 

F.  P.  Hess 

(Mbr.  Haywood  Co.) 
S,  E.  McDonald 
(Mbr.  Madison  Co.) 


Friendship 
C.  T.  Nash 
W.  H.  Stallings 

CUMBERLAND 
COUNTY 
Crossville 
W.  S.  Dooley 
(Price  H.  Duff 
H.  F.  Lawson 
V.  L.  Lewis 
E.  W.  Mitchell 

Pleasant  Hill 
M.  K.  Stewart 
May  Wharton 


DAVIDSON 
COUNTY 
Donelson 
E.  E.  Anderson 
Maurice  Davis 

A.  C.  Dickson 
T.  R.  Guill 

Goodlettsville 

S.  J.  Fentress 

Madison 

George  A.  Droll 
(David  F.  Johnson 
Cyrus  Eve  Kendall 
J.  H.  Soloman 
E.  A Sutherland 
Joe  E Sutherland 

Nashville 
Carl  E.  Adams 
J.  W.  Alford.  Jr. 
tjames  T.  Allen 
C.  F.  Anderson 
(Joe  D.  Anderson 
tj.  P.  Anderson 
J.  Sumpter  Anderson 
(John  W.  Anderson 
W.  B.  Anderson 
J.  J.  Ashby 
J.  Mansfield  Bailey 
(Mbr.  Carroll  Co.) 
Sidney  W.  Ballard 
Hugh  Barr 
R.  A.  Barr 
E.  H.  Barksdale 
David  S.  Bayer 
Lynch  Bennett 
W.  C.  Bilbro 
R.  W.  Billington 
(Frazier  Binns 
E.  P.  Bowerman 
Anna  M.  Bowie 
John  M.  Boylin 
H-.  B.  Brackin 
Cloyce  F.  Bradley 

G.  Hearn  Bradley 

T.  F.  Bridges 
Emmett  E.  Brown 
M.  F.  Brown 
(Mbr.  Lincoln  Co.) 
Murray  C.  Brown 
Robt.  R.  Brown 
Barney  Brooks 
Clinton  E.  Brush 
J.  L.  Bryan 

O.  N.  Bryan 
(R.  N.  Buchanan,  Jr. 
tFrank  Buckner 
(John  C.  Burch 
L.  E.  Burch 
tRoger  B.  Burrus 

B.  F.  Byrd 

(B.  F.  Byrd,  Jr. 

Jere  W.  Caldwell 
Lucien  J.  Caldwell 
Will  Camp 


tRobr.  J.  Cardwell 
(Henry  M.  Carney 
tGeo.  K.  Carpenter 
(Randolph  Cate 
W.  R.  Cate 
John  S.  Cayce 
(Lee  F.  Cayce 
tj.  M.  Chambliss 
Amos  Christie 
W.  J.  Core 
Sam  C.  Cowan 
(Sam  C.  Cowan,  Jr. 

R R.  Crowe 
^Richard  R.  Crutcher 
Carl  R.  Crutchfield 
M.  M.  Cullom 
J.  W.  T.  Dabbs 
Rollin  A.  Daniel,  Jr. 
(Marion  I.  Davis 
Murray  B.  Davis 
T.  W.  Davis 
Wm.  A.  Demonbreun 
R.  C.  Derivaux 
Paul  DeWitt 
W.  C.  Dixon 
Beverly  Douglass 

H.  L.  Douglas 
Bate  Dozier 
(R.  L.  Dozier,  Jr. 

R.  S.  Duke 
(John  J.  Eberhart 
L.  W.  Edwards 
(Phillip  C.  Elliott 
(Frank  F.  Ellis,  Jr. 

A.  L.  Erwin 
Duncan  Eve.  Jr. 
Walter  O.  Faught 
(Joe  W.  Fenn 
W.  F..  Fessey 
(-R.  O.  Fessey 
("Robt.  M.  Finks 
(Garth  E.  Fort 
Herbert  C.  Francis 
J J-  Frey 
(Thos.  Fern  Frist 
Wm.  W.  Frye 
J.  L Fuqua 
Joseph  F.  Gallagher 
(Robt,  K.  Galloway 
Chas.  K.  Gardner 
(J.  C.  Gardner 
(Dan  C.  Gary 
(Hamilton  V.  Gayden 
Horace  C.  Gayden 
(L.  R.  Gayden 

C.  N.  Gessler 
tH.  L.  Gilliand 
E.  W.  Goodpasture 
R.  W.  Grizzard 
(Thos.  Grizzard 
(Kenneth  L.  Haile 
David  W.  Hailey 
C.  M.  Hamilton 
Geo.  H.  Harding 
C.  E.  Hardy 
(Mbr.  Tipton  Co.) 

W.  M.  Hardy 
O.  W.  Harris 
(Carrington  Harrison 
E.  F.  Harrison 
(Mbr.  Williamson 
Co.) 

tGeo.  A.  Hatcher 
O.  S.  Hauk 
tjas.  T.  Hayes 
R.  N.  Herbert 
J.  B.  Hibbitts,  Jr. 

(I.  R.  Hillard 
R.  H.  Hirsch 
J.  Harvill  Hite 

G.  W.  Holcomb 

A.  N.  Hollabaugh,  Jr. 
(Chas.  F.  Hollabaugh 
(Geo.  B.  Hubbard 

H.  H.  Hudson 
Vernon  Hurton 


H.  P.  Hyder 
(Daniel  J.  Johns,  Jr. 
(Ogle  Jones 
Hollis  E.  Johnson 
(Geo.  S.  Johnson 
Edgar  Jones 
(Harry  D.  Jones 
T.  M.  Jordan 
R.  H.  Kampmeier 
A.  E.  Keller 
J.  P.  Keller 
(Allen  Kennedy 
W.  G.  Kennon 

D.  T.  Kimbrough 
(Mbr.  Williamson 
Co.) 

Howard  King 
(J.  A.  Kirtley,  Jr. 
Nelson  H.  Kraeft 
R.  K.  Landis 
Leon  M.  Lanier 
Ralph  M.  Larsen 
W.  P.  Law 
W.  S.  Leathers 
John  M.  Lee 
(W.  Jerome  Lee 
John  J.  Lentz 
Norris  C.  Leonard 
Jas.  D.  Lester 
Milton  S.  Lewis 
Walter  M.  Lott 
L.  S.  Love 
(J.  A.  Loveless 
(Jackson  P.  Lowe 
(S.  L.  Lowenstein 
Frank  H.  Luton 
(Robt.  H.  Magruder 
(C.  G.  de  Gutierrez- 
Mahoney 

Guy  Milford  Maness 
J.  Owsley  Manier 
(Travis  H.  Martin 
W.  M.  McCabe 

G.  S.  McClellan 
C.  C.  McClure 

C.  C.  McClure,  Jr. 
Robt.  L.  McCracken 
Thos.  D.  McKinney 
(Jas.  R.  McMillon 

C.  S.  McMurray 
Wm.  F.  Meacham 
(J.  G.  Mead 
(Cleo  M.  Miller 
(Theodore  Morford 
Walter  M.  Morgan 
(Hugh  J.  Morgan 
(N.  B.  "Morris 

(S.  R.  Mortland 
P,  G.  Morrissey 
(P.  G.  Morrissey,  Jr. 
(M.  K.  Moulder 

D.  L.  Mumpower 

D.  R.  Neil 
Oscar  G.  Nelson 
O A.  Oliver 
(John  R Olson 
Eugene  Orr 
Wm.  F.  Orr,  Jr. 
James  C.  Overall 
(Fred  W.  T.  Overton 
(Wm.  M.  Palm 

H.  E.  Paty 
(Robert  C.  Patterson 
tE.  White  Patton 
Edna  S.  Pennington 
J.  C.  Pennington 
Cobb  Pilcher 
Thos.  G.  Pollard 
Bruce  P'Pool 

J.  J.  Post 
Paul  E.  Purks 
James  Seay  Read 

E.  M.  Regen 
W.  E.  Reynolds 
(S.  B.  D.  Rhea 
H.  P.  Rieger 
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tjohn  B.  Riggsbee 
tEIkin  L.  Rippy 

S.  S.  Riven 

E.  L.  Roberts 
tRobert  E.  Rock 

S.  T.  Ross 

B.  T.  Rucks 
tLeon  I.  Runyon 
tA.  F.  Russell 
Harry  Sauberli 
tj.  H.  Sayers 
George  F.  Seeman 
tEwing  Seligman 
tMaurice  Seligman 

D.  C.  Seward 
Trimble  Sharber 

N.  S.  Shofner 

H.  H.  Shoulders 
H.  S.  Shoulders 
Ammie  T.  Sikes 

T.  E.  Simpkins 
tMelvin  M.  Simmons 

D.  W.  Smith 
tHenry  C.  Smith 
Herman  Spitz 
fjoe  M.  Strayhorn 
W.  D.  Strayhorn 
Robt.  E.  Sullivan 
tW.  Albert  Sullivan 
W.  D.  Sumpter 
tArthur  J.  Sutherland 

S.  R.  Teachout 
Pauline  Tenzel 

A.  B.  Thach.  Sr. 
tA.  B.  Thach,  Jr. 
Milton  Tharp 

C.  S.  Thomas 
H.  M.  Tigert 

1*W.  Oakes  Tirrill,  Tr. 
tC.  C.  Trabue 
tHarold  M.  Truebger 

C.  B.  Tucker 
Harlin  G.  Tucker 
Edward  L.  Turner 
Wm.  O.  Vaughan 
Ethel  Walker 
tPaul  L.  Warner 

R.  J.  Warner 
Eunice  S.  G.  Waters 

T.  Bruce  Weaver 
tThos.  S.  Weaver 

B.  H.  Webster 
Albert  Weinstein 
^Bernard  Weinstein 
tA.  L.  White 

tj.  T.  Whitfield 
T.  A.  Whitfield 
tP.  B.  Widdis 
W.  W.  Wilkerson,  Jr. 
tClaiborne  Williams 
tW.  C.  Williams 
tHerbert  Wilson.  Jr. 
Tack  Witherspoon 
W.  H.  Witt 
Burnett  Wright 

R.  E.  Wyatt 
T.  Hugh  Young 
tjohn  B.  Youmans 
Kate  Savage  Zerfoss 
Thos.  B.  Zerfoss 

Old  Hickory 
T.  W.  Dailey 

E.  P.  Johnson 
tAlbert  S.  Koenig 

R.  P.  Miller 

tE.  B.  Rhea 

DECATUR  COUNTY 
Decaturville 
H.  L.  Conger 

DICKSON  COUNTY 
Dickson 

R.  P.  Beasley 
Lawrence  C.  Jackson 
tW.  M.  Jackson 
W.  J.  Sugg 

White  Bluff 
H.  P.  Spencer 

DYER  COUNTY 
Dyers  burg 
tW.  E.  Anderson 
tj.  Paul  Baird 
J.  P.  Baird 
Thos.  V.  Banks 
J.  D.  Brewer 
Percy  A.  Conyers 
tC.  L.  Denton 
tO.  B.  Landrum 
J.  A.  Ledbetter 


J.  G.  Price 

R.  David  Taylor 

N.  S.  Walker 
Lydia  V.  Watson 

Lenox 

W.  G.  Shelton 
New  hern 

D.  T.  Holland 
John  E.  Frazier 
J.  W.  Wynne 

Tigrett 
P.  E.  Miller 

FAYETTE  COUNTY 
Oakland 

L.  D.  McAuley 

Rossville 

F.  K.  West 

Somerville 

H.  L.  Armstrong 
tjohn  L.  Armstrong 
John  W.  Morris 

tj.  T.  Nardo 

FENTRESS 
COUNTY 
Jamestown 
Guy  C.  Pinckley 
J.  Peery  Sloan 

I.  R.  Storie 

Wilder 

C.  A.  Collins 

FRANKLIN 

COUNTY 

Cowan 

J.  H.  Ma table 

Sewanee 

E.  W.  Kirby-Smith 
H.  T.  Kirby-Smith 

R.  M.  Kirby-Smith 
Oscar  N.  Torian 

Sherwood 
George  E.  Bogart 
Winchester 
W.  E.  Lindsey 
J.  P.  Moon 
Alfred  Parker  Smith 

GIBSON  COUNTY 
Bradford 
J.  H.  McAnerny 
Dyer 

F.  Douglass 
John  J.  Jackson 

Gibson 
J.  H.  Rozzell 

Humboldt 
Harold  Barker 
Chas.  W.  Davis 
J.  W.  Oursler 

G.  W.  Penn 
George  E.  Spangler 

Medina 
Robt.  Morris 
Milan 

fM.  K.  Crothers 

H.  P.  Clemmer 
tjames  O.  Fields 
R.  F.  Hughes 

J.  N.  Jansen 
P.  D.  Jones 

F.  L.  Keil 
R.  L.  Stump 

Trenton 
Jas.  M.  Allen 
J.  O.  Barker 
tB.  T.  Bennett.  Jr. 
tRoscoe  Faulkner 

M.  D.  Ingram 
W.  C.  McRee 

t Henry  J.  Roberts 

GILES  COUNTY 
Aspen  Hill 

G.  C.  Grimes 


Bethel 

L.  A.  Edmondson 
Lynnville 
W.  F.  Copeland 
Pulaski 
T.  F.  Booth 

D.  W.  Cowgill 

A.  W.  Dean 

F.  B.  Hulme 
W.  J.  Johnson 
John  H.  Morris 
W.  K.  Owens 
J.  U.  Speer 
R.  E.  Warren 


GRAINGER 
COUNTY 
Rutledge 
L.  C.  Bryan 
(Mbr.  Knox  Co.) 


GREENE  COUNTY 
Greeneville 

S.  T.  Brum  ley 
L.  E.  Coolidge 
R.  S Cowles 

N.  H.  Crews 

L.  E.  Dyer 

G.  R.  Evans 
P.  L.  Fisher 

C.  P.  Fox.  Jr. 

Haskell  W.  Fox 
tR.  B.  Gibson 
J.  G.  Hawkins 
C.  B.  Laughlin 
W.  T.  Mathes 
W.  H.  Tanksley 

Mosheim 

M.  A.  Blanton 
Dale  Brown 
LHal  Henard 

Tusculum 

James  T.  Campbell 


GRUNDY  COUNTY 
Mont  eagle 
Wm.  A.  Brewer 

T.  F.  Taylor 

Palmer 

O.  H.  Clements 
Pelham 

U.  B.  Bowden 


HAMBLEN 
COUNTY 
Morristown 
M.  J.  Bellaire 

H.  W.  Bennett 

P.  L.  Brock 
P.  L.  Henderson 
W.  E.  Howell 
Y.  Alvin  Jackson 
L.  W.  Nabers 
F.  F.  Painter 

R.  A.  Purvis 
tD.  R Roach 

B.  C.  Weesner 
tD.  J.  Zimmerman 

HAMILTON 
COUNTY 
Chattanooga 
Justin  O.  Adams 
Geo.  B.  Alder 

E.  R.  Anderson 
Wm.  E.  Anderson 
Wm.  D.  Anderson 

S.  E.  Andrews 

J.  J.  Armstrong 
tH.  M.  Ausherman 
tC.  H.  Barnwell 

S.  H.  Barrett 
Wesley  A.  Barton 
^Alvin  H Benz 

J.  L.  Bibb 

E.  L.  BishoD 

(Mbr.  Davidson  Co.) 

T.  R.  Blanks 
tF.  B.  Bogart 
J.  W.  Bradley 
tForrest  G.  Bratley 
J.  C.  Brooks 

tj.  C.  Brooks,  Jr. 

L.  P.  Brooks 


tS.  W.  Brown 
Wm.  E.  Bryan 
tE.  F.  Buchner,  Jr. 

W.  R.  Buttram 
Earl  R.  Campbell 
tDouglas  Chamberlain 
Cleo  Chastain 
tjohn  W.  Claiborne, 
Jr. 

Rupert  M.  Colemore 
John  L.  Cooley 
Tolbert  C.  Crowell 
t Doyle  E.  Currey 
J.  Tom  Currey 

T.  Lyles  Davis 

O.  M.  Derryberry 
E.  M.  DeLay 
Paul  H.  Dietrich 
Albert  S.  Easley 

A.  F.  Ebert 
Floyd  G.  Estridge 
i'J.  R.  Fancher 
John  B.  Fitts 
tRichard  Van  Fletcher 

S.  A.  Fowler 
J.  Marsh  Frere 

O.  C.  Gass 

E.  A.  Gilbert 
A.  E.  Goodloe 

C.  H.  Gurney 

F.  Russell  Hackney 
Alton  G.  Hair 

tj.  L.  Hamilton 

H.  H.  Hampton 
tFrank  Harris 
E.  M.  Harrison 
tCarl  A.  Hartung 
John  B.  Haskins 

G.  P.  Haymore 
Chas  R.  Henry 
tHomer  D.  Hickey 
tj.  M.  Higginbotham 
A.  W.  Hilliard 

J.  F.  Hobbs 
John  W.  Hocker 
J.  McC.  Hogshead 
tHoward  T.  Holden 

O.  G.  Hughes 

P.  R.  Hysinger 

R.  O.  Ingham 
(Mbr.  Washington, 

Carter,  Unicoi  Co.) 

D.  Isbell 
Burton  L.  Jacobs 
tjoseph  Johnson,  Jr. 
Franklin  Johnson 

J.  Paul  Johnson 
J.  W.  Johnson 

D.  B.  Karr 
tHoward  Karr 
tjoe  Killebrew 
tjohn  J.  Killeffer 
Gene  H.  Kistler 

H.  P.  Larimore 
Chester  L.  Lassiter 
Hiram  A.  Laws,  Jr. 
Stewart  Lawwill 
tPhillip  H.  Livingston 
H.  D.  Long 

S.  H.  Long 

tHugh  B.  Mag-ill,  Jr. 
tT.  J.  Manson 

S.  S.  Marchbanks 
Fred  E.  Marsh 
tjos.  T.  Marshall 
(Mbr.  Blount  Co.) 
John  R.  Martin 
M.  A.  Meacham 
tRichard  H.  Mellen 
tAugustus  McCravey 
J.  B.  McGhee 
J.  D.  L.  McPheeters 
tPaul  Milton 
Cecil  E.  Newell 

E.  Dunbar  Newell 

E.  T.  Newell 

t Ed  ward  T.  Newell,  Jr. 
A.  M.  Patterson 
tR.  L.  Patterson 

F.  O.  Pearson 
John  F.  Preston 
tW.  D.  L.  Record 
tChas.  T.  Read 
W.  A.  Reed 

E.  E.  Reisman 
tE.  E.  Reisman,  Jr. 
Herman  Renner 
tGilbert  Roberts 

G.  Madison  Roberts 
■^Robert  C.  Robertson 
W.  D.  Rosborough 
Clarence  Shawr 

R.  E.  Shelton 
tW.  J.  Sheridan 
John  N.  Shipp 


V.  F.  Shull 
Leopold  Shumacker 
S.  K.  Skelton 

J.  A.  Smith 
tMoore  J.  Smith 
Harold  J.  Starr 
John  B.  Steele 
Willard  Steele 
tWm.  A.  Stem 
Wm.  G.  Stephenson 
tjohn  A.  Steward 
tW.  Dean  Steward 
J.  B.  Swafford 
tPaul  R.  Swanson 
J.  Hamilton  Taylor 
Chas.  Robert  Thomas 
Wm.  E.  Van  Order 
>0.  L.  Von  Canon 

A.  J.  Von  Werssowetz 
Clyde  A.  Watkins 
Dan  N.  Williams 

G.  Victor  Williams 
tRobert  A.  Wise 

S.  H.  Wood 
tjames  C.  Wright 

Daisy 

R.  L.  Allen 

Red  Bank 

J.  McClure  Richard 
Soddy 
E.  L.  Jenkins 

HARDEMAN 
COUNTY 
Bolivar 
E.  L.  Baker 

P.  M.  Bishop 

D.  L.  Brint 
R.  L.  Cobb 
David  Galloway 
tGeo.  W.  Jackson 
t Wiley  D.  Lewis 

B.  F.  McAnulty 

W.  W.  Winters 

Grand  Junction 
L.  D.  Pope 

HARDIN  COUNTY 
Savannah 

tC.  Whitman  Borg 
O.  C.  Doty 
J.  V.  Hughes,  Jr. 
tS.  L.  Stephenson 
Otis  Whitlow 
O.  H.  Williams 

HAWKINS 
COUNTY 
Bulls  Gap 
J.  E.  Kite 
(Mbr.  Greene  Co.) 

HAYWOOD 
COUNTY 
Brownsville 
■^Robert  C.  Berson 
John  M.  Chambers 

T.  C.  Chapman 
Roy  M.  Lanier 
W.  D.  Poston 
Genn  T.  Scott 
(Mbr.  Madison  Co.) 
A.  H.  Sorrelle 
John  C.  Thornton 

Stanton 
J.  A.  Jones 


HENDERSON 
COUNTY 
Lexington 
tR.  M.  Conger 

C.  J.  Huntsman 

E.  G.  Maxwell 
W.  C.  Ramer 

W ilder still  e 
C.  E.  Bolen 

HENRY  COUNTY 
Paris 

George  D.  Boone 
tj.  W.  Didcoct 
tArthur  Dunlap 
R.  Graham  Fish 
John  E.  Goodpasture 


C.  H.  Johnson 
tj.  C.  McKissick 
tBarton  McSwain 
Geo.  R.  McSwain 
J.  H.  McSwain 
E.  B.  Paschall 
W.  G.  Rhea 
Elroy  Scruggs 
Henriette  Veltman 
C.  D.  Wilder 

HICKMAN 
COUNTY 
Centerville 
W.  K.  Edwards 
Lyles-Wrigley 
Chas.  G.  Bowers 
Margaretta  K.  Bowers 

Only 

L.  F.  Pritchard 

HOUSTON 

COUNTY 

Erin 

O.  H.  Atkins 

HUMPHREYS 
COUNTY 
Waverly 

H.  C.  Capps 

JACKSON  COUNTY 
Gainesboro 

L.  R.  Anderson 
R.  C.  Gaw 

JEFFERSON 
COUNTY 
Jefferson  City 

T.  A.  Caldwell 
( Mbr.  Knox  Co.) 

T.  E.  Wright 
(Mbr.  Knox  Co.) 

Strawberry  Plains 
Roland  M.  Webster 
(Mbr.  Knox  Co.) 

JOHNSON 
COUNTY 
Butler 
R.  C.  Blevins 
Mountain  City 
J.  R.  Butler 
R O.  Glenn 

H.  S.  Smythe 

Shouns 

E.  Bruce  Rhea 

KNOX  COUNTY 
Bearden 

P.  A.  McGinnis 

By  in  gt  on 
A.  R.  Garrison 
Concord 
tM.  F.  Cobb 
J.  S.  Reynolds 

Corryton 
A.  D.  Simmons 
Fountain  City 

F.  H.  Payne 

J.  M.  Van  De  Griff 
tjoe  L.  Raulston 

Inskip 

J.  B.  Parker 

Knoxville 

Eugene  Abercrombie 
Herbert  Acuff 
Eben  Alexander 
tChas.  Armstrong 
W.  S.  Austin 
Trov  P.  baswell 
C.  E.  Barnett 
Tom  R.  Barry 
tSpencer  Bell 
Chas.  W.  Black 

M.  L.  Black 
W.  A.  Boies 
tRobert  Brashear 
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L.  A.  Brendle 

( Mbr.  McMmn  Co.) 
Horace  E.  Brown 
P.  H.  Cardwell 
tE.  E.  Carrier 
tjack  Chesney 
tH.  S.  Christian 

H.  E.  Christenberry 
tH.  E.  Christen- 
berry, Jr. 

K.  W.  Christenberry 
W.  F.  Christenberry 

C.  L.  Chumley 
W.  E.  Clark 
Edw;ard  S.  Clayton 
tSam  M.  Cooper 

K.  C.  Copenhaver 

M.  M.  Copenhaver 
William  R.  Cross 
J.  P.  Cullum 

H.  K.  Cunningham 

V.  C.  Dail 
tT.  P.  Day 

R.  V.  Depue 

tW.  A.  DeSautelle 

W.  T.  DeSautelle 
Earl  Donathan 
W.  F.  Dorsey 
tHorton  DuBard 
Fred  F.  Dupree 
tj.  Gilbert  Eblen 

E.  M.  Edington 
tj.  B.  Ely 

W.  H.  Enneis 
tFrank  Faulkner 
Roy  Fisher 
J.  H.  Gammon 
Edgar  L.  Grubb 
(Glenn  T.  Grubb 
E.  A.  Guynes 
J.  R.  Hamilton 

B.  I.  Harrison 
Eugene  Haun 
Louis  A.  Haun 
James  T.  Hayes 
M.  L.  Hefley 
tGeorge  Henson 
Jesse  C.  Hill 
John  R.  Hill 
tOliver  W.  Hill,  Jr. 
Victor  Hill 

S.  H Hodge 

H.  Stuart  Hodges 

G.  Turner  Howard,  Jr. 

A.  G Huffstedler 
Geo.  Inge 

;C.  E.  Irwin 
tW.  J.  Irwin 
tHarry  H.  Jenkins 

C.  B.  Jones 
Frank  E.  Jones 
J.  H.  Keeling 
(John  O.  Kennedy 
J.  H.  Kincaid 

H.  L.  Kitts 

tA.  Hobart  Lancaster 
(Robert  P.  Layman 
J.  Marshall  Lea 
Robert  S.  Leach 
tjohn  J.  Lesher 
Forest  S.  LeTellier 
H.  C.  Long 
H.  H.  McCampbell 

T.  L.  McCarter 
H.  T.  McClain 
W.  C.  McClain 
Roy  McCrary 

A.  R.  McCullough 
tj.  D.  McCullough 
M.  D.  McCullough 
Richard  Mcllwaine 
(Wm.  T.  McPeake 

R.  L.  McReynolds 
Edwin  E.  Miller 
Lloyd  Miller 

S.  R.  Miller 
Ralph  Monger 
tjohn  L.  Montgomery 
John  D.  Moore 
Owen  Moore 

Joel  C.  Morris 
J.  F.  Morrow 
(Wm.  S.  Muse 

T.  B.  Naive 
J.  B.  Neil 
tEugene  P.  Nicely 
Hazel  Nichols 
JRalph  Nichols 
tB.  M.  Overholt 
Nicholas  Pappas 
Robt.  F.  Patterson,  Jr. 
t'Herschel  Penn 
tTarrell  Penn 

H De-wey  Peters 
S.  B.  Peters 


B.  F.  Peterson 
S.  Joe  Platt 
t Herbert  L.  Pope 
W.  W.  Potter 
Bruce  Powers 

R.  M.  Powell 
tjohn  A.  Range 
tHugh  Reaves 
W.  D.  Richards 

N.  G.  Riggins 
M.  S.  Roberts 
Olin  W.  Rogers 
tj.  S.  Ruffin,  Jr. 

A.  L.  Rule 
fj.  H.  Saffold 
Wm.  A.  Shelton 
fA.  B.  Shipley 
Chas.  C.  Smeltzer 
Andrew  Smith 
Joe  T.  Smith 
tPhilip  Smith 
Rufus  Smith 
Vernon  I.  Smith 
G.  W.  Smithers 
John  R.  Smoot 
tj.  M.  Stockman 
G.  W.  Stone 
R.  G.  Tappan 
tGeorge  W.  Tharp 
t Phillip  C.  Thomas 

D.  R.  Thomas 
Geo.  M.  Trotter 
R.  G.  Waterhouse 
David  Waterman 

t Alvin  J.  Weber,  Jr. 
tFred  West 
tLeon  J.  Willien 

G.  A.  Williamson 

E.  G.  Wood 
R.  B.  Wood 
W.  P.  Wood 
R.  M.  Young 

E Russell  Zemp 

Mascot 

H.  J.  Bolen 

Pruden 
A.  L.  Jenkins 

LAKE  COUNTY 
Ridgely 

W.  S.  Alexander 
W.  L.  Sumners 

Tiptonville 
R.  W.  Griffin 


LAUDERDALE 
COUNTY 
Henning 
Thos.  F.  Pipkin 
Ripley 

J.  L.  Dunavant 
J.  B.  Lackey 
J R.  Lewis 
Thos.  E.  Miller 
fj.  H.  Nunn 

LAWRENCE 
COUNTY 
Iron  City 
J.  W.  Jordan 
Lawrencebitrg 

V.  H.  Crowder 

W.  O Crowder 
J.  W.  Danley 

L.  C.  Harris 

tLeo  C.  Harris,  Jr. 

T.  A.  McAmis 

C.  C.  Stockard 
T.  J.  Stockard 

Loretto 
A.  D.  Cole 
Eli  H.  Etheridge 

LEWIS  COUNTY 
Hohetiwald 
W.  E.  Boyce 
Jerome  Powers 

LINCOLN  COUNTY 
Ardmore 

D.  T.  Hardin 
J.  W.  Maddox 

Boonshill 
J.  E.  Sloan 


Elora 
A.  L.  Griffith 
Fayetteville 
C.  L.  Goodrich 
(Ben  H.  Marshall 
tR.  E.  McCown 
I.  V.  McRady 
M.  McWilliams 
T.  A.  Patrick 
Gordon  T.  Stewart 

Hunt  land 
tK.  P.  Brown 

LOUDON  COUNTY 
Lenoir  City 
tFred  E.  Hufstedler 
tj.  A.  Leeper 
W.  D.  Padgett 
(Mbr.  Knox  Co.) 
Halbert  Robinson 
R.  V.  Taylor 
L.  L.  Terrell 

Loudon 

Arthur  P Harrison 
W.  B.  Harrison 
J.  R.  Watkins 


MACON  COUNTY 
Lafayette 

D.  D.  Howser 

M.  L.  Smith 
(Mbr.  Overton  Co.) 

MADISON 

COUNTY 

Bemis 

Henry  N.  Moore 
Kelly  Smythe 
-(Roderick  C.  Webb 
fPaul  Wylie 

Gadsden 

F.  C.  James 

Jackson 
J.  G.  Anderson 
fEverett  Archer 
Glenn  D.  Batten 

G.  H.  Berryhill 
(Cecil  H.  Brown 

R.  S.  Brown 
Swan  Burrus 
fStevens  Byars 
Tate  B.  Collins 
J.  L.  Crook 
(Wm.  Grant  Crook 
tj.  E.  Douglass 
fL.  D.  Farragut 
W.  T.  Fitts 
tRobt.  S.  Heilman 
Henry  H.  Herron 

S M.  Herron 
Helen  Johnston 
Leland  M.  Johnston 
G.  Frank  Jones 
Horace  L.  Jones 
J.  W.  McClaran 
tFrank  A.  Moore 

S.  T.  Parker 
J.  C.  Pearce 
J.  E.  Powers 

Alvin  B.  Rosenbloom 
W.  G.  Saunders 
tRichard  Taylor 
tj.  R.  Thompson,  Jr. 
Chas.  F.  Webb 
tChas.  H.  Webb 
R B.  White 

Mercer 
J M.  Curry 

Pinson 
R.  S.  Hearn 


MARION  COUNTY 
South  Pittsburg 
tRussell  B.  James 
(Mbr.  Hamilton  Co.) 

MARSHALL 
COUNTY 
Chapel  Hill 
tA.  L.  Cooper 


Lewishurg 
J.  T.  Gordon 
( Mbr.  Bedford  Co.) 
Thomas  A Wheat 
(Mbr.  Bedford  Co.) 

Petersburg 
W.  S.  Joplin 
(Mbr.  Lincoln  Co.) 
tEdwin  S.  Leek 
( Mbr.  Bedford  Co.) 

MAURY  COUNTY 
Columbia 

D.  B.  Andrews 

H.  C.  Busby 
tWm.  N.  Cook 
J.  T.  Hart 
tRobin  Lyles 
tjames  B.  Miller 
R.  S.  Perry 
tEdwin  K.  Provost 

E.  M.  Ragsdale 
G.  C.  Williamson 
J.  W.  Wilkes 
Watt  Yeiser 

Hampshire 
W.  R.  Webb 
Mt.  Pleasant 

G.  C.  English 
J.  H.  Jones 

C.  D.  Walton 
Leon  S.  Ward 

Springhill 

B.  H.  Woodard 

Williamsport 

L.  E.  Ragsdale 

McMINN  COUNTY 
Athens 
W.  R.  Arrants 

D.  P.  Brendle 
R.  A.  Brock 

Jas.  W.  Chapman 
R.  W.  Epperson 

C.  O.  Foree 

W.  Edwin  Foree 
tA.  W.  Reeser 
Helen  M.  Richards 
fL.  A.  Shields 

Decatur 
W.  J.  Abel 

Englewood 
David  F.  Seay 
Etowah 

tS.  Boyd  McCIary,  Jr. 

H.  C.  Miles 
W.  S.  Moore 
John  C.  Sharp 

McNAIRY  COUNTY 
Selmer 

IT.  N.  Humphrey 

E.  M.  Smith 
John  R.  Smith 

MONROE  COUNTY 
Madisonville 
R.  C.  Kimbrough 
H.  C.  Shearer 

Sweetwater 
L.  L.  Barnes 
W.  J.  Cameron 
tB.  A.  Dobbins 
,J.  A.  Hardin 
fD.  F.  Heuer,  Jr. 
tR.  M.  Price 

T.  M.  Roberts 
J.  E.  Young 

Tellico  Plains 
W.  A.  Rogers 
Vonore 

J.  A.  McCollum 


MONTGOMERY 

COUNTY 

Clarksville 

H.  H.  Edmonson 
V.  H.  Griffin 

I.  E.  Hunt 


J.  H.  Ledbetter 
tP.  L.  Lyle 
F.  J.  Malone 

E.  B.  Ross 
Jack  Ross 
John  W.  Ross 
Bryce  Runyon 
M.  L.  Shelby 
Paul  E.  Wilson 
R.  M.  Workman 

MOORE  COUNTY 
Lynchburg 

F.  Harlan  Booher 
(Mbr.  Lincoln  Co.) 

MORGAN  COUNTY 
Oakdale 
J.  H.  Carr 
(Mbr.  Roane  Co.) 

OBION  COUNTY 
Obion 
J.  C.  Walker 
(Mbr.  Dyer,  Lake, 
and  Crockett  Cos.) 

Troy 

E.  A.  Boswell 
(Mbr.  Dyer,  Lake, 
and  Crockett  Cos.) 

Union  City 
M.  A.  Blanton,  Sr. 

M.  A.  Blanton,  Jr. 

D.  S.  Latimer 
Robt.  G.  Latimer 
Wm.  L.  Phillips 
(Mbr.  Dyer,  Lake, 
and  Crockett  Cos.) 
A.  G.  Scott 
M.  T.  Tipton 

OVERTON 

COUNTY 

Alpine 

J.  T.  McDonald 
Livingston 
W.  M.  Breeding 
W.  M.  Brown 
J.  D.  Capps 
tH.  B.  Nevans 
A.  B.  Qualls 

PERRY  COUNTY 
Clifton 

James  T.  Keeton 
Linden 
O.  A.  Kirk 

Lobelville 
L.  D.  Murphey 

PICKETT  COUNTY 
Byrdstown 
tFloyd  B.  Hay 
(Mbr.  Overton  Co.) 

POLK  COUNTY 
Benton 
tjohn  Lillard 
(Mbr.  McMinn  Co.) 

Copperhill 
tH.  H.  Hyatt 
(Mbr.  Hamilton  Co.) 
H.  P.  Hyde 
(Mbr.  Bradley  Co.) 

Ducktown 
A.  J.  Guinn 
(Mbr.  Hamilton  Co.) 

PUTNAM  COUFJTY 
Algood 
J.  T.  Moore 

Cookeville 
(Robert  Akin 
Lex  Dyer 
W.  A.  Howard 
Thurman  Shipley 
Z.  L.  Shipley 
tH.  H Taylor 
J.  Fred  Terry 
R.  L.  Witherington 


Granville 
L.  M.  Freeman 
Monterey 
T.  M.  Crain 

RHEA  COUNTY 
Dayton 
Albert  Broyles 
(Mbr.  Hamilton  Co.} 
W.  A.  Thomison 
(Mbr.  Hamilton  Co.) 

J.  J.  Rogers 
(Mbr.  Hamilton  Co.} 

Spring  City 
Max  D.  Lindsay 
(Mbr.  Hamilton  Co.} 

ROANE  COUNTY 
Harriman 
Thos.  L.  Bowman 
tL.  A.  Killeffer 

F.  A.  Neergaard 

Kingston 
Nat  Sugarman 
Rockwood 
tF.  Davis  Owings 
Thos.  H.  Phillips 
R F.  Regester 

G.  E.  Wilson 

ROBERTSON 
COUNTY 
Cedar  Hill 
Robert  H.  Elder 
Ridgetop 
W.  S.  Rude 

Springfield 
C.  M.  Banks 
W.  B.  Dye 
John  S.  Freeman 
J.  S.  Hawkins 
A.  R.  Kempf 

R.  L.  Mathews 
W.  W.  Porter 
tW.  P.  Stone 
J.  E.  Wilkison 

RUTHERFORD 
COUNTY 
Lascassas 
J.  C,  Kelton 

Murfreesboro 
W.  Stanley  Barham 
W.  M.  Bevis 
J.  B.  Black 
V.  S.  Campbell 
■(Harvey  W.  Carter 
John  F.  Cason 
J.  R.  Gott 

A.  J.  Jamison 
J.  K.  Kaufman 
Lois  M.  Kennedy 

B.  W.  Rawlins 
J.  A.  Scott 
Richard  E.  Strain 
Sam  L.  Wiles 

Overall 

S.  B.  Smith 

Smyrna 
J.  M.  Shipp 

SCOTT  COUNTY 
Huntsville 
J.  I.  Foster 

Norma 

D.  T.  Chambers 
Oneida 
W.  S.  Cooper 

M.  E.  Thompson 
Milford  Thompson 
Robbins 
Pitney  Phillips 

SEVIER  COUNTY 
Sevierville 
R.  A.  Broady 
tjohn  A.  Conroy 
tR.  Mel  Perry 
Robt.  F.  Thomas 
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C.  P.  Wilson 
O.  H.  Yarberry 

SHELBY  COUNTY 
Brunswick 

C.  C.  Chaffee 
Collierville 

L.  P.  Pearce 

Cordova 
W.  F.  Boyd 
John  T.  Carter,  Jr. 

C.  A.  Chaffee 

Forest  Hill 

J.  E.  Clark 

Lucy 

E.  L.  Anderson 
Memphis 
Shields  Abernathy 
W.  M.  Adams 
tjustin  H.  Adler 
W.  G.  Alford 

C.  D.  Allen 
Jacob  Alperin 
S.  B.  Anderson 
W.  S.  Anderson 
1C.  G.  Andrews 

G.  E.  Ankerson 

D.  H.  Anthony 
tj.  M.  Aste 

H.  E.  Atherton 
J.  C.  Ayres 

tj.  C.  Ayres,  Jr. 
tC.  H.  A vent 
tWm.  Wallace  Aycock 

C.  O.  Bailey 

L.  S.  Baskin 

M.  L.  Bearden 
J.  L.  Beauchamp 
Chas.  A.  Bender 
tj.  M.  Bethea 

J.  M.  Biggs 
fjames  D.  Biles,  Jr. 
tW.  T.  Black,  Jr. 
tSam  Blackwell 
Breen  Bland 

C.  D.  Blassingame 

A.  L.  Blecker 
tPhil  Bleecker 

J.  B.  Blue 
W.  R.  Blue 
Robt.  F.  Bonner 

R.  L.  Bourland 

R.  L.  Bowlin 
H.  B.  Boyd 
L.  F.  Boyd 

tW.  T.  Braun,  Jr. 

Jas.  T.  Bridges 
tCarey  Bringle 

S.  N.  Brinson 
J.  M.  Brockman 

J.  H.  Bronstein 
Samuel  Bryan 

K.  M.  Buck 

tj.  A.  Buchignani 
W.  D.  Burkhalter 
Geo.  H.  Burkle,  Jr. 

E.  Guy  Campbell 
Ernest  A.  Canada 

D.  M.  Carr 
Chas.  H.  Carter 
J.  P.  Carter 

tL.  L.  Carter 
C.  B.  Chaffee 
A.  H.  Chamberlain,  Jr. 
(Hughes  Chandler 
W.  C.  Chaney 
tR.  E.  Ching 
tR.  B.  Chrisman,  Jr. 
J.  C.  Clark 
W.  F.  Clary 
J.  D.  Cleveland 

E.  W.  Cocke 
tl.  S.  Coe 

W.  C.  Colbert 

S.  W.  Coley 
tjames  H.  Collins 
E.  D.  Connell 
A.  F.  Cooper 
G.  A.  Coors 
John  E.  Cox 
W.  R.  Cox 
tj.  K.  Crawford 
tP.  T.  Crawford 
tj.  A.  Crisler,  Jr. 

C.  V.  Croswell 
Howard  Curl 
G.  W.  Dahnke 
tj.  A.  Danciger 

R.  R.  Davenport 


J.  M.  Davis 
tChas.  J.  Deere 

V.  J.  Demarco 
John  L.  Dies 

W.  T.  Dinsmore 
tW.  F.  Dobyns 
J.  M.  Dorris 

tj.  M.  Dougall 
J.  J.  Douglas 

I.  G.  Duncan 
tElmer  S.  Eddins 

E.  C.  Ellett 
tC.  B.  Etter 
tj.  D.  Evans 
tM.  L.  Evans 
Sidney  S.  Evans 
H.  B.  Everett 

f Turley  Farrar 
P.  M.  Farrington 
Harold  Feinstein 

F.  W.  Fielder 

J.  B.  Fisher 

R B.  Flaniken 
J.  S.  Fleming 
tB.  F.  Floyd 
L H.  Francis 
J.  F.  Fraser 
J.  E.  French 
tj.  A.  Gardner,  Jr. 

O.  P.  Garner 
C.  H.  Glover 
tF.  A.  Goldberg 
ID.  W.  Goltman 
tj.  S.  Goltman 
J.  O.  Gordon 
A.  C.  Gose 
tH.  B.  Gotten 
tNicholas  Gotten 
W.  H.  Gragg 

L.  M.  Graves 
W.  R.  Graves 
tH.  D.  Gray 

H.  W.  Greenburgh 
J.  O.  Griffin 

A.  J.  Grobmyer 
E.  R.  Hall 

IV.  A.  Hall 
J.  F.  Hamilton 
E.  C.  Ham 
tj.  A.  Hanna 

B.  F.  Hardin 
Wm.  Palmer  Hardy 

( Mbr.  Davidson  Co.) 
J H.  Harris 
tChas.  W.  Halting 
tMallory  Harwell 

C.  H.  Heacock 
tR  D.  Henderson 
R.  G.  Henderson 

M.  B.  Hendrix 
R.  A.  Hennessey 
J.  P.  Henry 

fA.  L.  Herring 
J.  H.  Herring 
George  B Higley 
H.  G.  Hill 
T.  J.  Hobson 

M.  W.  Holehan 
E.  M.  Holder 

J.  E.  Holmes 
tj.  L.  Houston 
A.  G.  Hudson 
J.  A.  Hughes 
tjohn  D.  Hughes 
tjames  G.  Hughes 
tC.  W.  Ingle 
A.  G.  Jacobs 
H.  B.  Jacobson 
H.  J.  Jacobson 

C.  E.  James 

D.  H.  James 

T.  A.  James 
J.  L.  Jelks 
tHarry  Johnson 

t Albert  M.  Jones 
Geo.  P.  Jones 
L.  A.  Kasselberg 
Ernest  G.  Kelly 
tWebb  B.  Key 
fT.  C.  King 

V.  D.  King 
tC.  R.  Kirk 

T.  A.  Kirkland 
R.  A.  Knight 

O.  M.  Laten 

W.  S.  Lawrence 

N.  E.  Leake 
Gilbert  J.  Levy 
Louis  Levy 

A.  C.  Lewis 
C.  K.  Lewis 

P.  M.  Lewis 
tF.  D Linn 

E.  J.  Lipscomb 


Geo.  R.  Livermore 
tD.  G.  Lockwood 
tj.  P.  Long 
W.  H.  Lovejoy 
tj.  H.  Lotz 
fBattle  Malone,  II 
fT.  P.  Manigan 
fPhilip  Markle 
C.  H.  Marshall 
tA.  D.  Mason,  Jr. 
Chas.  R.  Mason 
J.  W.  Mason 
Robin  F.  Mason 
R.  L.  Mayer 
A.  H.  Meyer 
Roland  H.  Meyer 
(Richard  A.  Miller 
R.  H.  Miller 
tR.  W.  Miller 
W.  D.  Mims 
H.  F.  Minor 
E.  C.  Mitchell 

E.  D.  Mitchell 

1'E.  D.  Mitchell,  Jr. 

F.  T.  Mitchell 

tj.  C.  Mobley,  Jr. 
Moore  Moore 
Thomas  D.  Moore 
Wallace  P.  Moore 

C.  H.  Morgan 
J.  L.  Morgan 
tHenry  Moskowitz 
tj.  P.  Moss 

J.  T.  Moss 
T.  C.  Moss 
R.  Lyle  Motley 
tFrancis  Murphey 

G.  W.  Musgraves 
Roland  H.  Myer 
tEzell  McCann 

T.  J.  McCaughan 

D.  C.  McCool 

R.  B.  McCormick 

O.  S.  McCowan,  Sr. 
tO.  S.  McCowan,  Jr. 
tj.  W.  McElroy 
J.  L.  McGeehee 
J.  A.  McIntosh 
tE.  E.  McKenzie 
J.  Wesley  McKinney 
1 A McQuiston 

J.  C.  Nash 
R.  T.  Nowlin 

C.  M.  Oberschmidt 
tVan  A.  Odle 

tj.  T.  O'Brien 

D.  W.  Oelker 
Charles  B Olim 
tB.  T.  Otey 

J.  P.  Owens 
Henry  Packer 
Ira  C.  Parks 
R.  H.  Parr 

G.  E.  Paullus,  Jr. 
Cleveland  Payne 
R.  S.  Pearce 

E.  M.  Peete 
Robt.  H.  Peeples 
tMaurice  L.  Pepper 
W.  H.  Pistole 

L.  R.  Polk 
+R.  W.  Polk 

A.  R.  Porter,  Jr. 
Louise  B.  Powell 

H.  W.  Priddy 
W.  T.  Pride 

H.  W.  Qualls 
A.  G.  Ouinn 

J.  W.  Ragsdale 
W.  E.  Ragsdale 
Wm.  E.  Ragsdale,  Jr. 

E.  A.  Raines 
tH.  R.  Raines 
tS.  L.  Raines 
+L.  C.  Ramsay 
Robert  Raskind 

G.  P.  Rawls 
tR.  B.  Ray 

J.  R.  Reinberger 
Alma  B.  Richards 

R.  H.  Rigdon 
W.  W.  Riggs 

M.  J.  Roach 

F.  L.  Roberts 
(Mbr.  Gibson  Co.) 
tChas.  G.  Robinson 
J.  E.  Robinson 

W.  W.  Robinson 
W.  A.  Ruch 

S.  T.  Rucker 
W.  L.  Rucks 

H.  G.  Rudner 
Cyril  J.  Ruilmann 
fW.  A.  Runkle 


P.  B.  Russell,  Jr. 

R.  O.  Rychener 
L.  C.  Sanders 

R.  L.  Sanders 

S.  H.  Sanders 
C.  H.  Sanford 
A.  P.  Sargent 
tW.  T.  Satterfield 
David  E.  Scheinberg 
H.  C.  Schmeisser 

P.  C.  Schreier 

L.  V.  Schmittou 
Jos.  L.  Scianni 

M.  W.  Searight 
tL.  L.  Sebulsky 
M.  B.  Selegstein 

R.  E.  Semmes 
tjohn  L.  Shaw 
J.  J.  Shea 

S.  J.  Sibley 
W.  L.  Simpson 
tHugh  Smith 

J.  H.  Smith 
O.  E.  Smith 
F.  Ward  Smythe 
Harold  A.  Sparr 
J.  S.  Speed 
M.  G.  Spingarn 
Joseph  Stabnick 
E.  A.  Stanfield 
J.  B.  Stanford 
Oscar  Stegall 
Neuton  S.  Stern 
E.  M.  Stevenson 
William  D.  Stinson 
S.  Fred  Strain 
fS.  D.  Sullenberger 
tB.  S.  Talley 
Finis  A.  Taylor 
Newman  Taylor 
tRobt.  Taylor 
W.  W.  Taylor 
f Morton  J.  Tendler 
Horace  E.  Thomas 
fW.  M.  Tipton 
tAlvin  Brush  Tripp 

H.  K.  Turley 
C.  C.  Turner 
tC.  F.  Varner 

I.  A.  Vaughn 

S.  L.  Wadley 
Lewis  A.  Walker 

O.  P.  Walker 
W.  W.  Walker 
tR.  A.  Wallace 
Cecil  E.  Warde 
tT  L.  Waring 
to.  S.  Warr,  Jr. 

H.  C.  Watkins 
tW  W.  Watkins 
tj.  K.  Welch,  Jr. 

J.  J.  Weems 
tSamuel  I.  Wener 
(Joseph  E.  Wheeler 
Thomas  H.  West 

T.  E.  Whiteleather 
tW.  L.  Wilhelm 
A.  B.  Williams 
tH.  G.  Williams 
S.  B.  Williamson 
W.  L.  Williamson 
(Harwell  Wilson 
tjames  E.  Wilson 

P.  H.  Wood 

Millington 

Albert  S.  Witherington 
Oakville 
F.  H.  Alley 
Francis  H.  Cole 
tFelix  A.  Hughes,  Jr. 

Woodstock 
L.  C.  Johnson 

SMITH  COUNTY 
Brush  Creek 
A.  O.  Parker 

Carthage 
R.  E.  Key 
L.  D.  Sloan 

Chestnut  Mound 
E.  D.  Gross 

Dixon  Springs 
Rhea  E.  Garrett 
Elmwood 
W.  F.  Boze 

Gordonsville 
W.  B.  Dalton 
Thayer  S.  Wilson 


Pleasant  Shade 
J.  J.  Beasley 

STEWART 
COUNTY 
Indian  Mound 
C N.  Keatts 
(Mbr.  Montgomery 
Co.) 

SULLIVAN 
COUNTY 
Blountville 
fj.  W.  Erwin 
Bluff  City 
Virginia  Shepherd 
Clinton 

Bristol 

T.  R.  Bowers 
Chas.  S.  Butler 
tW.  C.  Carreras 

N.  H.  Copenhaver 
Arthur  B.  English 
Wm.  M.  Gammon 
Bernard  C.  Grigsby 
Arthur  Hooks 
tTom  H.  Kuhnert 
tj.  O.  Marcy 
S.  E.  Massengill 
Louis  C.  McNeer 
Bruce  W.  Mongle 

N.  S.  Peters 
M.  G.  Rock 
L.  B.  Snapp 
tL.  B.  Snapp,  II 
A.  K.  Turner 
tjames  F.  Thackston 

D.  D.  Vance 
Wm.  K,  Vance,  Jr. 
Julian  E.  Williams 

Kingsport 
tF.  L.  Alloway 
fH.  O.  Bolling 
tH.  S.  Burem 
tR.  H.  Brown 
R.  T.  Childress 
L.  C.  Cox 
Paul  W.  Cox 
C.  S.  Crook 

E.  O.  Depew 

F.  M.  Duckwall 
J.  A.  Flora 

tj.  B.  Hamilton 

J.  V.  Hodge 

tB  Roy  Howard 
A.  K.  Husband 

G.  G.  Keener 
tM.  D.  Massengill 

K.  L.  Meyers 
A.  D.  Miller 
Thos.  McNeer 
tjas.  F.  Morton 
J.  R.  Pierce 

W.  H.  Reed 

G.  M.  Rogers 
C.  F.  N.  Schram 
C.  C.  Shaw 
E.  W.  Tipton 
W.  A.  Wiley 
Jarrett  E.  Williams 

Piney  Flats 
Aaron  Cole 
(Mbr.  Washington- 
Carter-Unicoi  Soc.) 

SUMNER  COUNTY 
Bethpage 
W.  W.  Roark 
Hendersonville 
J.  H.  Stephens 
Gallatin 

I.  H.  Beasley 
W.  M.  Dedman 
W.  B.  Farris 
(Mbr.  Williamson 
Co.) 

C.  D.  Giles 
tP.  M.  Huggin 
W.  N.  Lackey 
C.  D.  Robbins 
R.  B.  Turnbull 
tB.  H.  Warren 
Portland 
C.  H.  Donoho 
R.  L.  Johnson 
R.  W.  Simonton 


Westmoreland 
Dewey  Foster 

TIPTON  COUNTY 
Covington 
A.  J.  Butler 
(Mbr.  Anderson- 
Campbell  Co.) 

E.  Feldman 
S.  Hurt 

tN.  L.  Hyatt 
L.  J.  Lindsey 
H.  S.  Rule 
J.  C.  Witherington 

TROUSDALE 

COUNTY 

Hartsville 

F.  M.  Blankenship 
(Mbr  Smith  Co.) 

J.  J.  Gwin 

(Mbr.  Sumner  Co.) 

UNICOI  COUNTY 
Erwin 
tR.  H.  Harvey 
tW.  C.  Humbert 
tH.  L Monroe 
J.  R.  Moody 
W.  T.  Woodward 

WARREN  COUNTY 
McMinnville 
James  H.  Boles 
(Mbr.  White  Co.) 

WASHINGTON 
COUNTY 
Johnson  City 
John  M.  Adams 
J.  R.  Bowman 
E.  T.  Brading 

G.  J.  Budd 

G.  E.  Campbell 
tC.  M.  Creech 
C.  W.  Friberg 
tH.  B.  Fuqua 
Lee  K.  Gibson 
tC.  S.  Gresham 
j.  L.  Hankins 
(Walter  D.  Hankins 
U.  G.  Jones 

C H.  Long 

H.  D.  Miller 
J.  G.  Moss 

J.  T.  McFaddin 
T.  P.  McKee 
tHarry  Myron,  Jr. 

P.  E.  Parker 
(Wallace  L.  Poole 
■fW.  G.  Preas 
Geo.  K.  Scholl 
Geo.  J.  Sells 
tHugh  F.  Swingle 
tChas.  P.  Wofford 
He1"!  tv  Wofford 
J.  W.  Wallace 

B.  T.  West 

Jonesboro 
M.  G.  Fisher 
(Mbr.  Hamblen  Co.) 
A.  J.  Willis 

Limestone 
R.  H.  Ruble 

G.  V.  Stanton 

Mountain  Home 

H.  W.  Crouch 
tH.  B.  Cupp 
Ira  M.  Gambill 
Bertram  L Levy 

C.  K.  Slade 

Telford 
C.  W.  Brabson 

WAYNE  COUNTY 
Collinuood 
W.  W.  Rippey 
Waynesboro 
F.  H.  Norman 
Dexter  L.  Woods 

WEAKLEY 
COUNTY' 
Dresden 
M.  R.  Beyer 
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J.  E.  Taylor 
T.  F.  Taylor 
tPaul  W.  Wilson 

Gleason 

Robert  M.  Jeter 

Greenfield 

R.  W.  Brandon,  Jr. 

Martin 

R.  W.  Brandon 


t-M.  H.  Buckley 

H.  G.  Edmondson 

Sharon 

D.  E.  Young 

WHITE  COUNTY 
Doyle 
H B.  Ausban 


1944  MEMBERS 


Sparta 

W.  H.  Andrews 
T.  C.  Blankenship 

E.  B.  Clark 

C.  B.  Roberts 
C.  E.  Tubb 

WILLIAMSON 
COUNTY 
Franklin 
tR.  S.  Gass 
tHarry  T.  Guffee 


R.  H.  Hutchison 
B.  T.  Nolen 
Don  C.  Peterson 
Walter  Pyle 
T.  C.  Rice 
tW.  F.  Roth,  Jr. 

H.  C.  Stewart 
J.  O.  Walker 

WILSON  COUNTY 
Gladeville 
J.  L.  Ames 


December,  1944 


Lebanon 

F.  B.  Dunklin 
tO.  Reed  Hill 
C.  W.  Huffman 

R.  C.  Kash 
Chas.  T.  Lowe 

tj.  J.  McFarland.  Jr. 

S.  B.  McFarland 

I.  H.  Tilley 
tW.  K.  Tilley 
Philips  Turner 

Watertown 

J.  R.  Doak 


MEMBERS  RESIDING  OUTSIDE  OF  TENNESSEE 


E.  S.  Blair,  323  Harralson  Avenue  Gadsden,  Ala. 

R.  J.  Bogan,  U.  S.  Veterans  Hospital  Des  Moines,  Iowa 

Ernest  H Brock,  Black  Hills  General  Hospital  Rapid  City,  S.  D. 
L.  A.  Byars  Coquille,  Ore. 

E.  E.  Byrd,  Veterans  Admr.  Facility  Lake  City,  Fla. 

Gurney  E.  Clark,  615  North  Wolfe  Street  Baltimore,  Md 

Henry  M.  Cox,  care  T.  V.  A.  Fontana  Dam,  N.  C. 

Katharine  Dodds,  Children’s  Hospital  Cincinnati,  O. 

George  Gartley,  Florida  Sanitarium  Orlando,  Fla. 

B.  L Green,  917  Third  Avenue  Gadsden,  Ala. 

Asa  Z.  Hall  Eaton,  Colo. 

H.  E.  Handley,  Commonwealth  Fund, 

41  East  Fifty-Seventh  Street  New  York,  N.  Y. 

A.  E.  Hardison,  American  Red  Cross, 

230  Spring  Street,  N.  W.  Atlanta,  Ga. 

H.  P.  Hewitt,  LaFayette  Charity  Hospital  LaFayette,  La. 

J.  P Hoover,  208  Andrews  Street  Rossville,  Ga. 

W.  D.  Martin,  Saint  Albans  Sanatorium  Radford,  Va. 

J.  M.  Mittleman,  808  North  Seventh  Street  Philadelphia  23-  Pa. 

F.  L.  Moore,  82-16  Kent  Street  Jamaica,  N.  Y. 

O.  B.  Murphy,  Lahey  Clinic  Boston,  Mass. 

L.  C.  McVay  Marion,  Ark. 

Frank  O.  Nichols,  1264  West  Flagler  Miami,  Fla. 

A.  C.  Parker  Clarksdale,  Ark. 

Frank  L.  O’Connor  Rossville,  Ga. 

Jimmy  L.  Pinkston,  Office  of  Surgeon, 

Port  Dispensary  Ft.  Mason,  Calif. 

James  M.  Pomeroy,  University*  of  Oregon  Portland,  Ore 

H.  H.  Ring,  Route  No.  3 Alpharetta,  Ga. 

Hillyer  Rudisill,  Jr.,  Roper  Hospital  Charleston,  S.  C. 

John  M.  Saunders,  Children’s  Bureau,  U.  S.  Dept. 

of  Labor  Washington,  D.  C. 

Willard  H.  Steele,  Graduate  Hospital  Philadelphia,  Pa 

Louis  F.  Verdell,  Veterans  Admin.  Facility  Roanoke,  Va. 

Starnes  E.  Walker,  Veterans  Admin.  Facility  Fayetteville,  N.  C. 
Wm.  L.  Wallace,  Stout  Memorial  Hospital  Wuchow*,  China 

Olin  C.  West,  5 35  North  Dearborn  Street  Chicago,  111. 

M C.  Wiggins,  1930  East  Fourth  Street  Tucson.  Ariz. 
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